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TREATMENT  OF  PERNICIOUS  ANEMIA* * 
Cyrus  C.  Sturgis,  M.D. 

AND 

Raphael  Isaacs,  M.D. 

ANN  ARBOR,  MICH. 

Since  the  disease  pernicious  anemia  was  first  de- 
scribed by  Thomas  .Addison  in  the  year  1849,  it 
has  come  to  be  known  as  a relatively  common  and, 
prior  to  1926,  an  invariably  fatal  disease.  Before 
the  modern  methods  of  treatment  were  introduced 
in  the  year  just  mentioned,  a patient  with  this  dis- 
ease survived  for  an  average  period  of  only  two  or 
three  years  after  the  initial  symptoms  appeared. 
In  August  1926  Minot  and  Murphy^  reported  that 
feeding  one-half  pound  of  liver  daily  to  patients 
with  pernicious  anemia  produced  brilliant  thera- 
peutic results  and  during  the  subsequent  five  years 
this  statement  has  been  substantiated  by  many 
other  observers. 

When  a patient  with  pernicious  anemia,  in  a 
hematologic  relapse,  is  fed  one-half  pound  of  liver 
daily,  a remarkable  improvement  is  observed  with- 
in three  to  five  days.  At  this  time  the  patient  is 
rather  suddenly  transformed  from  one  who  seemed 
to  be  acutely  ill  to  an  individual  who  appears  to 
be  well  on  the  way  to  recovery.  This  dramatic 
change  is  comparable  to  the  result  obtained  when 

♦ From  the  Thomas  Henry  Simpson  Memor  al  Insti- 
tute for  Medical  Research.  University  of  Michigan. 

* Read  before  the  Ninth  Annual  Meeting  of  Pacific 
Northwest  Medical  Association.  Seattle,  Wash.,  June 
25-27.  1931. 

1.  Minot,  George  R.  and  Murphy,  William  P. ; Treat- 
ment of  Pernicious  .Anemia  bv  a Special  Diet.  J.  A.  M. 
.A.,  87:470,  Aug.  14,  1926. 


insulin  is  administered  in  diabetic  coma  or  desic- 
cated thyroid  is  given  in  myxedema.  Usually,  the 
first  evidence  of  improvement  in  a patient  with 
pernicious  anemia  following  liver  therapy  is  the 
striking  increase  in  appetite  which  is  all  the  more 
remarkable  when  contrasted  with  the  anorexia  that 
is  commonly  present  during  a relapse.  The  fever 
and  tachycardia  disappear,  the  gastrointestinal 
symptoms  subside,  the  yellow  tint  of  the  skin  van- 
ishes in  about  ten  days  and  the  patient  rapidly 
gains  strength  and  is  usually  able  to  resume  a life 
of  normal  activity  after  about  six  weeks  of  treat- 
ment. The  average  increase  in  the  red  blood  cell 
count  is  about  500,000  per  cu.  mm.  per  week. 

The  one  essential  in  the  treatment  is  that  the 
patient  consume  one-half  pound  of  liver  daily  until 
the  blood  reaches  a normal  level.  This  may  be  pre- 
pared according  to  any  of  the  many  household 
recipes  or  raw  liver  may  be  ground  fine  in  a meat 
chopper,  suspended  in  water  and  ingested  without 
cooking.  The  active  principle  in  liver  which  is  ef- 
fective in  the  treatment  of  pernicious  anemia  is 
apparently  stable  to  heat  as  any  ordinary  amount 
of  cooking  does  not  impair  its  efficiency,  but  ex- 
cessive cooking  or  boiling  should  be  avoided.  While 
calf’s  liver  is  usually  used  on  account  of  its  better 
taste  and  texture,  it  is  true  that  beef  and  swine 
liver  are  equally  effective. 

OTHER  SUBSTANCES  EFFECTIVE  IN  TREATMENT 
OF  PERNICIOUS  ANEMIA 

While  liver  was  the  first  substance  successfully 
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employe j in  the  treatment  of  pernicious  anemia, 

< ther  efhcient  therapeutic  agents,  such  as  kidneys, 
li\er  extract  and  desiccated  stomach  have  been 
demonstrated  to  be  active.  It  is  difficult  for  many 
patients  to  continue  consuming  sufficient  amounts 
of  liver  or  kidneys  to  keep  the  blood  at  a normal 
level  for  an  indefinite  period.  One-half  pound  of 
these  organs  should  be  consumed  daily  until  the 
blood  reaches  a normal  level,  and  then  one-half 
pound  five  times  a week  must  be  taken  regularly 
as  a maintenance  dose.  more  practical  method 
of  treatment  is  to  employ  a concentrated  extract  of 
liver  which  was  first  prepared  by  Minot  and  Cohn- 
and  has  proved  to  be  highly  effective  in  the  treat- 
ment of  the  disease.  About  four  grams  of  a brown- 
ish, granular  powder  is  the  equivalent  of  100 
grams  of  raw  liver.  Until  the  blood  reaches  a nor- 
mal level,  the  daily  dose  is  an  amount  correspond- 
ing to  500  to  600  grams  of  liver  which  may  be 
taken  in  one-half  glass  of  water,  tomato  or  orange 
juice,  or  ginger  ale.  After  the  blood  has  reached 
normal  a maintenance  dose  equivalent  to  300  grams 
of  liver  must  be  taken  four  or  five  times  a week. 

Two  years  ago  Sturgis  and  Isaacs*  demonstrated 
that  Ventriculin  (X.N.R.)  (desiccated,  defatted, 
hog  stomach)  is  just  as  effective  as  liver  and  liver 
extract  in  the  treatment  of  pernicious  anemia.  Some 
patients  prefer  the  taste  of  this  product  to  other 
antianemic  substances  and  it  should  be  less  ex- 
pensive as  it  is  made  from  tissue  which  is  ordi- 
narily considered  as  waste  material.  Ventriculin 
should  be  given  suspended  in  the  same  liquids  used 
for  the  administration  of  liver  extract,  in  doses  of 
10  grams  daily  for  each  million  deficit  in  the  red 
blood  cell  count.  For  e.xample,  if  the  patient’s  red 
blood  cell  count  is  two  million,  there  is  a deficit  of 
three  million  and  accordingly  30  grams  would  be 
the  daily  dose;  when  the  red  blood  cell  count 
reaches  three  million,  there  is  a deficit  of  two  mil- 
lion and  the  daily  dose  equals  20  grams;  when  the 
red  blood  cell  count  becomes  normal,  a dose  of  10 
grams  five  or  six  times  a week  should  be  taken  in 
order  to  maintain  the  blood  at  the  proper  level. 

I'he  dosage  of  liver,  liver  extract  and  \'entricu- 
lin  which  has  been  given  is  the  average  one  which 
has  been  determined  by  observation  of  these  vari- 
ous forms  of  therapy  in  large  groups  of  patients. 
The  important  fact  to  be  impressed  is  that  a suffi- 

I'olin.  K.  Minot,  (5.  R.,  Uiilton.  .1.  F.,  Ulriclis, 
II.  F..  Sargent.  F.  C..  Wean-,  J.  1 1,,  ami  Miirpliy,  W.  F. ; 
Tilt*  Natuia  of  lli(>  Xlatet'l.il  in  River  KlTei  live  in  Per- 
nicious Anemia.  .1.  Hiol.  ('hem..  RXXI\',  359,  1937. 

3.  .SlurKis.  Cyrus  C.  ami  Isaacs,  Uapliael:  De.siccated 
!<tomacli  In  the  Treatment  of  Pernicious  .\nemia.  J.  .A. 
•M.  93:717-7  l!i.  Sel>t.  7.  P.i2!i. 


cient  quantity  of  a potent  preparation  should  be 
given  and  undoubtedly  in  some  patients  a larger 
amount  than  has  been  recommended  will  be  re- 


OAYS 

Cliart  1.  Sliows  changes  in  the  reticulocyte  and  red 
blood  cell  count  in  a patient  with  pernicious  anemia 
following  the  use  of  Ventriculin.  The  reticulocytes  in- 
creased in  number  on  the  fourth  day  of  treatment  and 
reached  a peak  of  55  per  cent  on  the  seventh  day. 
Following  tills  there  was  a decline  in  the  curve  and 
then  a slight  secondary  rise  on  the  tenth  to  the  twelfth 
days.  The  percentage  of  reticulocytes  became  normal 
on  the  sixteenth  day.  The  red  blood  cell  count  increased 
from  slightly  below  one  million  per  cu.  mm.  at  the  be- 
.ginning  of  treatment  to  approximately  normal  after 
fifty-nine  days. 


MAXIMUM  PERCENTACe  OF  RETICUI-OCYTES  (7-0  DAYS  LATER) 


Chart  2.  Shows  tlie  inverse  relationship  between  the 
peak  of  the  reticulocyte  curve,  which  usually  occurs 
on  the  seventh  or  eighth  day  of  treatment,  and  the 
level  of  the  red  blood  cell  count  .iust  before  treatment 
is  begun.  For  example,  if  a full  therapeutic  dose  of 
liver  extract  or  Ventriculin  is  given  and  the  patient’s 
red  hlood  cell  count  is  one  million  per  cu.  mm.,  appro.xi- 
mately  34. S per  cent  of  all  the  red  blood  cells  would 
be  retioilocy tes  on  the  seventh  or  eiglith  day.  If  the 
initial  red  blood  cell  count  is  two  million  per  cu.  mm., 
the  highest  percentage  of  reticulocytes  will  he  in  the 
vicinity  of  14.1  per  cent.  Wlien  the  red  blood  cell 
count  at  the  beginning  of  treatment  is  three  million 
per  cu.  mm.  or  greater,  there  is  slight,  if  any.  increase 
in  the  percentage  of  reticulocytes. 
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quired.  All  patients  vviih  pernicious  anemia,  whose 
blood  has  become  normal  as  the  result  of  treat- 
ment, should  remain  under  observation  and  be  seen 
at  least  once  a month.  This  is  necessary  because 
a great  many  patients,  who  are  apparently  in  nor- 
mal health  as  the  result  of  treatment,  will  discon- 
tinue the  medication  and  invariably  relapse  in  a 
period  of  from  six  weeks  to  several  months.  The 
most  satisfactory  criterion  to  be  used  in  determining 
if  the  treatment  is  adequate  is  the  level  of  the  red 
blood  cells.  If  the  count  drops  below  normal  with 
a given  dosage,  it  must  be  considered  inadequate 
and  more  must  be  administered.  On  the  other  hand, 
if  the  count  remains  within  normal  limits  and  the 
maintenance  dose  is  above  the  average  which  is 
recommended,  the  amount  may  be  cautiously  re- 
duced and  the  effect  checked  by  frequent  determi- 
nations of  the  red  blood  cell  count.  There  is  no 
evidence  that  a polycythemia  may  be  produced  by 
an  excessive  dosage. 

CHANGES  IN  THE  PERIPHERAL  BLOOD  FOLLOWING 
TREATMENT  WITH  LIVER  OR  VENTRICULIN 

In  patients  with  uncomplicated  pernicious  ane- 
mia, the  total  red  blood  cell  count  increases  at  an 
average  rate  of  500,000  cells  per  cu.  mm.  per  week 
following  effective  treatment,  but  the  increase  is 
not  in  the  form  of  a regular  smooth  curve.  For 
example,  during  the  first  week  or  two  of  treatment 
the  count  may  show  no  change  and  then  suddenly 
increase  at  the  rate  of  a million  a week  or  more, 
so  that  the  final  result  over  a period  of  weeks  is 
satisfactory.  The  failure  to  observe  a rise  in  the 
red  blood  cell  count  during  the  first  week  or  two 
of  treatment,  therefore,  is  no  indication  that  the 
therapy  is  unsatisfactory.  The  earliest,  most  con- 
stant and  reliable  evidence  that  treatment  is  effec- 
tive is  to  be  found  in  the  increase  of  the  imma- 
ture red  blood  cells  or  reticulocytes  (chart  1).  Nor- 
mally about  1 per  cent  of  all  red  blood  cells  are  of 
this  type,  and  they  are  likewise  present  to  the  same 
extent  in  patients  with  pernicious  anemia  during  a 
relapse.  Within  three  to  five  days  after  treatment 
is  instituted  there  is  an  increase  in  their  number, 
rising  to  a peak  of  20  to  30  per  cent  or  more  on 
the  seventh  to  the  eighth  day,  the  height  of  the 
peak  depending  upon  the  level  of  the  red  blood 
cell  count  just  prior  to  treatment.  As  shown  in 
chart  2 the  extent  of  the  increase  in  reticulocytes 
varies  inversely  with  the  initial  red  blood  cell  count. 
.*\fter  the  greatest  height  of  the  reticulocyte  curve 
has  been  reached,  there  is  a gradual  fall  and  the 
normal  percentage  is  reached  in  about  fiteen  to 


twenty  days  after  the  treatment  has  been  started. 
This  curve,  which  may  be  referred  to  as  the  “reticu- 
locyte response,”  is  significant  as  it  is  a certain  in- 
dication that  the  therapy  is  effective  and  that  the 
red  blood  cell  count  will  return  to  normal  at  the 
e.xpected  rate,  provided  a complication,  such  as  a 
severe  infection,  does  not  occur  and  that  a potent 
antianemic  substance  in  sufficient  amounts  is  prop- 
erly administered.** 

If  the  anticipated  improvement  does  not  occur 
and  the  reticulocyte  response  is  not  observed  after 
treatment,  the  following  explanations  should  always 
be  considered: 

1.  The  patient  may  not  have  pernicious  anemia 
but  one  of  the  following  conditions  which  may 
simulate  it  closely,  such  as  aplastic  anemia,  aleu- 
kemic leukemia,  chronic  hemolytic  jaundice,  myx- 
edema, nephritis  and  occasionally  carcinoma  of  the 
stomach  or  colon.  In  none  of  these  conditions  is 
there  a characteristic  response  to  liver  or  ventricu- 
lln  therapy.  As  far  as  has  been  determined  at 
present,  there  are  only  three  conditions,  in  addi- 
tion to  true  pernicious  anemia,  which  do  respbnd 
characteristically  to  this  form  of  therapy.  They  are 
some  cases  of  sprue,  the  anemia  associated  with 
dibothriocephalus  latus  infestation,  and  the  so- 
called  “pernicious  anemia  of  pregnancy.” 

2.  The  patient  may  not  have  taken  the  medica- 
tion in  the  prescribed  dosage. 

3.  The  liver  extract  or  desiccated  stomach  em- 
ployed may  not  be  potent.  The  only  way  to  avert 
such  a possibility  is  to  employ  preparations  which 
have  been  clinically  tested  before  distribution  for 
use  and  certified  to  be  of  standard  strength.  Or,  if 
any  question  arises  concerning  the  potency  of  the 
product  which  is  being  used,  it  is  possible  to  elimi- 
nate this  source  of  error  by  administering  200 
grams  of  raw  liver  pulp  daily  as  there  can  be  no 
question  concerning  the  potency  of  this  material. 


**  Method  of  .staining  red  blood  cells  (reticulocytes). 
.V  .3  per  cent  alcoholic  soiution  of  brilliant  cresyl  blue 
is  made,  allowed  to  .settle  and  then  filtered.  Cover  slips 
are  placed  in  concentrated  nitric  acid  for  twelve  liours, 
rinsed  in  distilled  water  until  there  is  no  acid  reaction, 
then  immersed  in  95  per  cent  alcohol.  Just  before  using, 
they  are  piaced  in  ether.  On  removing  them  from  ether, 
they  are  placed  on  filter  paper  where  they  will  dry 
almost  instantly.  One  cover  slip  is  then  coated  with 
cresyl  blue  solution  by  drawing  over  it  a glass  slide 
which  has  been  dipped  in  the  dye.  After  drying,  the 
surface  of  the  coverslip  which  is  to  come  in  contact 
with  the  blood  is  then  polished  by  rubbing  gently  on  a 
piece  of  glazed  paper.  A small  drop  of  blood  is  placed 
on  the  polished  surface  of  the  coverslip  without  the 
dye  and  this  is  immediately  brought  in  contact  with 
the  stained  side  of  the  second  coverslip.  The  dye  is 
dissolved  in  the  serum  by  slightly  lifting  the  upper 
coverslip  several  times.  When  the  drop  becomes  blue, 
it  is  allowed  to  spread  and  the  coverslips  pulled  apart 
in  the  usual  manner.  The  film  is  then  stained  with 
Wright’s  stain.  One  thousand  red  blood  cells  are 
counted  and  the  percentage  containing  reticulum  is 
noted.  An  Ehrlich  eye  piece  attached  to  a microscoiie 
is  of  great  assistance  in  counting. 
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If  the  patient  under  treatment  develops  a severe 
acute  infection,  such  as  a cystitis,  pyelitis,  pneu- 
monia, erysipelas  or  any  similar  condition  or  even 
a simple  “cold,”  the  beneficial  effect  of  the  therapy 
may  be  inhibited.  If  such  an  infection  occurs,  the 
therapeutic  agent  employed  should  be  increased  at 
least  100  per  cent. 

M.ANAGEMENT  OF  CRITICALLY  ILL  PATIENTS 

It  is  not  rare  to  see  pernicious  anemia  patients 
for  the  first  time  when  the  anemia  is  of  a very 
severe  degree  and  associated  with  this  is  a high 
fever  and  active  delirium.  In  such  patients  the 
possibility  of  a fatality  is  great,  unless  the  proper 
measures  are  immediately  instituted.  The  most  im- 
portant single  therapeutic  measure  which  should  be 
employed  promptly  is  the  administration  of  150 
grams  of  Ventriculin  or  liver  extract  in  an  amount 
corresponding  to  1200  to  1400  grams  of  fresh  liver. 
Either  one  of  these  preparations  should  be  suspend- 
ed or  dissolved  in  a suitable  amount  of  water  and 
introduced  by  means  of  a stomach  tube.  If  neither 
one  of  these  therapeutic  agents  is  available,  two 
hundred  grams  of  liver  pulp  may  be  administered 
in  the  same  manner  with  satisfactory  results.'^ 

The  dosage  given  should  be  repeated  ev^ery  six  to 
tw’elve  hours  depending  upon  the  patient’s  general 
condition,  or  if  a portion  of  the  material  is  vom- 
ited. Under  these  circumstances,  as  a precautionary 
measure,  the  patient’s  blood  should  be  typed  im- 
mediately and  a suitable  donor  secured  for  a blood 
transfusion  if  signs  of  collapse  occur,  although  in 
almost  all  instances  transfusion  is  not  necessary. 

There  is  evidence  to  indicate  that  liver  extract 
in  solution  is  absorbed  per  rectum  but  this  method 
of  administration  is  usually  not  satisfactory  as  the 
material  may  be  expelled  before  absorption  has 
occurred.  Recently  Castle  and  his  associates  have 
stated  that  Lilly’s  Liver  Extract  (343,  X.X.R.) 
when  prepared  in  a special  way  may  be  adminis- 
tered intravenously  or  intramuscularly,''*®  with 
highly  satisfactory  results.  We  have  treated  a num- 
ber of  patients  with  the  intravenous  preparations 
according  to  the  technic  of  Castle  with  the  result 

t The  niethcHl  of  prep'irine  liver  pulp,  as  susKeste  l 
Iiy  Minot.  Is  as  follows:,  "Put  the  liver  through  a 
veKotahle  or  meat  ffrinder  several  times,  using  the  finest 
attachment.  Strain  through  a coarse  sieve  or  potato 
rlcer.  Then  weigh  out  the  amount  of  pulp  for  the  daily 
portion  and  add  enough  cold  water  to  make  it  the  con- 
sistency of  heavy  cream.  Peat  with  egg  beater  before 
serving.  Serve  ice  cold,  flavored  with  fruit  .iuice  or 
other  ingredients  as  desired.  An  occasional  patient  may 
like  It  mixed  with  bouillon  and  served  warm." 

4.  Castle.  'W.  H.  and  Taylor,  F.  ir.  L. ; intravenous 
Use  of  Kxtract  of  Liver.  J.  A.  M.  A..  96:11!18,  April 
11.  1931. 

5.  Strauss,  M.  It..  Taylor.  F.  II.  I.,,  and  Castle,  AV.  P.: 
Intramuscular  Use  of  Liver  Extract.  J.  A.  M.  A 97-313 
Aug.  1.  1931. 


that  there  was  a prompt  and  remarkable  improve- 
ment in  the  blood  condition.  In  some  instances 
there  was  a rather  striking  drop  in  blood  pressure 
which  indicates  that  the  intravenous  administra- 
tion of  liver  extract  should  be  used  with  caution. 
This  method  of  treatment,  however,  has  great 
promise  and  will  undoubtedly  be  used  extensively 
in  the  future  when  it  is  perfected  further. 

OTHER  DRUGS  USED  IN  THE  TREATMENT  OF 
PERNICIOUS  ANEMIA 

During  the  past  five  years  it  has  been  deter- 
mined that  the  blood  of  a patient  with  pernicious 
anemia  will  return  to  normal  promptly,  following 
the  use  of  desiccated  stomach  or  liver,  without  the 
aid  of  any  other  form  of  therapy.  Dilute  hydro- 
chloric acid,  4 cc.  taken,  well  diluted  in  water,  with 
meals  has  been  used  for  many  years  but  there  is 
no  clear  evidence  that  it  is  beneficial,  .\lthough 
probably  all  patients  with  true  pernicious  anemia 
have  an  achlorhydria,  which  persists  despite  effec- 
tive treatment,  all  of  the  gastrointestinal  symptoms 
disappear  when  the  blood  returns  to  normal,  al- 
though hydrochloric  acid  is  not  prescribed.  Likewise 
it  is  unnecessary  to  augment  the  liver  or  stomach 
therapy  with  iron  or  arsenic  as  there  is  no  indica- 
tion that  these  drugs  add  to  the  efficacy  of  the  treat- 
ment. Nor  is  there  any  indication  to  place  the 
patient  on  a special  diet  as  has  been  recommended 
in  the  past.  The  remarkable  increase  in  the  pa- 
tient’s appetite  calls  for  a wide  variety  of  food  in 
large  amounts  which  usually  insures  a normal  and 
satisfactory  diet.  A few  patients  with  pernicious 
anemia,  on  account  of  their  capricious  appetites, 
have  existed  for  a considerable  period  of  time  on 
a grossly  abnormal  diet  which  resulted  in  a nutri- 
tional as  well  as  a pernicious  type  of  anemia.  In 
such  patients  ordinary  common  sense  regulation  of 
their  food  intake  is  indicated. 

THE  TRE.ATMENT  OF  THE  NEUROLOGIC  LESIONS 

It  should  be  emphasized  that  pernicious  anemia 
is  not  only  a disease  of  th;  blood,  but  in  a large 
majority  of  patients  the  nervous  system  and  the 
gastrointestinal  tract  are  likewise  involved  to  a 
variable  degree.  In  some  patients  the  anemia  may 
be  of  no  particular  importance,  while  the  symptoms 
and  signs  produced  by  the  characteristic  degenera- 
tive changes  in  the  lateral  and  posterior  tracts  of 
the  spinal  cord  may  dominate  the  clinical  picture. 
The  most  common  neurologic  involvement  is  numb- 
ness and  tingling  of  the  hands  and  feet  and  there 
is  no  specific  treatment  for  this  annoying  but  not 


January,  1932 


AGRANULOCYTIC  SYNDROMES OSGOOD 


5 


serious  complaint.  This  usually  disappears  or  be- 
comes less  apparent  as  the  patient’s  blood  returns 
to  normal.  Other  signs  referable  to  the  nervous 
system,  such  as  loss  of  vibratory  sense  and  the 
sense  of  position  of  the  feet,  do  not  usually  cause 
the  patient  a great  deal  of  inconvenience.  Other 
central  nervous  system  lesions,  such  as  a spastic 
paraplegia,  loss  of  control  of  the  sphincters  of  the 
bladder  and  rectum  or  cerebral  manifestations,  con- 
stitute major  problems  in  the  treatment  of  the 
disease  as  the  results  are  discouraging  when  com- 
pared with  those  obtained  in  treating  the  anemia. 
If  a moderate  degree  of  spastic  paraplegia  exists, 
the  patients  should  not  be  confined  to  bed  but 
encouraged  to  walk  with  a cane  or  by  holding  on 
to  various  objects  such  as  the  back  of  a chair. 
In  the  absence  of  other  therapeutic  agents  of 
known  value,  it  is  justifiable  to  recommend  massage 
and  exposure  to  the  carbon  arc  as  some  patients 
have  shown  improvement  following  their  use.  If  a 
severe  anemia  is  associated  with  the  spastic  para- 
plegia, there  may  be  considerable  improvement  in 
the  latter  as  the  blood  returns  to  normal  which  is 
probably  due  to  the  patient’s  improvement  in 
strength. 

When  the  spinal  cord  changes  result  in  a loss  of 
control  of  the  sphincter  of  the  bladder,  a very  dif- 
ficult therapeutic  problem  is  presented.  Very  often 
a distension  of  the  bladder  develops,  with  a residual 
urine  and  frequently  a complicating  cystitis  ap- 
pears. As  a result  of  this  infection,  the  liver  or 
stomach  therapy  becomes  less  effective  and  unless 
the  dosage  is  increased,  the  red  blood  cell  count 
will  fall.  If  the  patient  is  seen  with  a distended 
bladder  but  before  infection  develops,  it  is  worth 
while  to  attempt  to  empty  the  bladder  by  mechani- 
cal pressure  every  four  hours  in  the  hope  that  it 
will  become  automatic  in  action.  If  this  procedure 
fails  or  if  the  bladder  is  already  infected,  the 
patient  should  be  catheterized  every  four  hours  or 
an  indwelling  catheter  should  be  used.  In  addition 
fluids  should  be  forced  to  4 or  5 liters  daily  and 
methenamine,  10  grains  t.i.d.,  with  acid  sodium 
phosphate  or  ammonium  chloride,  or  sandalwood 
oil  5 minims  t.i.d.  should  be  given. 

PROGNOSIS 

Prior  to  the  introduction  of  modern  methods  of 
treating  pernicious  anemia  it  cannot  be  said  that 
any  therapeutic  agent  then  employed  definitely 
prolonged  life.  With  the  introduction  of  liver  in 
1926  and  desiccated  stomach  in  1929,  the  entire 
outlook  has  been  changed.  With  the  proper  appli- 


cation of  these  therapeutic  agents,  the  blood  of  a 
patient  with  this  disease  can  be  brought  to  normal 
and  maintained  there  for  an  indefinite  period.  It 
is  entirely  possible  that  a patient  with  pernicious 
anemia  may  survive  in  normal  health  for  many 
years  when  properly  treated  but  experience  only 
will  give  the  final  answer  to  this. 

The  prognosis  concerning  the  neurologic  lesions 
is  far  from  satisfactory,  although  in  many  instances 
the  minor  manifestations  referable  to  the  nervous 
system,  such  as  numbness  and  tingling,  show  great 
improvement  or  entirely  disappear  following  treat- 
ment. Less  frequently,  striking  improvement  has 
been  noticed  in  the  more  advanced  conditions  such 
as  spastic  paraplegia.  When  the  modern  treatment 
was  first  introduced,  it  was  hoped  that  this  would 
at  least  prevent  the  development  of  the  neurologic 
changes,  or,  if  present,  that  it  would  prevent  a 
further  progression  of  the  condition.  Experience 
during  the  past  five  years  has  demonstrated  that 
this  is  usually  the  case  in  a majority  of  patients. 
In  a few  patients,  however,  there  has  been  a definite 
advance  in  the  neurologic  involvement,  despite  the 
fact  that  the  blood  has  been  maintained  at  a nor- 
mal level  by  efficient  treatment. 


AGRANULOCYTIC  SYNDROMES* * 
Edwin  E.  Osgood,  iM.D. 

PORTLAND,  ORE. 

The  term  “agranulocytosis”  is  the  one  now  most 
commonly  used  for  a syndrome  characterized  by  a 
marked  leucopenia  with  a great  decrease  in  the 
neutrophils,  eosinophils  and  basophils,  and  usually 
associated  with  ulcerative  or  gangrenous  lesions  of 
the  mucous  membranes.  Many  other  terms,  such 
as  agranulocytic  angina,  granulopenia,  malignant 
neutropenia,  agranulosis,  etc.,  have  been  used.  The 
terms  “idiopathic  granulopenia”  and  “symptomatic 
granulopenia”  would  seem  to  me  the  most  accurate- 
ly descriptive,  including  in  the  idiopathic  group 
only  those  cases  in  which  the  cause  is  unknown,  the 
granulopenia  is  uncomplicated  by  anemia  or  throm- 
bopenia,  and  the  bone  marrow  shows  aplasia  of 
leucopoietic  tissue  only. 

Since  Schultz^  aroused  interest  in  this  syndrome 
in  1922,  more  than  150  case  reports  have  appeared 
and  it  is  possible  that  many  earlier  cases  could  be 

* From  the  Departments  of  Medicine  and  Biochem- 
istry, University  of  Oreg’on  Medical  School,  Portland. 
Oregon. 

• Read  before  a meeting  of  North  Pacific  Society  of 
Internal  Medicine,  Seattle,  Wash.,  October  10,  1931. 

1.  Schultz:  U e b e r eigenartige  Halserkrankungen. 
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found  by  looking  through  the  literature  on  noma 
or  gangrenous  stomatitis,  putrid  sore  throat,  leuco- 
penia,  aplastic  anemia,  etc.  Notwithstanding  this 
considerable  literature,  the  following  points  are 
still  in  dispute:  (1)  Is  there  such  a clinical  entity, 
or  is  this  only  a syndrome?  (2)  Is  the  decrease  in 
granulocytes  secondary  to  infection,  or  is  the  infec- 
tion secondary  to  the  decrease  in  granulocytes?  (3) 
What  is  the  etiologic  agent?  (4)  Which  therapeutic 
measures  will  favorably  influence  the  course  of  the 
disease? 

Examination  of  the  literature  at  once  reveals 
that,  whether  there  be  such  a clinical  entity  or  not, 
many  of  the  cases  so  reported  do  not  belong  to  the 
idiopathic  group.  Evidently  many  writers  have 
been  carried  away  by  the  fascination  of  a new  term 
and  have  failed  to  study  the  patients  thoroughly 
enough  to  make  an  accurate  diagnosis.  Thus  twelve 
of  the  forty-three  cases  summarized  bj^  Kastlin- 
showed  hemorrhages  and  eight  showed  anemia.  All 
of  the  cases  which  I have  seen  in  which  the  diag- 
nosis of  idiopathic  granulopenia  was  considered, 
proved  on  thorough  study  to  have  other  conditions. 
Obviously  all  known  causes  of  granulopenia  should 
be  excluded  before  a diagnosis  of  idiopathic  granu- 
lopenia is  made. 

The  conditions  to  be  considered  in  making  a 
diagnosis  on  a patient  with  granulopenia  are:  (1) 
overwhelming  infection,  (2)  poisoning  with  arseni- 
cals  and  benzol,  (3)  to.xic  effects  of  roentgen-rays 
and  radioactive  substances,  (4)  diseases  of  the 
blood  and  blood-forming  organs,  and  (5)  granu- 
lopenia of  undetermined  origin  (idiopathic  granu- 
lopenia). 

Infections  may  produce  leucopenia  when  the 
virulence  of  the  organism  far  outweighs  tha  resist- 
ance of  the  individual.  This  occurs  not  only  in 
infections  such  as  typhoid,  miliary  tuberculosis, 
etc.,  in  whicii  it  is  the  rule,  but  also  with  infec- 
tions which  ordinarily  give  rise  to  a neutrophilia. 
The  characteristic  findings  in  this  group  are  that 
the  infection  precedes  the  leucopenia,  that  ulcera- 
tive or  gangrenous  lesions  of  mucous  membranes 
are  absent  unless  they  constitute  the  primary  infec- 
tion. that  the  neutrophils  are  rarely  below  30  per 
cent,  and  that  those  neutrophils  which  are  present 
tend  to  be  preponderantly  staff  cells,  metamyelo-' 
cytes  and  myelocytes,  rather  than  segmented  forms. 

.\  few  promyelocytes  may  be  present,  but  myelo- 
blasts practically  never  occur,  .\nemia  is  more  com- 
monly present  than  absent. 

2.  Ka.stlin.  O.  .1.:  .\Rranulooyllo  Am.  .1.  MeU. 
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The  following  cases  illustrate  this  group: 

Case  1.  .4.  C..  male.  84,  was  admitted  to  Multnomah 
County  Hospital  January-  7,  1930,  complaining  of  abdom- 
inal pain  and  bloating.  Emaciation,  rales  in  both  bases, 
and  a septic  temperature  ranging  from  96°  to  103°  were 
the  significant  points  in  the  physical  examination. 

The  hemoglobin  was  8.64  gm.  per  100  cc.  (62.5  per  cent, 
Osgood-Haskins) ; red  cell  count,  2.83  million;  color  index. 
1.01;  volume  index,  1.14;  saturation  index,  0.89.  The 
white  cell  count  ranged  from  1,150  down  to  300.  with  total 
neutrophils  about  66  per  cent.  Unfortunately,  the  young 
forms  were  not  segregated. 

The  patient  died  Januarx"  25,  1930,  and  necropsy  revealed 
miliarx-  tuberculosis.  No  ulcerative  or  gangrenous  lesions 
were  present. 

Case  2.  C.  S..  female,  2,  was  admitted  to  Doernbecher 
Hospital  .August  18,  1931.  .August  11,  one  xveek  prexdous 
to  admission,  she  x’omited  and  had  abdominal  pain  xvhich 
was  “treated”  with  enemas  and  castor  oil.  Physical  ex- 
amination revealed  slight  diffuse  abdominal  distension,  ri- 
gidity and  tenderness,  xvith  fex-er  up  to  103.6°. 

The  blood  count  on  admission  showed  hemoglobin  13.52 
gm.  (98  per  cent);  red  cell  count,  4.57  million;  white 
cell  count,  8,200;  neutrophils,  36  per  cent;  lymphocytes, 
58  per  cent ; monocytes.  4 per  cent ; and  plasma  cells,  2 
per  cent.  Unfortunately,  the  immature  neutrophils  xx-ere 
not  segregated.  .August  19  the  white  cell  count  xvas  4.900 
xx'ith  only  1 per  cent  polymorphonuclear  neutrophils,  but 
49  per  cent  staff  cells,  4 per  cent  metamyelocytes,  3 per 
cent  promyelocytes,  32  per  cent  small  lymphocytes,  6 per 
cent  monocytes,  and  5 per  cent  plasma  cells. 

On  the  basis  of  this  count,  a diagnosis  of  generalized 
peritonitis  from  a ruptured  appendix  with  a hopeless 
prognosis  was  made.  The  patient  expired  .August  20  and 
necropsy  confirmed  the  diagnosis. 

Case  3.  J.  B.,  female,  20,  a patient  of  Dr.  Dora  Under- 
xvood,  through  xxhose  courtesy  I am  permitted  to  report 
this  case,  first  noticed  sore  throat,  xveakness.  and  fex-er 
on  May  7,  1951. 

.A  throat  culture  May  13  showed  streptococcus  viridans. 
and  on  this  date  the  hemoglobin  was  reported  as  65  per 
cent  (Dare)  ; red  cell  count,  4.18  million,  xvhite  cell  count, 
8,000;  segmented  neutrophils.  35  per  cent;  staff  cells.  15 
per  cent ; eosinophils,  1 per  cent ; lymphocytes,  40  per  cent ; 
and  monocytes,  6 per  cent.  By  May  15  the  xvhite  cell 
count  had  dropped  to  6.600  and  the  total  neutrophil  count 
to  30.5  per  cent.  The  rapid  fall  in  neutrophils,  together 
with  the  presence  of  sore  throat,  led  the  attending  physi- 
cian to  consider  the  diagnosis  of  agranulocytic  angina.  I 
was  called  in  consultation  at  this  time  and.  May  18.  fcund 
the  hemoglobin  to  be  16.38  gm.  (118.7  per  cent);  red  cell 
count,  5.27  million;  xxhite  cell  count,  8,200;  segmented 
neutrophils.  12  per  cent;  staff  cells,  3 per  cent;  myelocytes. 
1 per  cent;  normal  lymphocytes.  41  per  cent;  large 
lymphocytes.  12  per  cent;  monccytes,  1 per  cent;  degen- 
erating cells.  30  per  cent;  sedimentation  rate.  25  mm.  in 
15  min.,  89  mm.  in  45  min. 

Physical  e.xamination  shoxved  a hyperemic  throat  xvith 
a greyish  exudate  in  the  left  tonsillar  fossa  and  one  to 
two  plus  enlargement  of  the  superficial  lymph  glands  and 
spleen.  .A  diagnosis  of  infectious  mononucleosis  was  made 
and,  as  predicted,  conx-alescence  was  uneventful  and  trans- 
fusions xvere  unnecessary. 

There  are  only  two  conditions  which  have  to  be 
considered  when  a considerable  number  of  true 
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large  lymphocytes  are  found  in  the  blood  of  an 
adult.  These  are  acute  lymphatic  leukemia  and  in- 
fectious mononucleosis.  Anemia  and  lymphoblasts 
are  usually  present  in  acute  lymphatic  leukemia 
and  always  absent  in  infectious  mononucleosis.  Con- 
trary to  what  one  might  expect  from  the  name, 
monocytes  are  not  increased  in  infectious  mono- 
nucleosis. 

Poisoning  with  benzol  and  arsenicals  may  pro- 
duce granulopenia,  thrombopenia  or  anemia.  Usu- 
ally all  three  occur  and  give  the  picture  of  aplastic 
anemia.  The  reported  cases  of  poisoning  by  the  or- 
ganic arsenicals  have  been  reviewed  recently  by 
Farley,^  and  those  of  benzol  poisoning  by  Alice 
Hamilton.^  Poisoning  with  either  of  these  com- 
pounds may,  in  certain  cases,  exactly  simulate,  and 
have  been  reported  as,  idiopathic  granulopenia.  A 
history  of  exposure  to  one  of  these  poisons  is  often 
the  only  differential  point  since  the  fever,  ulcera- 
tive or  gangrenous  lesions,  and  blood  and  marrow 
changes  are  identical,  even  to  the  organisms  found. 

Case  4.  E.  L.,  female,  21,  a patient  of  Dr.  .\rthur  Rosen- 
feld,  through  whose  courtesy  I am  permitted  to  report 
this  case,  was  sent  in  to  Multnomah  County  Hospital 
May  7,  1930,  with  a diagnosis  of  agranulocytic  angina.  She 
was  complaining  of  cough,  headache,  weakness,  nosebleed, 
sore  throat,  and  rash.  She  had  had  syphilis  since  November, 
1929.  In  the  two  months  preceding  admission  she  had  had 
twelve  injections  of  neosalvarsan  totaling  S gm.  She  had 
always  been  subject  to  sore  throats  and  Vincent’s  angina. 
.\pril  26,  eleven  days  before  admission,  she  first  noticed 
the  cough,  headache,  and  weakness,  .\pril  28  the  nosebleed 
and  skin  rash  (petechiae)  appeared.  May  1 she  developed 
sore  throat  and  enlargement  of  the  glands  in  the  neck. 
May  2 hemoptysis  and  daily  chills  began.  .Ml  of  these 
symptoms  continued  until  death.  Physical  examination 
showed  ulceromembranous  stomatitis  with  a three  plus 
enlargement  of  the  cervical  glands,  a diffuse  petechial  rash, 
and  that  the  patient  was  menstruating  profusely. 

Laboratory  examination  reveaied  the  red  cell  count  to 
be  4.56  million;  hemoglobin,  12.70  gm.  (92  per  cent); 
v\hite  cell  count,  1,900  with  only  2 per  cent  neutrophils; 
platelets,  50,000;  clotting  time,  8 minutes;  bleeding  time, 
more  than  two  hours.  May  10  the  hemoglobin  was  8.27 
gm.  (59.9  per  cent)  ; white  cell  count,  1,150  with  8 per 
cent  neutrophils;  sedimentation  rate,  75  mm.  in  IS  min. 
and  140  mm.  in  45  min. 

Notwithstanding  the  fact  that  from  that  date  until  her 
death  on  May  25,  she  received  eight  transfusions  totaling 
3,580  cc.  of  blood,  her  anemia  and  leucopenia  increased, 
the  lowest  ccunt  being  2.89  million  red  cells  with  5.14  gm. 
(37.2  per  cent)  hemoglobin  and  white  cells,  450  with  only 
4 per  cent  neutrophils.  No  reticulocytes  were  found  at  any 
time.  \'incent’s  organisms  were  recovered  from  the  throat 
lesions.  The  final  diagnosis  was  aplastic  anemia,  secondary 
to  toxic  effects  of  neoarsphenamine. 


3.  Farley,  D.  U.:  Depres.sed  Bone  Marrow  Function 
from  the  Arsphenamins,  Including-  a Type  of  So-Called 
-Agianulocytosis.  Am.  .1.  Med.  Sc.  179:214.  1930. 

4.  Hamilton.  Alice:  Benzene  (Benzol)  Poisoning. 
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Excessive  exposure  to  roentgen  rays  or  to  radio- 
active substances  produces  a leucopenia,  and  in 
the  more  severe  cases  a thrombopenia  and  anemia. 
Associated  with  the  leucopenia  is  a reduced  re- 
sistance to  infection,  so  that  fever  and  ulcerative 
or  gangrenous  lesions  of  the  mucous  membranes 
have  a prominent  place  in  the  case  reports.  Mart- 
land-’  has  reported  a number  of  cases  of  fatal  aplas- 
tic anemia  from  the  ingestion  of  radium  or  meso- 
thorium  while  painting  watch  dials  with  luminous 
paint.  Other  cases  have  occurred  in  roentgen-ray 
and  radium  workers,  but  are  uncommon  since  the 
dangers  have  become  generally  known.  Here  again 
the  occupational  history  is  the  chief  point  in  mak- 
ing the  differential  diagnosis  from  idiopathic  aplas- 
tic anemia,  idiopathic  granulopenia  or  purpura 
hemorrhagica. 

Leucopenia  with  an  extreme  neutropenia  is  not 
uncommon  in  association  with  leukemia  and  aplas- 
tic anemias.  It  may  occur,  but  is  usually  less  marked, 
in  pernicious  anemia,  Banti’s  disease,  thrombosis  of 

the  splenic  vein  or  cirrhosis  of  the  liver.  In  certain 

« 

of  the  leukemias  and  all  of  the  aplastic  anemias, 
the  clinical  resemblance  to  idiopathic  granulopenia 
is  very  striking.  The  differential  diagnosis  can  be 
made,  however,  by  the  presence  of  anemia  and 
thrombopenia  with  the  absence  of  reticulocytes  in 
aplastic  anemia  and  the  presence  of  abnormal  white 
cells  in  most  cases  of  leukemia.  L'nfortunately, 
most  technicians  cannot  be  relied  on  to  differen- 
tiate large  lymphocytes,  promyelocytes  and  stem 
cells  from  normal  lymphocytes  and,  hence,  the 
aleukemic  forms  are  often  misdiagnosed. 

Case  5.  D.  H.,  male,  44,  was  first  seen  by  Dr.  Frank 
Mount,  throu.gh  whose  courtesy  I am  permitted  to  report 
this  case,  on  February  4,  1931,  complaining  of  right  lower 
abdominal  pain.  A white  cell  count  was  reported  at  that 
time  as  showing  3,500  cells  with  49  per  cent  polymorpho- 
nuclear neutrophils  and  51  per  cent  “lymphocytes.”  In 
.-\pril  he  developed  lower  back  pain.  In  May,  when  the 
diagnosis  of  agranulocytic  angina  was  being  considered. 
I first  examined  the  blood. 

.-\t  that  time  (May  21)  the  red  cell  count  was  3.51  mil- 
lion, hemoglobin,  10.43  gm.  (75.6  per  cent)  ; white  cell 
count,  3,300;  neutrophils,  1 per  cent;  small  lymphocytes,  4 
per  cent ; myeloblasts,  87  per  cent ; promyelocytes,  6 per 
cent ; neutrophil  myelocytes,  1 per  cent ; degenerating  cel’s, 
1 per  cent ; peroxidase  positive  cells,  9 per  cent ; cell 
volume,  27.5  cc.;  color  index,  0.99;  volume  index,  0,96; 
saturation  index,  1,03;  icterus  index,  8.0;  and  platelets. 
62,000,  many  of  which  were  very  large. 

.\  diagnosis  of  subacute  myelogenous  leukemia  in  an 
aleukemic  phase  was  made,  and,  because  of  the  almost 
complete  absence  of  mature  neutrophils,  the  development 
of  a severe  infection  of  the  mucous  membranes  was  pre- 
dicted. Within  the  next  few  days  an  ulcerative  lesion  de- 

5.  Martlancl,  H.  S. : Occupational  Poisoning  in  Jlanu- 
facture  of  Luminous  Watch  Dial.s.  J.  A.  M.  A.  92:469 
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veloped  on  the  inner  surface  of  the  right  cheek  and  en- 
largement of  the  spleen  and  lymph  glands  was  noted. 
Seven  blood  counts  between  May  23  and  June  13  showed 
few  significant  variations  from  the  count  of  May  21. 

June  17  he  was  admitted  to  the  U.  S.  Veterans’  Hospital, 
where  he  was  treated  as  a case  of  agranulocytic  angina 
until  his  death  on  July  7.  The  anatomic  diagnosis  from  the 
necropsv  was:  Alekuemic  myeloid  leukemia  with  infiltra- 
tion of  the  liver  and  kidneys  and  necrotic  ulceration  of  the 
anterior  half  of  the  tongue  and  of  the  epiglottis. 

.After  excluding  overwhelming  infection,  poison- 
ing with  benzol,  arsenic,  roentgen  rays  and  radio- 
active substances,  and  leukemias  and  anemias,  there 
remains  a group  which  can  be  correctly  classed 
as  idiopathic  granulopenia.  Many  believe  that  in 
this  group  the  bone  marrow  involvement  is  secon- 
dary to  the  throat  infection,  and  that  the  etiology 
will  ultimately  be  solved  by  cultural  methods. 
B.  pyocyaneus,  streptococci,  Vincent’s  organisms, 
and  staphylococci  are  frequently  isolated  from  the 
lesions,  but  many  infections  with  these  organisms 
occur  without  granulopenia,  and  no  strain  has  been 
demonstrated  to  produce  a consistent  granulopenia 
in  animals.  T’  believe  with  Roberts  and  Kracke'^ 
that  the  ulcerative  and  gangrenous  lesions  are  sec- 
ondary to  the  granulopenia  for  the  following  rea- 
sons; 

First,  almost  identical  clinical  pictures  occur  in 
all  other  conditions  in  which  mature  neutrophils 
are  almost  absent  from  the  blood  stream. 

Second,  the  organisms  found  are  common  sec- 
ondary invaders  and,  in  fact,  have  been  demon- 
strated in  the  throat  lesions  of  leukemia  and  pri- 
mary or  secondary  aplastic  anemia. 

Third,  the  neutrophils  present  are  not  imma- 
ture forms,  as  in  the  leucopenias  which  can  be 
proved  to  be  due  to  overwhelming  infection,  but 
are  old  forms  with  many  segments  such  as  are  seen 
in  aplastic  anemia. 

Fourth,  cases  of  granulopenia  of  extreme  degree 
are  reported  without  the  characteristic  lesions  of 
the  mucous  membranes. 

And  fiifth,  in  certain  cases,  the  granulopenia  has 
been  demonstrated  to  precede  the  mucous  mem- 
brane lesions  by  several  days,  and  in  my  own  ex- 
perience it  has  been  possible  to  successfully  fore- 
cast the  development  of  stomatitis  in  patients  who 
have,  at  the  first  examination,  only  a severe  granu- 
lopenia of  known  noninfectious  etiology. 

'I'he  cause  of  the  aplasia  of  the  white  cell- 
forming elements  in  the  bone  marrow,  if  this  is 

C,.  O"gooil,  K.  K..  and  Haskin.s,  II.  1).;  A Textbook  of 
I^iboTalory  Diagnosis.  Footnote,  page  2<»7.  I>.  Hlaki.s- 

ton’.s  Son  and  Co..  Uhila<lelpbia, 

7.  Uoberts,  S.  K..  and  Kiacke,  H.  K.:  Agramilocyto- 
sls;  It.s  Clussllloation.  .\nn.  Int.  Med.  5:40. 


primary,  is  still  unknown,  but  I believe  it  will 
prove  to  be  some  poison  or  toxin  rather  than  a 
constitutional  anomaly  or  an  infection.  My  reasons 
for  this  are  the  fact  that  the  syndrome  can  be 
almost  perfectly  reproduced  by  proper  dosage  of 
benzol,  organic  arsenicals,  roentgen  rays,  or  radio- 
active substances,  and  that  the  relationship  to  idi- 
opathic aplastic  anemia,  progressive  erythrophthisis 
and  some  cases  of  purpura  hemorrhagica  is  so 
s'triking.  It  seems  probable  that  the  etiologic  agent 
in  one  will  prove  to  be  the  etiologic  agent  for  all 
four,  just  as  benzol  is  capable  of  producing  all 
four  pictures.  This  would  account  for  the  numer- 
ous cases  which  have  been  reported  which  do  not 
exactly  fit  any  of  these  categories,  but  show  neu- 
tropenia and  thrombopenia  without  anemia,  or 
start  with  an  agranulocytic  and  end  with  an  aplas- 
tic anemia  picture,  as  did  case  4. 

If  this  theory  is  correct,  the  ulcerative  and  gan- 
grenous lesions  should  clear  up  if  the  neutrophil 
count  were  brought  back  to  normal.  Therefore,  in 
my  opinion,  the  most  logical  treatment  is  blood 
transfusions  in  large  numbers  and  in  large  amounts. 
Because  the  white  cells  and  antibodies  are  likely 
to  be  needed  in  greater  quantity  than  the  red  cells, 
it  might  be  worth  while  to  try  fractional  centrifu- 
gation, to  concentrate  the  white  cells,  of  blood 
from  donors  who  have  just  exercised  or  have  re- 
ceived sodium  nucleinate  to  increase  their  white 
cell  count.  As  usually  used,  transfusion  is  of  little 
value  because  the  white  cells  are  never  increased 
to  anywhere  near  normal.  Therapy  with  organic 
arsenicals  or  roentgen  rays  has  been  recommended 
with  the  object  of  stimulating  the  bone  marrow, 
but  as  these  agents  may,  by  themselves,  produce 
a similar  picture,  they  should  be  used  with  great 
caution,  if  at  all. 

SUMM.ARY 

-A  classification  of  granulopenias  is  presented 
with  illustrative  case  reports  and  a discussion  of 
the  differential  diagnosis,  etiology  and  treatment. 

CONCLUSIONS 

1.  Many  cases  now  reported  as  agranulocytosis 
could,  on  careful  study,  be  more  fully  diagnosed. 

2.  The  ulcerative  or  gangrenous  lesions  are  sec- 
ondary to  the  granulopenia  rather  than  the  granu- 
lopenia being  caused  by  the  infection. 

3.  Idiopathic  granulopenia,  aplastic  anemias, 
progressive  erythrophthisis  and  some  types  of  pur- 
pura hemorrhagica  are  closely  related  conditions 
and  may  have  a common  etiologic  agent. 
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UXDULANT  FEVER* 

G.  W.  Millett,  A.B.,  M.D. 

PORTLAND,  ORE. 

HISTORICAL 

Malta  fever  dates  back  to  the  time  of  Hippocra- 
tes and  has  been  prevalent  in  the  countries  border- 
ing on  the  Mediterranean  Sea  and  on  the  Isle  of 
Malta  for  many  years.  Capt.  M.  L.  Hughs  of  the 
British  Army  Medical  Staff,  proposed  the  name  of 
undulant  fever  in  1879,  and  in  1913  this  was  rec- 
ommended by  the  International  Congress  of  Med- 
icine held  in  London,  to  replace  the  name  of  Malta 
fever.  It  now  exists  in  India,  East  and  South 
Africa,  North  and  South  America,  the  West  Indies, 
China  and  Russia,  as  well  as  in  the  Mediterranean 
region. 

Undulant  fever  has  long  been  associated  with 
goats  and  known  to  be  contracted  from  the  use  of 
their  milk,  but  recent  investigation  has  definitely 
proven  that  cattle  are  the  most  common  hosts  in 
tins  country,  less  frequently  swine  and  rarely  goats 
or  sheep.  It  was  first  reported  in  the  United  States 
by  Craig^  in  1906.  Since  then  it  has  occurred  with 
greatly  increased  incidence.  This,  however,  may 
be  partly  due  to  its  recognition  and  separation  from 
formerly  obscure  fevers. 

ETIOLOGY 

The  causative  organism  of  undulant  fever  was 
first  discovered  by  Bruce-  in  1886.  The  name  mi- 
crococcus melitensis  was  applied  to  it,  which  is  a 
small  coccoid  shaped  organism,  but  is  capable  of 
taking  on  bacillar  forms.  In  1897  Bang^  discov- 
ered the  bacillus  abortus  which  is  the  cause  of 
contagious  abortions  in  cattle.  In  1918  Evans''' 
found  that  those  two  organisms  had  the  same 
morphology  and  the  same  cultural  and  biochemic 
characteristics.  It  is  now  considered  that  the  bru- 
cella melitensis,  so  named  in  honor  of  Bruce,  and 
bacillus  abortus  belong  to  the  same  family,  but  are 
simply  different  strains.® 

The  incubation  period  may  be  five  days  to  three 
weeks,  but  is  usually  twelve  to  fourteen  days.® 

♦ Read  before  tlie  Fifty-.seventh  Annual  Meeting  of 
Oregon  State  Medical  Society,  Eugene.  Ore.,  Oct.  22- 
24,  1931. 

1.  Craig;  International  Clinics,  Vol.  4,  1906. 

2.  Bruce:  Practitioner,  Vol.  39,  1887. 

3.  Bang:  Jour.  Comp.  Path,  and  Thera.,  Vol.  10,  1897. 

4.  Evans,  A.  C.;  Bacterium  Abortus  and  Related  Bac- 
teria. Jour.  Infec.  Dis.,  22:76-580,  June,  1918. 

5.  Hardy,  A.  V.,  Jordan,  C.  F.,  Borts,  I.  H.  and  Hardy, 
G.  C.:  Undulant  Fever,  w-th  Special  Reference  to  Study 
of  Brucella  Infection  in  Iowa.  Pub.  Health  Rep.,  45: 
2433,  Oct.  10,  1930;  2525,  Oct.  17.  1930. 

6.  Simpson,  tV.  M.:  Undulant  Fever,  with  Special 
References  to  128  Cases  in  and  About  Dayton,  Ohio.  U.  S. 
Navy,  Med.  Bull.,  29:581-591,  Oct.,  1930. 


The  organisms  practically  always  enter  the  human 
body  with  the  ingestion  of  foods  and  most  com- 
monly dairy  products,  especially  milk,  either  goats 
or  cows.  However,  contacts  with  meats,  hides  or 
stock  harboring  the  infection  may  contract  the 
disease  through  abrasions  of  the  skin.  There  is  a 
possibility  that  a few  cases  may  be  contracted 
through  the  respiratory  tract,  as  the  organism  can 
live  seventy  to  eighty  days  in  dust. 

Number  of  Cases  of  Undulant  Fever  Reported  in  the 
United  States  by  States 


Cases 

190S-192S  128 

1925  24 

1926  45 

1927  217 

1928  647 

1929  952 

1930  1385 


In  1930  there  were  many  more  cases  than  reported, 
according  to  public  health  surveys. 

Fig.  1. 

PREVALENCE 

Erom  1905  to  1925  a total  of  128  cases  were 
reported  in  the  United  States.  Since  then  it  has 
been  steadily  on  the  increase  and  the  medical  pro- 
fession should  have  an  increasing  interest  in  this 
disease.  The  number  of  cases  now  reported  run  into 
the  thousands  (fig.  1).  There  is  a marked  pre- 
dominance of  cases  among  males,  the  ratio  from 
most  statistics  is  approximately  3 to  1.  As  to  the 
age  incidence,  the  greatest  number  occur  in  middle 
aged  adults.  Hardy"  in  a review  of  354  cases  re- 
ports 5.3  per  cent  in  children  under  fifteen  years. 

The  Health  Section®  of  the  League  of  Nations 
has  found  undulant  fever  to  be  one  of  the  most 
important  problems  at  the  present  time.  Bierring'’ 
reports  150  cases  in  the  Iowa  epidemic  in  1929. 
Simpson’"  reports  90  cases  in  Ohio  in  1930.  Hardy 
reports  an  investigation  of  125  cases  in  1929. 
Brown”  has  reported  62  cases  occurring  in  Kansas 
in  1929.  An  outbreak  reported  by  Bellinger  and 
Levin’'-  occurred  in  the  Oregon  State  Tuberculosis 
Hospital  in  1928. 

PATHOLOGY 

It  is  quite  possible  for  any  organ  or  tissue  in  the 
body  to  become  involved  in  this  disease,  depending 


7.  Hardv,  A.  V.:  Undulant  Fever;  Clinical  Analysis 
of  125  Cases.  J.  A,  M.  A.,  92:853-860,  Mar.  16.  1929. 

8.  League  of  Nations,  Epideniological  Report.  Oct. 
15,  1930. 

9.  Bierring,  W'.  L. : Undulant  Fever;  Clinical  Cliar- 
acteristics  Based  on  Studv  of  150  Cases  01)serve.l  in 
Iowa.  J.  A.  M.  A..  93:897-901.  Sept.  21.  1929. 

10.  Simpson,  W.  M. : Undulant  Fever;  Clinicopathologic 
Study  of  90  Cases  in  and  About  Dayton,  Ohio.  Ann.  Int. 
Med.,  4:238-259.  Sept.,  1930. 

11.  Brown:  Bulietin  Kansas  State  Board  of  Health, 
Sept.,  1929. 

12.  Bellinger,  G.  C.  and  Levin.  William:  Undulant  or 
Malta  Fever.  An  Outbreak  in  Oregon.  N.  AV.  JleL. 
28:9-14,  Jan.,  1929. 
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upon  the  severity  of  the  case.  In  the  malignant 
cases  death  usually  occurs  in  five  to  ten  days.  In 
Jaspers  case'-*  at  Astoria,  Oregon,  death  occurred 
after  the  patient  had  been  sick  for  seventeen  days. 
The  spleen  is  the  most  markedly  involved  organ. 
It  is  large  and  uniformly  congested,  with  the  sinuses 
filled  with  blood  and  the  malphigian  corpuscles  in- 
durated with  lymphoid  cells.  The  liver  is  usually 
congested  and  shows  cloudy  swelling.  The  lungs  may 
resemble  a lobar  pneumonia  and  are  congested  about 
the  bases.  The  kidneys  may  show  a congestion  and 
glomerular  nephritis.  The  lymph  glands  throughout 
the  body  are  usually  enlarged  and  the  lymph  ves- 
sels may  also  be  enlarged. 

SYMPTOMS  AND  SIGNS 

There  are  gradual  onset,  malaise,  fever,  headache, 
exhaustion,  profound  weakness.  The  characteristic 
undulations  in  the  temperature  will  be  found  when 
observed  over  a number  of  days.  Chills  and  sweats 
are  very  common.  Neurotic  symptoms  very  often 
accompany  the  chills  and  sweats.  This  may  also 
be  accompanied  by  arthritic  symptoms.  Pharyngitis 
is  frequently  an  initial  complaint.  Gastrointestinal 
symptoms  characterized  by  tympanites  and  cramps 
are  very  common.  Orchitis  may  be  a complication. 
The  pulse  is  often  moderately  slow. 

Little  change  may  take  place  in  the  symptoms 
during  the  first  two  weeks.  The  temperature  ranges 
from  101°  to  105°  in  the  more  severe  cases.  The 
classical  cases  occurring  in  the  Mediterranean  were 
recognized  by  the  undulating  temperature.  How- 
ever, very  few  of  our  present  day  cases  can  be 
recognized  by  a characteristic  temperature. 

majority  of  the  patients  do  not  appear  sick. 
The  pulse  varies  little  from  the  normal.  There  may 
be  a pallor.  An  enlarged  spleen  and  a leucopenia 
are  the  most  common  signs  found.  After  the  fever 
has  been  present  for  some  time  a mild  secondary 
anemia  develops.  The  hemoglobin  varies  from  70 
to  80  per  cent.  There  are  no  characteristic  urinary- 
findings. 

DIFFERENTIAL  DIAGNOSIS 

Undulant  fever  has  to  be  differentiated  from 
typhoid,  tuberculosis,  malaria  and  influenza.  It 
may  be  confused  with  streptococcal  infections. 
Diagnosis  is  made  by  positive  serum  agglutination 
in  at  least  1:80  with  a time  limit  of  thirty  min- 
utes. .\11  cases  of  severe  fever  of  more  than  a 
week's  duration  shoukl  be  tested  for  undulant  fever, 
blood  cultures  have  been  found  positive  in  some 

le,.  .Ju.^per,  K.  .1.:  .M:illa  Fever.  N.  W.  .Meil.,  2S:U-i;. 
•Ian., 


cases,  but  the  success  of  this  method  demands  a 
special  technic  and  a suitable  medium  and  is  not 
as  applicable  as  the  agglutination  test.  Some  pa- 
tients who  give  a positive  agglutination  test  may 
not  have  any  symptoms  or  signs  indicative  of 
undulant  fever. 

PROGNOSIS 

The  mortality  rate  is  estimated  to  be  from  2 
to  3 per  cent  by  Castellani  and  Chalmers.^'*  Hardy 
reports  four  deaths  in  125  cases  during  the  Iowa 
epidemic.  The  average  duration  from  the  onset  to 
the  convalescence  is  three  months.  There  are  three 
distinct  types  of  the  disease;  first,  the  malignant 
cases  in  which  death  usually  occurs  in  from  one  to 
three  w-eeks;  second,  the  intermittent  types  which 
have  a fever  lasting  from  a few  weeks  to  several 
months,  there  being  several  successive  attacks; 
third,  the  ambulatory  types  which  may  be  mild 
and  persist  for  a year  or  more  and  such  individuals 
may  have  the  power  of  transmitting  the  disease  to 
others. 

TREATMENT 

.As  undulant  fever  often  subsides  by  natural  re- 
missions, any  of  the  present  day  forms  of  treat- 
ment must  be  considered  still  in  an  experimental 
stage.  The  most  important  factor  in  the  treatment 
of  the  disease  is  prophylaxis.  The  brucella  meli- 
tensis  is  destroyed  by  pasteurization.  Due  to  the 
wide  incidence  of  infectious  abortions  in  cattle, 
universal  pasteurization  of  milk  and  other  dairy 
products  should  be  advocated.  Human  beings  may 
be  immunized  for  undulant  fever  by  vaccination, 
which  is  of  great  value  where  they  are  constantly 
exposed.^^ 

The  literature  is  filled  with  many  different  rem- 
edies. Of  these  the  most  common  are  mercuro- 
chrome,  quinine,  mercury,  acriflavine,^®  proflavine, 
thymol,  phenacetin,  aspirin,  theonin  and  methyl 
violet,’"  as  well  as  many  others.  Symptomatic  treat- 
ment and  general  care  such  as  are  used  in  any 
prolonged  fever  cases  are  essential. 

Vaccine  in  doses  of  100  to  500  millions  at  the 
present  time  meets  with  the  most  favor.  The  Coun- 
cil on  Pharmacy  and  Chemistry  of  the  .American 

11.  Castellani,  Aldo  and  Chalmers.  J.:  I'ndulant 
Fever  and  Para-Fndulant  Fever.  Nelson  I^ooseleaf  Xled,, 
Vol.  II.  l>0'1-212. 

15.  DnHois,  C.,  and  Solliers,  N.:  Premiers  resultats 
de  la  vaccination  i)reventive  de  I'liomme  contre  la  fievre 
ondulante.  .Ann.  de  ITnst.  Pasteur,  l.l  2,  Nov.. 

1!K!0. 

1 r>.  Hoffman,  .A.  M.:  Treatment  of  Fndulani  Fever 
with  Acritlavine.  J.  .A.  XI.  .A.,  92:2189-2171.  June  29,  1929 

17.  Eeavcll,  H.  U.,  Poston.  M.  .A.  and  .Amoss,  H.  I..: 
.Administration  of  Theonin  and  Methyl  A'iolet  in  Intes- 
tinal Brucella  Infection.  J.  .A.  M.  .A.,  95 :Sti0-S6,'i,  Sept. 
20,  1930. 

l.S.  Council  of  Pharmacv  and  Chemistrv.  ,1.  .A.  M.  .A., 
9t:i;:ot-i;i:tr..  .Apr.  26.  i93o. 
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Medical  Association  in  April,  1930,'*^  in  investi- 
gating the  reports  on  the  use  of  vaccine  in  undulant 
fever,  published  a preliminary  report  stating  that 
it  had  been  successfully  used  in  a few  cases,  but 
advised  waiting  the  developing  of  further  evidence 
of  its  therapeutic  value.  The  use  of  an  autogenous 
antigen  has  also  been  recommended  by  Schilling 
et  al.''° 


Fig.  3.  Case  2.  Male,  age  28.  Onset  IS  days  prior  to 
beginning  of  chart.  One  more  in.iection  of  vaccine  May 
.'i.  Agglutination  one  year  later  positive  in  1 to  6 40 
dilutions. 

CASE  REPORTS 

Case  1.  Deputy  sheriff,  age  38,  entered  St.  \'incent’s  Hos- 
pital, Portland,  Ore.,  complaining  of  fever,  gastrointestinal 
distress,  loss  of  weight,  nocturnal  sweats,  headaches,  neu- 
ritis which  had  begun  about  four  weeks  before.  Tempera- 
ture 101,°  pulse  90,  respiration  20.  Physical  examination 
otherwise  negative,  except  spleen  was  felt  and  was  tender. 

Hemoglobin  85  per  cent,  white  cells  4,500,  polys.  62 
per  cent,  small  lymphs.  24  per  cent.  Urine  negative.  Widal 

19.  Schilling,  G.  S..  Magee,  C.  F.  and  Leitch,  F.  M. : 
Treatment  of  Undulant  Fever  with  Autogenous  Antigen. 
J.  A.  M.  A.,  96:1945-19  48,  June  6,  1931. 


negative.  Undulant  fever  agglutination  positive  in  1 to  640. 
Patient  was  treated  symptomatically  and  by  vaccine.  The 
fever  subsided  in  three  weeks  (fig.  2). 

Case  2.  Male,  high  school  teacher,  age  28,  entered  St. 
Vincent’s  Hospital  with  a feeling  of  general  malaise,  chills, 
and  fever  which  started  eighteen  days  before. 

Physical  examination  negative  except  tenderness  over 
liver  and  spleen;  neither  enlarged.  Temperature  103°  at 
night  and  98°  to  99°  in  a.m.  Hemog.  85  per  cent,  w.  c. 

7,800,  polys.  45  per  cent,  small  lymphs.  35  per  cent.  Urine 

contained  a few  pus  cells.  Patient  was  previously  treated 
for  pyelitis  and  it  was  first  thought  to  be  a recurrence. 
Undulant  fever  positive  in  dilutions  of  1:1,240.  Patient 
was.  treated  symptomatically  for  ten  days  with  no  change 
in  condition ; then  vaccine  was  given  with  subsidence  of 
temperature.  For  one  year  later  had  remained  well  since 
fever  subsided  and  still  had  positive  serum  of  1:640 

(fig.  3). 

Case  3.  Female,  school  teacher,  age  32.  For  three  months 
had  been  suffering  from  chills  and  fever,  headaches,  gen- 
eral weakness,  loss  of  w'eight,  gastric  distress  with  tender- 
ness in  upper  abdomen,  also  generalized  neuritic  pains. 

Physical  examination  showed  the  temperature  to  range 
from  98°  in  a.m.  to  101°  in  the  afternoon  and  evening. 
Spleen  was  enlarged  and  tender,  otherwise  physical  exami- 
nation was  negative.  Hemog.  72  per  cent,  w.  c.  7,500,  polys. 
48  per  cent,  small  lymphs.  38  per  cent.  Urine  negative. 
Blood  positive  for  undulant  fever  in  agglutination  1:1,280. 
Symptomatic  treatment  was  administered  and  condition  en- 
tirely subsided  after  a period  of  six  months. 

Case  4.  School  boy,  age  9.  Patient  had  a temperature 
of  104°  to  105°  which  lasted  about  five  weeks.  Then 
temperature  gradually  went  down  a little  and  four  months 
later  when  first  seen  was  101°  to  102°  in  the  evenings. 

Physical  examination  showed  slightly  enlarged  spleen. 
Hemog.  78  per  cent,  w.  c.  18,000.  Undulant  fever  positive 
in  dilution  of  1:320.  Patient  was  treated  by  vaccine  and 
symptomatic  treatment.  Temperature  subsided  after  second 
injection  of  vaccine  and  there  was  a gain  of  two  pounds 
per  week  for  four  weeks. 

SUMMARY 

1.  Undulant  fever  is  a widespread  disease  now 
occurring  in  our  own  communities. 

2.  It  is  practically  always  contracted  by  using 
unpasteurized  dairy  products. 

3.  Large  outbreaks  of  it  have  occurred  in  dif- 
ferent parts  of  the  United  States  and  the  League 
of  Nations  Health  Section  finds  it  one  of  the  most 
important  epidemologic  problems. 

4.  It  must  be  differentiated  from  typhoid,  tuber- 
culosis, malaria,  influenza  and  streptoccoccal  in- 
fections. 

5.  The  most  popular  form  of  treatment  at  the 
present  time  is  symptomatic  and  by  using  vaccine 
in  doses  of  100  to  500  millions. 

6.  Four  cases  are  briefly  reported,  three  of  which 
were  treated  with  vaccine  and  responded  promptly. 
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L'XDULAXT  FEVER 

ITS  TREATMENT  BY  WHOLE  BLOOD  TRANSFUSION 

Christen  Quevli,  Jr.,  M.  D. 

AND 

Millard  T.  Xelsen,  M.D.,  F..\.C.S. 

TACOMA,  WASH. 

Undulant  fever,  a disease  among  humans,  and 
Bang's  disease  among  cattle  and  swine  are  undoubt- 
edly on  the  increase  in  the  western  part  of  the 
state  of  Washington.  Because  of  the  increasing  num- 
ber of  cases  over  the  past  two  years  and  the  severity 
and  gravity  of  the  disease  in  some  instances,  we 
have  sought  more  radical  methods  of  treatment  than 
have  been  previously  proposed. 

Before  our  present  regime  of  treatment  began 
one  of  us  had  used  abortus  vaccine  with  only  medi- 
ocre and  sometimes  very  disappointing  results,  not 
to  mention  sloughs  and  disagreeably  painful  areas 


of  inoculation.  In  a good  many  instances  no  change 
in  the  course  of  the  illness  could  be  observed. 

This  paper  is  not  intended  as  a resume  of  the 
clinical  course,  pathology,  and  laboratory  studies 
which  have  been  so  well  established  for  this  disease 
by  such  workers  as  Simpson',  WainwrighC,  Alice 
Evans^,  Hardy^,  Bulmer",  Wallace^.  In  searching 
the  literature  of  ]\Ialta  fever.  Bang’s  disease,  brucel- 
liosus,  undulant  fever  and  ^Mediterranean  fever,  we 
find  treatment  a negligible  item  and  the  entire  treat- 


1.  Simpson,  Walter  M. : Cl'nical  Picture  of  I’ndulant 
Fever.  Ohio  State  M.  J.  27:21-27,  Jan.,  1931. 

2.  Wainwright,  diaries  W. : iMalta  Fever  in  United 
States.  Obstr.  South.  M.  J.  22:1049-1054,  Dec.,  1929. 

3.  Evans.  Alice  C.:  Undulant  Fever.  Amer.  Jour. 
Nurs.  30:11,  Nov.,  1930. 

4.  Hardy,  A.  V.:  Undulant  Fever;  Etiology.  Epidemi- 
ology and  Laboratory  Diagnosis.  J.  .\.  M.  A.,  93:891-897, 
Sept.  21,  1929. 

5.  Ibid:  Undulant  Fever;  Clinical  Analysis  of  125 
Cases.  J.  A.  M.  A.,  92:853-860.  Mar.  16,  1929. 

6.  Bulmer,  L.  C. : Monograph  on  Undulant  Fever  and 
Contagious  Abortion.  Second  Fldition,  Feb.,  1930. 

7.  Wallace,  Carl  E. : A Serologic  Survey  on  Undulant 
Fever.  North.  Med.,  29:566.  Dec.,  1930. 


CHART  1 


Patient 

.Age 

Date 

OF 

Onset 

Aggl. 

TITRE 

Clinical 
Classifica- 
tion OF 
Sympto.ms 

Date  and 
A.mount 
Transfused 

Te.mperature 

Subsidences 

PoST-TRANSF. 

Loss 

OF 

Wt.  Lbs. 

Te.mpera- 

ture 

Range 

Explanatory 

Re.'iarks 

1 Airs. 
C.  S. 

26 

Aug. 

1929 

1 160* 

Severe 

5-12-50:  725cc 
5-17-30:  550cc 

48  hrs.  after 
2nd  trans. 

50 

98°  to  105° 

2 ,'lrs. 

.N\.  N. 

62 

.Mav 

1931 

1 200 

Aloderately 

Severe 

9-7-31 : 550cc 

2nd  day 
following 

20 

98.6“  to 
102.4° 

5 .'Irs. 
C.  X. 

51 

June 

1928 

1/1 

Alarked 
positive 
skin  test 

Aloderately 

Severe 

4-26-51 : 500cc 

3 days 

15 

98.6°  to 
101° 

4 P.R. 

18 

Oct. 

1950 

1,200 

Aloderately 

Severe 

4-6-51 : 475cc 

48  hours 

10 

98°  to 
100.6° 

5 ,'lrs. 
C.  A. 

55 

Julv 

1928 

1 (o  5 
4 plus 
skin  test 

Alild 

7-11-31 : 500cc 

2 weeks 

10 

98°  to 
100.6° 

Temperature  sub- 
sidence in  this 
patient  compli- 
cated by  coinci- 
dent bronchitis. 

6 ,'lrs. 

M.  E. 

47 

Julv  7 
1931 

1 200 

Severe 

7-51-31 : 350cc 

72  hours 

10 

98°  to 
102.6° 

Donor  had  nega- 
tive skin  test  and 
negative  aggluti 
nation. 

7 Airs. 
E.  S. 

4»!) 

6-26 

1931 

1 200 

,'loderately 

Severe 

7-25-31 : 500cc 

48  hours 

5 

98°  to 
102.8° 

8 .Mrs. 
).  F. 

58 

11-15 

1950 

1 200 

Severe 

12-30-21:  500cc 
1-26-31:  SOOcc 

90  hours 
48  hours 

30 

98°  to 
104° 

9 C.  X. 

14 

12-14 

1931 

1 1280 

Severe 

12-30-31:  450cc 

36  hours 

20 

98.4°  to 
105° 

10  R.  X. 

45 

.'lar. 

1931 

1 160 

Severe 

6-6-3 1 : 500cc 

30  hours 

20 

98.4°  to 
105° 

1 1 Airs. 
C.  S. 

26 

See 

a 1)0  ve 

1 160 

Severe 

12-18-51:  500cc 
12-22-31 :525cc 

48  hours 

15 

98.6°  to 
102° 

Recurrence  and 
retransfusion. 

'.Agglutinations  done  according  to  methods  of  Wallace. 
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ment  advocated  by  some  has  been  (a)  symptomatic; 
(b)  in  a few  instances,  chemotherapy,  i.e.,  intra- 
venous injections  of  mercurochrome  and  gentian 
violet  with  few  successful  reports;  (c)  vaccine  ther- 
apy has  been  proposed  and  carried  out  with  varying 
results  to  date. 

Our  present  method  of  treatment  by  whole  blood 
transfusion  began  subsequent  to  the  result  obtained 
in  the  first  case  of  this  series,  ISIrs.  C.  S. — . This 
was  a woman  with  uterine  hemorrhages,  bleeding 
from  the  gums,  macular  petechiae,  leucopenia, 
ghastly  sweats,  marked  arthralgia  and  temperature 
to  105°  F.  She  was  definitely  a patient  who  seemed 
destined  to  die  under  the  symptomatic  and  vaccine 
treatment  plan.  Because  of  the  oozing  from  the 
gums,  the  hemorrhage  from  the  uterus  and  the 
lowered  hemoglobin,  we  decided  on  whole  blood 
transfusion  as  the  logical  supportive  measure  at  the 
time.  We  were  definitely  surprised  and  elated  to 
find  after  two  transfusions  that  there  was  a remis- 
sion of  fever;  her  health  returned  and  the  symp- 
toms of  the  disease  disappeared. 

This  brought  us  squarely  to  the  question  of  the 
value  of  whole  blood  transfusion  in  other  patients. 


since  certainly  this  was  the  most  desperate  case  we 
had  seen  to  date.  The  other  cases  listed  and  tab- 
ulated under  the  headings  below  are  the  results  of 
our  treatment  of  these  cases  by  use  of  whole  blood 
transfusion  done  by  the  Percy  method,  using  prop- 
erly typed  donors.  No  agglutination  tests  were  done 
on  any  of  the  donors,  except  in  cases  6 and  9.  We 
feel,  furthermore,  that  the  height  of  the  titre  is  no 
criterion  of  the  exactitude  of  the  diagnosis  nor  the 
severity  of  the  infection,  since  we  have  seen  severely 
ill  patients  with  agglutination  of  1/40  and  mild 
cases  with  1/128. 

(a)  Mild  cases  are  ambulatory  with  moderate  tempera- 
ture rise,  but  with  all  classical  symptoms  present. 

(b)  Moderately  severe  cases  are  bed  patients  (home  and 
hospital)  with  evident  loss  of  weight  and  strength,  arthral- 
gia and  sweats. 

(c)  Severe  cases  are  those  in  desperate  straits  (all  hos- 
pital cases)  ; hemorrhagic  diathesis,  arthralgia,  temperature 
excursions  to  104°  and  105°  F.,  delirium  and  sweats  of 
drenching  character. 

These  patients  reported  cured  are  to  all  intents 
well  clinically,  and  the  serologic  results  range  from 
three  to  seventeen  months  posttransfusion. 

We  are  thoroughly  satisfied  with  the  result  in  this 
small  series.  We  recognize  that  we  are  reporting 
results  on  only  ten  patients,  but  it  is  also  quite 


CHART  II 


Patient 

Aggl. 

TITRE 

Blood 

TRANS. 

Date  of 
PoST-TRANS. 
Aggl.  titre 

PoST-TRANS. 

TITRE 

PoST-TRANS. 

Skin  Test 

Clinical 

Status 

1 .Mrs. 
C.  S. 

1160 

5-12-30 

5-17-30 

11-10-31 

1,20 

Negative 

Cured 

2 i'lrs. 

.\1.  N. 

1 200 

9-8-31 

11-12-31 

110 

Positive 

Cured 

3 .Mrs. 
O.N. 

11 

4-26-31 

11-13-31 

1 10 

Positive 

Cured 

4 P.  R. 

1 /200 

4-6-31 

Cured 

Distance  prevents 
coming  for  lab. 
study  at  this  time. 

5 .'Irs. 
C.  A. 

I 5 

7-11-31 

11-11-31 

1,10 

Positive 

Cured 

6 .Mrs. 
.M.  E-. 

1 ,200 

7-31-31 

11-12-31 

1 320 

Positive 

Recurrence 

(See  explanatory 
note  )* 

7 .'\rs. 
E.  S. 

1 200 

7-25-31 

11-12-31 

1 40 

Positive 

Cured 

8 .Mrs. 
J.  F. 

1 200 

12-20-30 

1-26-31 

11-1-31 

1 ,20 

Negative 

Cured 
after  2nd 
Trans. 

Had  vaccine  from  12- 
30-30  to  1-20-31  — 
no  result. 

9 C.  N. 

1 1280 

12-30-30 

Cured 

Distance  prevents 
coming  lor  lab. 
study  at  this  time. 

10  R.  N. 

1 160 

6-11-31 

11-10-31 

1,80 

Positive 

Cured 

*This  patient  has  some  recurrence  of  fever  in  past  few  days  and  recent  agglutination  to  1 ;320.  The  recurrence  ma\  e 
due  to  small  amount  of  blood  transfused  in  this  case,  350  cc.  The  donor  fainted  soon  after  starting  transfusion  an 
more  blood  could  not  be  obtained. 
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singular  to  achieve  perfect  clinical  results  in  nine 
of  these.  Therefore,  we  feel  justified  in  proposing 
whole  blood  transfusion  as  a definite  remedy  in  this 
condition,  and  a competent  weapon  in  the  control 
of  the  disease.  We  can  find  no  reference  in  the 
literature  of  whole  blood  transfusion  being  used  for 
this  condition  prior  to  the  use  in  case  I of  this  series 
nor  prior  to  the  mention  of  the  procedure  by  one  of 
us* *. 

We  believe  from  our  experience  with  the  entire 
picture  of  the  disease  presented  in  this  group  and 
twenty-six  other  cases  seen  by  one  of  us  (Quevli, 
Jr.)  that: 

1.  Immunity  against  this  disease  by  humans  must 
be  quite  high.  If  not,  with  the  great  number  of  ani- 
mals now  infected  there  should  be  far  more  human 
cases. 

2.  The  results  obtained  by  rapid  whole  blood 
transfusion  of  sufficient  whole  blood  in  this  series 
can  only  be  explained  on  the  basis  of  a passive  im- 
munity obtained  from  the  donor. 

3.  In  the  future  we  recommend  and  are  doing 
agglutinations  on  the  donors  as  well. 

4.  Theoretically,  the  ideal  donor  should  be  a pa- 
tient who  has  recovered  from  this  disease.  As  yet 
neither  the  necessity  of  the  issue  nor  the  oppor- 
tunity to  do  this  has  presented  itself. 

5.  Xelsen.  Millard  T. : Whole  Blood  Transfusion.  In- 
dications. Eflicacy  and  Kesults.  West.  Jour.  Surg.  39; 
2S4-2S7.  .Xpril,  1931. 


.Auv.axt.ages  of  Cecostomy  Prelimix.ary  to  Resections 
OF  Colon  .and  Rectum,  .\llen  O.  Whipple,  New  York 
{Journal  .-I.  .V/.  A.,  Dec.  26,  1931),  enumerates  thus  the 
advantages  of  a cecostomy  carried  out  two  to  four  days 
before  a resection  of  the  colon  or  rectum.  It  makes  possi- 
ble a proper  cleansing  of  the  colon  before  the  major  pro- 
cedure. It  permits  the  part  anastomosed  to  be  at  rest  until 
the  period  of  fibroplasia  is  complete.  It  increases  the  com- 
fort of  the  patient  by  reducing  distention  and  pains  of  in- 
effectual peristalsis.  It  obviates  the  temptation  and  the 
necessity  in  some  cases  of  giving  enemas  or  irrigations  in 
the  critical  period  of  repair.  In  cases  of  partial  or  com- 
plete obstruction  of  the  colon  or  rectum  it  has  long  been 
recognized  as  essential.  If  it  works  so  well  in  the  patients 
who  are  desperately  sick,  it  is  even  more  efficacious  in 
the  nonobstructed  case.  The  author  believes  that  the  over- 
enthusiastic  use  of  the  cecostomy  tube  as  a means  of 
administering  fluids  or  enemas  or  irrigations  before  and 
after  major  procedures  on  the  colon  and  rectum  should 
be  discouraged.  This  carries  risk  of  leakage  around  the 
cecostomy  opening  and,  after  resections,  of  distending  the 
intestine  proximal  to  the  suture  line.  The  tube  should  be 
kept  in  one  position.  If  it  comes  out,  it  should  be  left 
out.  Only  the  most  gentle  syringing  of  the  tube  to  dis- 
lodge fecal  particles  in  the  several  terminal  perforations 
should  be  used.  .A  number  24-28  French  colon  tube  of 
good  rubber,  with  from  four  to  six  openings  in  the  term- 
inal 8 cm.,  gives  the  best  results  as  a safety  valve.  The 
Witzel  method  is  the  one  choice  in  introducing  the  tube 
into  the  cecum.  The  cecostomy  is  usually  done  under 
local  anesthesia  from  two  to  three  days  before  the  major 
procedure. 


DE.\THS  .ATTRIBUTED  TO  DIABETES 
IX  OREGOX* 

A STUDY  OF  168  CASES  WITH  SPECIAL  REFEREN'CE  TO 
INSULIN 

Bl.air  Holcomb,  AI.D. 

PORTLAND,  OREGON 
Metabolic  Department,  Portland  Clinic 

With  the  purpose  of  seeking  an  explanation  for 
the  increasing  death  rate  from  diabetes  throughout 
the  world  during  the  past  eight  years  that  insulin 
has  been  available  for  the  treatment  of  this  disease. 
Defries  and  Ross'  made  a study  of  the  diabetic 
deaths  in  the  Province  of  Ontario  for  the  year  1929. 
Their  interesting  findings,  particularly  as  regards 
the  use  of  insulin  in  these  fatal  cases,  led  Palmer- 
of  Seattle,  Washington,  and  the  writer  to  start  a 
similar  survey  of  diabetic  deaths  for  the  Pacific 
Xorthwest,  his  study  taking  the  state  of  Washington 
and  mine  Oregon. 

When  insulin  was  made  available  for  general  use 
in  1923  it  was  hoped  and  expected  that  a marked 
reduction  in  diabetic  mortality  would  naturally  fol- 
low. Such  has  not  occurred.  Since  1924  up  to  1928 
the  mortality  rate  for  the  United  States  per  hun- 
dred thousand  of  population  increased  from  16.6 
to  19,  for  England  and  Wales  from  10.9  to  13.2. 
For  the  Province  of  Ontario  it  was  still  greater,  de- 
spite the  fact  that  over  five  times  as  much  free 
insulin  was  distributed  to  indigent  patients  there 
in  the  year  1929  as  in  1923. 

For  the  State  of  Oregon  the  death  rate  for  dia- 
betes has  increased  from  15.2  in  1917  to  19.8  in 
1930,  although  the  use  and  the  amount  of  insulin 
is  more  general  and  larger.  Further  and  more  de- 
tailed analyses  of  these  figures  will  be  made  later. 
Because  of  the  unfavorable  comment  which  not  in- 
frequently apiJears  in  the  public  press  and  the  gen- 
eral impression  which  these  figures  produce,  it  is 
pertinent  that  an  analysis  of  diabetic  deaths  be 
made,  particularly  as  to  the  use  of  insulin. 

A plan  paralleling  that  used  by  the  above  au- 
thors was  used  with  the  idea  of  making  the  com- 
parison more  accurate.  With  the  kind  cooperation 
of  Dr.  Frederick  Strieker  of  the  State  Board  of 
Health  of  Oregon,  copies  of  the  death  certificates 

• Department  of  Medicine,  University  of  Oregon 
Medical  School. 

• Read  before  the  Kifty-seventh  Annual  Meeting  of 
Oregon  State  Medical  Society,  Eugene,  Ore.,  October 
22-24,  1931. 

L Defries,  R.  D.  and  Ross,  Mar.v  .A.:  An  Analysis  of 
192  Deaths  Attributed  to  Diabetes  in  cmtario,  with  Spe- 
cial Reference  to  Insulin.  (Tanad.  Pub.  Health  Jour.  5.59- 
567,  Nov.,  1930. 

2.  Palmer,  Lester  J.:  Is  Insulin  Reducing  Diabetic 
Mortality?  North.  Jled.,  30:319-322,  July,  1931. 
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QUESTIONNAIRE  ON  DIABETIC  CASES 

1.  Name  of  deceased 

2.  Did  deceased  use  insulin  at  any  time  during  the  course 

of  the  diabetes? 

3.  If  “Yes,”  state  for  how  long  a period  of  time 

4.  What  was  the  average  daily  dosage? 

5.  Did  deceased  receive  insulin  during  the  final  illness? 

6.  Did  deceased  follow  a weighed  diet? 

7.  Did  deceased  know  how  to  test  his  own  urine  for 

sugar?  

8.  Was  deceased  in  a hospital  at  the  time  of  death? 

9.  In  your  opinion  would  the  deceased  have  died  at  the 

time  he  did.  if  he  had  not  been  a diabetic? 


10.  When  was  sugar  first  discovered  in  the  urine? 

11.  Did  you  attend  the  deceased  for  diabetes  previous  to 

the  final  Olness? 

12.  What  was  the  duration  of  your  attendance  during  the 

final  illness? 

13.  Did  any  other  physician  attend  the  deceased  with  you? 


14.  If  you  are  not  able  to  give  the  above  information,  to 
whom  could  we  write  in  order  to  obtain  it? 


Name 

Address 

If  you  have  any  further  information  regarding  the  case, 
will  you  kindly  give  it  on  the  back  of  this  sheet. 

on  which  diabetes  appeared  either  as  a primary  or 
contributory  cause  of  death  were  obtained.  Letters 
were  then  sent  to  the  physicians  signing  these  cer- 
tificates, asking  for  information  particularly  as  to 
the  use  of  insulin.  A copy  of  the  questionnaire  ap- 
pears in  the  text.  One  hundred  and  twelve  replies 
were  received  in  response  to  the  one  hundred  and 
sixty-eight  letters  sent,  incidentally  a smaller  re- 
sponse than  was  obtained  from  the  two  other  sur- 
veys. In  many  instances,  however,  additional  in- 
formation, much  of  which  was  quite  valuable,  was 
voluntarily  submitted  by  the  physicians.  From  the 
data  collected  in  the  questionnaires  and  the  infor- 
mation on  the  death  certificates  interesting  facts 
and,  we  think,  sufficient  answer  to  the  criticism  of 
the  failure  of  insulin  have  been  obtained. 

Diabetes  in  Oregon  appeared  on  death  certificates 
either  as  a primary  or  contributory  cause  168  times 
in  the  year  of  1929.  The  age  and  sex  incidence  of 
these  cases  is  shown  in  table  1.  First,  it  should  be 
noted  that  females  predominate,  particularly  from 
the  sixth  decade  on,  a fact  emphasized  by  the  other 
two  studies  and  also  by  Joslinb  Furthermore,  it 
should  be  marked  that  only  16  per  cent  of  the 
deaths  were  below  the  age  of  fifty  years  and  that 
the  percentage  increases  in  each  age  group  up- 
ward. This  corresponds  exactly  with  the  findings 
of  the  Ontario  authors.  Joslin  points  out  significant- 
ly that  the  incidence  of  diabetes  is  on -the  increase 
all  over  the  world  and  that  this  is  due-  to"the  in- 

3.  Joslin,  E.  P. : Diabetes  Mellitus.  Nelson  Loos'e 
Medicine.  3:60,  Nov.,  1929.  » • : 


AGE  AND  SE.X  INCIDENCE  IN  168  DEATHS  ATTRIBUTED 


TO  DIABETES,  OREGON, 

1929 

Percentage 
in  each 

Male 

Female 

Total 

Age  group 

0-19 

3 

5 

8 

4.7 

20-49 

8 

11 

19 

11.3 

50-59 

19 

23 

42 

25 

60-69 

20 

28 

48 

28.5 

70  and  over 

23 

28 

51 

30.3 

.\11  ages 

73 

95 

Table  1 

168 

100 

creasing  number  of  women  over  seventy  years  who 
are  developing  the  disease.  In  the  state  of  Massa- 
chusetts, between  1911  and  1927,  the  diabetic  mor- 
tality for  women  doubled  in  the  eighth  decade  and 
increased  two-thirds  in  the  seventh,  in  contrast  to 
that  for  men  which  increased  less  than  a third  in 
the  eighth  and  but  very  little  in  the  seventh. 

.As  we  have  remarked  above,  the  diabetic  death 
rate  has  increased  in  the  past  ten  years.  However, 
when  one  analyzes  this  death  rate  according  to  age 
groups,  as  has  been  done  by  the  Metropolitan  Life 
Insurance  Company,  particularly  for  the  State  of 
^Massachusetts,  some  surprising  findings  are  reveal- 
ed. Since  1922,  when  insulin  was  first  used,  the 
death  rate  has  declined  for  all  age^  groups  below 
fifty  years,  but  above  this  age  level  the  graph  rises 
abruptly  (table  2).  In  the  cities  of  Chicago  and 

TOTAL  DEATHS  EROM  DIABETES  AND  DEATH  RATES  PER 
100,000  OF  VARIOUS  AGE  GROUPS 


CHICAGO 

Year  Under  20  21-49  SO  Years  and  Over 

1920  27-2.8  143-10.3  344-  92.4 

1921  40-4.1  141-10  364-  92.3 

192S  8-0.8  100-  6.6  536-131.1 

NEW  YORK  CITY 

Year  Under  20  21-59  SO  Years  and  Over 

1920  51-2.5  232-  8.2  792-103.6 

1921  50-2.4  228-  7.9  842-108.4 

1925  17-0.8  180-  6.1  1116-140.7 

Table  2 


New  York  the  death  rate  per  hundred  thousand  of 
population  below  the  age  of  twenty  has  dropped 
from  an  average  of  2.6  in  1920  to  0.8  in  1925,  but 
for  ages  above  fifty  it  was  elevated  in  Chicago, 
from  92.4  in  1921  to  131.1  in  1925.  .A  similar  in- 
crease in  New  A'ork  City  was  noted  as  well  as  in 
Ontario  and  in  the  State  of  Washington. 

Figures  for  a similar  period  of  time  in  the  State 
of  Oregon  are  not  available,  but  below  fifty  years, 
from  a rate  of  0.47  in  1917  it  fell  to  a rate  of  0.28 
in  1929.  Above  fifty  years  it  increased  from  104 
to  147  in  the  same  space  of  time.  Superficially,  then, 
it  would  appear  that  the  advent  of  insulin  has  re- 
duced the  diabetic  mortality  below  the  age  of  fifty 
years  but  has  materially  added  to  it  for  all  persons 
above  this  age.  .Analyzed  more  critically,  however, 
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Other  more  sensible  reasons  for  the  discrepancy 
appear. 

In  table  3 the  primary  cause  of  death  has  been 
studied  according  to  age  groups  and  in  table  4 the 
causes  are  detailed.  It  is  seen  that  diabetes,  coma 
or  gangrene  accounted  for  102  deaths  of  the  168 
and  that  cardiovascular-renal  disease  accounted  for 
42.  If  one  adds  the  20  cases  of  cardiovascular-renal 


CAUSES  OF  DEATH  AS  STATED  BY  PHYSICIAN  IN  168  CASES 
WHERE  DIABETES  WAS  PRESENT 


70  and 


Causes  of  death  0- 

19  20-49  5C-69  over 

Total 

Diabetes,  coma,  gangrene.  .. 

8 

14  47 

33 

102 

Cardiovascular-renal  

0 

1 27 

14 

42 

Pneumonia  

0 

0 5 

0 

5 

Cancer  

Communicable  diseases 

0 

0 2 

4 

6 

other  than  pneumonia 

0 

2 2 

0 

4 

Other  causes  

0 

2 5 

2 

9 

Total  168 

Table  3 


Per 

Cent 

60 

25 


PRIMARY  CAUSES  OF  DEATH 

Diabetes  mcllitus  

Diabetic  coma  

Heart  disease  

Diseases  of  the  kidney 

Diseases  of  B.  of  brain 

Gangrene  

Carcinoma  

Pneumonia  

Cardio-renal  

Septicemia  

Tuberculosis  

Intestinal  obstruction  


71 

18 

14 

13 

10 

8 

6 

5 

4 

2 

4 

2 


10.7% 


-Acute  dilatation  of  stomach,  peritonitis  and  appendicitis, 
traumatic  pericarditis,  meningitis,  toxemia,  erysipelas,  an- 
thrax, empyema,  cirrhosis  of  liver,  epilepsy  and  influenza — 
one  each. 

Table  4 


CONTRIBUTORY  CAUSES  OF  DEATH  AND  .AGES  ON  CERTIFICATES, 
WHERE  DIABETIC  COMA  WAS  GIVEN  AS  PRIMARY  CAUSE 


No. 


Diabetes  mellitus 10 

No  cause  4 

Senility  1 

Enlarged  prostate  1 

Pregnancy  1 

Cerebral  hemorrhage 1 


•Ages 

11,  13,  56,  57,  60 
66,  71,  72,  78,  80 
56,  59,  64,  71 


76 

80 

41 

44 


.Average  age — 58  years. 

Table  6 
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particular  patient  have  died,  if  he  had  not  been 
a diabetic?”  and  in  fifteen  instances,  where  diabetes 
was  given  as  the  cause,  the  answer  was  “Yes.” 

In  the  furtherance  of  this  same  idea,  that  per- 
haps undue  prominence  might  hat  e been  uninten- 
tionally given  to  the  diagnosis  of  diabetic  coma  as 
a primary  cause,  we  analyzed  the  eighteen  cases 
where  diabetic  coma  was  given  as  such.  The  results 
of  this  study  are  given  in  table  6 with  the  contrib- 
utory causes.  We  question  the  diagnosis  of  diabetic 
coma  in  the  case  of  the  man  of  eighty  years  with 
the  enlarged  prostate,  and  the  senile  individual  of 
seventy-six  years.  This  contention  is  supported  from 
the  statements  given  on  several  questionnaires  that 
the  coma  was  not  a true  diabetic  coma,  although 
given  as  such  on  the  death  certificate.  Diabetic 
coma  is  rare  in  individuals  over  sixty  years  of  age 
and  in  this  group  of  eighteen  there  were  ten  cases 
over  this  age. 

The  answers  on  the  112  questionnaires  returned 


CONTRIBUTORY  CAUSES  OF  DEATH 


Diabetes  mellitus  

78 

.Average  .Age 

No  cause  given 

44 

59 

Nephritis  

9 

56 

Diseases  B.  \'.  brain 

8 

66 

Coma  

6 

57 

Gangrene  

5 

66 

Heart  disease  

3 

70 

Pneumonia  

2 

Carcinoma,  tuberculosis,  rectal  impaction,  coma  and  gan- 
grene, pancreatitis,  pregnancy,  acute  indigestion,  auto  acci- 
dent, post-operative  infection,  influenza,  mode  of  life,  diar- 
rhea, empyema — one  each. 

Total  168 

Table  5 

disease  given  as  the  contributory  cause  (table  5),  it 
raises  this  figure  to  62  and  reduces  diabetes  to  82. 

It  is,  of  course,  always  a matter  of  choice  to  the 
physician  and  sometimes  a doubt  as  to  whether  he 
should  regard  the  vascular  complication  as  a pri- 
mary or  contributory  factor.  Cerebral  hemorrhage 
or  thrombosis  producing  an  unconscious  state 
should  certainly  be  given  as  the  direct  .caUsfe>,'of 
death  and  not  diabetic  coma.  With ‘thisi  idea  in 
mind,  we  have  asked  the  questiqh,  . ‘Would  this 


are  given  in  table  7.  These  are  divided  into  two 
groups:  first,  where  diabetes  is  given  as  the  cause 
of  death  and,  second,  where  it  represents  a con- 
tributory factor.  The  groups  are  further  subdivided 
as  to  the  various  age  groups. 

Sixty-one  patients  (54  per  cent)  used  insulin  at 
some  time  during  the  course  of  the  disease.  This 
figure  is  2 per  cent  lower  than  for  Ontario  and  13 
per  cent  lower  than  for  the  State  of  Washington. 
It  must  be  remembered,  however,  that  a smaller 
percentage  of  replies  were  received  from  our  letters 
than  for  the  two  other  studies,  and  there  is  a pos- 
sibility that  there  would  have  been  a higher  per- 
centage of  insulin  users  in  the  other  56,  concerning 
whom  no  information  was  obtained.  Of  the  61  pa- 
tients who  used  insulin  at  some  time  during  the 
course  of  treatment,  24  discontinued  it  before  death, 
10  used  it  for  a week  or  less,  and  in  many  cases  for 
-onl3--a>day  or  two  as  a last  resort;  43  used  it  for 
a pei'ioo  longer  than  one  to  two  months,  and  very 
ffw  gases  for  as  Kong  as  two  or  three  years.  Only 
37,  patients  used  any  insulin  during  the  final  ill- 
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CONDENSED  SUMMARY  OF  QUESTIONNAIRE  INFORMATION 
112  CASES  OF  DIABETES 


Diabetes  as  a Cause  Diabetes  as  a Contributing  Factor 


Age 

Groups 

0-19 

20-49 

50-69 

70-1- 

Total 

Per 

Cent 

0-19 

20-49 

50-69 

70 -t- 

Total 

Per 

Cent 

Grand 

Total 

Grand 

Per 

Cent 

Insulin  Used 

4 

6 

25 

8 

41 

57 

0 

4 

13 

3 

20 

48 

61 

54 

Insulin  Not  Used 

5 

2 

12 

11 

28 

43 

0 

0 

14 

5 

19 

46 

47 

41 

Insulin  Stopped 

1 

0 

17 

3 

21 

51 

0 

0 

3 

0 

3 

0 

73 

24 

21 

Insulin  Used  1 to  2 months 

5 

4 

7 

6 

20 

28 

0 

2 

9 

2 

13 

31 

33 

28 

Insulin  Used  1 week  or  less 

1 

0 

1 

1 

3 

0 

42 

0 

T 

5 

1 

7 

17 

10 

0 

89 

No  record  of  use 

0 

0 

0 

2 

2 

0 

28 

0 

0 

2 

0 

2 

0 

48 

4 

0 

oo 

Refused  Insulin 

0 

0 

3 

5 

8 

11 

0 

0 

2 

0 

2 

0 

48 

10 

0 

89 

Insulin  in  Final  Illness 

5 

6 

6 

5 

20 

28 

0 

4 

10 

3 

17 

41 

37 

00 

Weighed  Diet 

2 

5 

5 

7 

15 

21 

0 

2 

10 

1 

13 

51 

28 

25 

Urine  Tested  by  Patient 

2 

5 

2 

5 

14 

18 

0 

2 

25 

1 

28 

68 

42 

37 

5 

In  Hospital 

1 

4 

7 

6 

18 

25 

0 

3 

14 

4 

21 

51 

39 

54 

Would  patient  have  died  if  not  a 

diabetic? 

Yes... 

0 

1 

5 

11 

15 

21 

0 

2 

13 

6 

21 

51 

35 

32 

No . . . 

7 

7 

13 

5 

26 

36 

0 

2 

10 

2 

14 

54 

40 

35 

Total 

71 

41 

112 

Table  7 


ness.  It  is  a significant  fact  that  only  9 patients 
(14.7  per  cent)  used  insulin  regularly  during  the 
course  of  the  disease.  This  figure  lies  between  that 
of  the  12  per  cent  for  the  Ontario  study  and  16.5 
per  cent  for  the  State  of  Washington. 

We  were  interested  in  learning  how  many  of  these 
patients  had  adhered  to  a weighed  diet  plan  and 
knew  how  to  test  the  urine  for  sugar,  hence  the 
reason  for  questions  6 and  7.  Only  25  per  cent  had 
weighed  their  food  and  37.5  per  cent  knew  how  to 
test  the  urine.  These  figures  bear  testimony  to  the 
necessity  of  training  the  patient  in  diabetic  care. 

In  answer,  then,  to  the  statistical  statement  that 
insulin  has  failed  to  stop  the  increasing  mortality 
from  diabetes,  we  are  forced  to  the  conclusion  that 
the  increase  is  more  apparent  than  real  and  that 
there  has  actually  been  a decrease  in  death  rate 
below  the  age  of  fifty  years,  and  the  crude  increase 
in  the  rate  is  entirely  accounted  for  by  the  increased 
incidence  of  the  disease  in  elderly  females.  Ross 
and  McKinnon"'  give  a number  of  possible  explana- 
tions for  this  condition,  but  they  believe  it  is  due 
chiefly  to  increased  accuracy  of  diagnosis.  It  has 
seemed  to  us  reasonable  that,  due  to  the  increased 
publicity  given  to  diabetes  during  the  past  nine 
years  since  the  discovery  of  insulin,  more  people 
seek  medical  advice  regarding  it  and  a number  of 
cases  of  some  years  standing  previously  undiscover- 
ed are  found;  that  more  physicians  are  looking  for 
diabetes;  and,  last,  that  when  an  elderly  person  be- 
comes ill  from,  let  us  say,  a cardiovascular  disease 
and  a little  sugar  is  found  in  the  urine,  diabetes 

4.  Ross,  Mary  A.,  and  McKinnon,  Neil  E. : The  Trend 
of  Diabetes  in  Ontario.  Canad.  Pub.  Health  Jour.  20:54»- 
557,  1879-1929.  . 


comes  to  occupy  a prominent  place  in  the  physi- 
cian's mind  and  hence  on  the  death  certificate. 

Joslin  believes  there  is  a possible  explanation  in 
the  fact  that  the  use  of  insulin  is  enabling  diabetics 
in  the  fourth  and  fifth  decades  to  live  over  into  the 
next  decades,  where  they  die  of  the  degenerative 
diseases  of  old  age.  Defries  and  Ross  in  their  con- 
clusions state:  “It  would  appear  that  the  statistical 
inclusion  of  those  cases  in  which  diabetes  was  only 
a contributory  cause  gives  an  undue  prominence 
and  probably  an  erroneous  idea  of  diabetes  as  a 
cause  of  death,  particularly  in  the  older  age  groups.” 

SUMMARY  AND  CONCLUSIONS 

1.  A study  of  168  deaths  attributed  to  diabetes 
in  Oregon  in  1929  was  made  and  questionnaires 
were  sent  to  the  physicians  signing  the  certificates 
asking  information  regarding  insulin  use. 

2.  The  death  rate  from  diabetes  in  Oregon  below 
fifty  years  of  age  has  decreased  since  the  use  of  in- 
sulin and  has  increased  for  ages  above  this  level. 

3.  Diabetes  for  ages  above  fifty  years  is  prob- 
ably given  too  frequently  as  a cause  of  death  in- 
stead of  vascular  complications. 

4.  One  out  of  two  diabetics  who  died  in  Oregon 
used  insulin  at  some  time  during  the  disease.  Only 
one  out  of  four  used  it  during  the  final  illness. 

5.  Very  few  of  these  patients  had  adequate  train- 
ing as  to  proper  diabetic  management.  Only  25 
per  cent  weighed  their  food.  There  is,  therefore, 
urgent  need  for  more  intensive  and  widespread  edu- 
cation of  the  diabetic  patient. 

6.  Too  few  patients  with  diabetes  are  receiving 
insulin.  There  is  an  opportunity  to  prolong  the  lives 
of  many  people  below  the  age  of  fifty  by  its  use. 
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PROLOXGED  IXCUBATIOX  PERIOD 
OF  THE  PRIMARY  SORE 

REVIEW  OF  THE  LITERATURE  AND  REPORT 
OF  A CASE* 

Charles  D.  Donahue,  ^I.D. 

EUGENE,  ORE. 

When  we  think  of  the  incubation  period  of  the 
hard  chancre  we  consider  it  usually  in  periods  of 
weeks.  However,  we  must  be  mindful  that  this 
period  might  be  one  of  days,  while  another  might 
be  drawn  out  in  months.  My  general  impression 
has  been  that  three  weeks  was  a relatively  short 
period  for  the  initial  sore,  while  six  weeks  would 
be  considered  a fairly  long  period. 

Reviewing  some  of  the  literature  on  the  subject, 
I find  that  Power'  and  Keogh's  text-book  gives 
ten  days  as  the  shortest  possible  time,  but  it  may 
be  as  long  as  three  months.  Clinical  observation 
has  convinced  them  that  there  are  these  two  ex- 
tremes. Merino-  recalls  the  cases  of  Montpelier, 
^lonteaur  and  Le  Doux.  He  then  reports  a similar 
case  of  a physician  who  had  contracted  syphilis 
through  vaginal  examination  of  a syphilitic  woman 
on  January  9.  On  March  1,  110  days  of  incuba- 
tion, there  appeared  on  the  dorsal  surface  of  the 
index  finger  a small  vesicle.  After  bursting  it  re- 
vealed an  erosion  which  developed  into  a distinct 
hard  chancre. 

\’alverde^  reported  three  personal  cases,  one  that 
gave  an  incubation  period  of  68  days,  a second  of 
32  days  and  a third  with  an  incubation  period  of 
39  days.  He  then  reviews  the  literature  briefly  on 
the  subject.  Fournier  considers  that  a period  of 
incubation  of  68  days  is  exceptional  and  subject 
to  revision.  The  author  states  that  the  period  of 
incubation  is  influenced  by  the  quantity  of  ele- 
ments inoculated  and  their  degree  of  virulence. 
He  concludes  by  stating  that  two  factors  seem  to 
explain  prolonged  incubation,  the  influence  of  pre- 
vious antisyphilitic  treatments,  even  simple  pre- 
ventive applications,  and  the  state  of  immunity  of 
the  organisms. 

The  case  I am  presenting  was  not  in  temporary 
seclusion,  but  the  circumstances  in  this  instance 
make  me  feel  that  we  have  rather  definitely  ar- 
rivetl  at  the  incubation  period. 

• Head  before  the  Kifty-seventh  Annual  .MeetinK  of 
ftrepon  State  Medical  Society,  KuKene,  Ore.,  October 
2:*-2I.  1931. 

1.  Power,  P'Arcy,  and  JIurphy,  J.  K. : A System  of 
Syphillis  (190S). 

2.  Merino,  M.:  Chancro.s  sifiliticos  de  incubacion  pro- 
lonKada.  Informacion  Med.  4;T4-7S,  May.  1927. 

3.  Valverde,  B. : Note  sur  I'incubation  prolontree  du 
chancre  svnhilitique.  Ann.d.mal.ven.,  22:  67S-6S4.  Sep- 
tember, 1927. 


R.  S..  age  30  years,  divorced,  developed  an  acute  puru- 
lent discharge  on  December  9.  We  saw  him  on  the  day 
following.  His  general  appearance  was  of  one  who  enjoyed 
e.xcellent  health.  The  eyes  were  normal.  The  teeth  were 
good  and  unusually  well  kept.  The  heart  and  chest  were 
normal.  The  abdomen  was  normal.  There  was  no  definite 
inguinal  adenitis.  The  knee  reflexes  were  normal,  likewise 
the  Romberg.  The  foreskin  was  quite  long  but  no  phimosis. 
The  meatus  was  swollen  and  acutely  inflamed.  .V  smear 
of  the  profuse  discharge  revealed  many  intracellular  diplo- 
cocci.  He  had  had  intercourse  twelve  days  prior  to  the 
appearance  of  the  discharge. 

He  was  given  the  usual  instructions  as  to  the  care  of 
himself  and  instructed  to  use  instillations  of  10  per  cent 
argyrol  solution  three  times  daily.  He  called  twice  weekly 
at  the  office  for  treatment  and  mixed  gonococcic  vaccine 
was  given  intradermally,  the  initial  dose  of  the  vaccine 
being  2 minims,  while  the  final  dose  given  on  February  6 
was  20  minims.  He  had  a very  severe  reaction  following 
this  last  dose  of  vaccine. 

On  March  26  we  noticed  a small  reddened  papule  on 
the  posterior  aspect  of  the  foreskin.  He  had  first  noticed 
it  three  or  four  days  previously  but  thought  nothing  of  it. 
However,  the  papule  had  parchment-like  feel  and  the 
epithelium  gave  every  appearance  of  thinning  out  as  if  it 
were  about  ready  to  break.  The  papule  was  not  sensitive. 
There  were  no  palpable  inguinal  glands.  The  prostate  and 
seminal  vesicles  were  normal.  Scrapings  from  the  papule  on 
dark  field  examination  revealed  many  spirochete.  The 
Kahn  and  meinicke  reactions  were  negative. 

Treatment  was  started  immediately  and  by  .\pril  11 
the  lesion  had  completely  healed.  One  hundred  and  seven- 
teen days  had  elapsed  since  his  initial  infection  until  we 
saw  him  on  March  26.  The  lesion  was  present  probably 
about  seven  days  before  we  saw  him  on  March  26.  This 
would  give  approximately  an  incubation  period  of  one 
hundred  and  ten  days. 

What  factors  have  influenced  this  delayed  ap- 
pearance? It  seems  that  these  might  well  be  con- 
sidered. 

1.  Spirochete  of  low  virulence.  Stokes  draws  our 
attention  to  the  fact  of  the  evidence  of  differentia- 
tion of  the  general  species  of  spirocheta  pallida  into 
subvarieties  or  strains  that  have  been  slowly  ac- 
cumulating, first  from  the  clinical  and  later  from 
the  laboratory  side. 

2.  The  resistance  of  the  host.  This  is  influenced 
and  oftimes  prolonged  by  the  effects  of  congenital 
syphilis  or  previous  antisyphilitic  treatment. 

3.  The  influence  of  the  superimposed  neiserian 
infection.  Naturally  there  is  a severe  reaction  set 
up  in  the  urethral  mucosa  and  submucosa,  also  a 
reaction  in  the  penis  which  caused  a great  increase 
in  the  white  cells.  These  are  known  fighters  and 
could  easily  delay  the  appearance  of  the  primary 
sore. 

4.  Vaccine  given  in  such  a manner  to  provoke  a 
reaction.  It  is  known  that  temperature  reactions 
are  not  favorable  for  growth  of  the  spirochete. 
Also  it  has  been  shown  that  vaccines  given  intra- 
dermally immunize  the  skin  more  rapidly  than 
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when  given  subcutaneously.  We  have  seen  much 
smaller  doses  develop  skin  reactions,  also  a marked 
influence  on  the  urethral  discharge.  Often  there  is 
a marked  increase  in  the  urethral  discharge.  If  the 
mucosa  of  the  urethra  is  effected,  certainly  the  epi- 
dermis must  be  also. 

5.  The  use  of  local  antiseptics  has  been  known 
to  delay  the  appearance  of  sores.  In  this  case,  be- 
sides the  usual  cleansing  with  soap  and  water 
under  the  foreskin,  he  also  had  been  instructed  to 
irrigate  around  and  under  it  with  the  argyrol. 

In  conclusion,  it  would  seem  that  it  is  quite 
possible  for  such  a long  incubation  period.  Just  as 
possible  as  it  would  be  to  expect  a thirty-day  in- 
cubation period  for  the  gonococci.  At  least  it  war- 
rants us  to  exercise  more  care  in  calling  our  pa- 
tients back  for  final  inspection  at  a much  later 
date  than  is  usual.  In  this  one  instance  the  lesion 
was  accidentally  discovered  at  a very  early  period 
and  prevented  the  usual  secondary  symptoms. 


DIET  AND  ITS  RELATION  TO  PATHOLOGY* 
E.  J.  Jasper,  M.  D. 

ASTORIA,  ORE. 

At  first  thought  the  correlation  of  diet  and  path- 
ology seems  to  be  at  a considerable  variance,  diet 
in  the  sense  spoken  of  here  being  used  only  in  its 
broadest  possible  conception,  including  not  only 
man,  but  the  whole  animal,  plant  and  bacterial 
worlds.  When  we  view  this  vast  array  of  beings 
we  are  amazed  at  the  great  versatility  of  diets  pos- 
sible in  nature.  The  subject  of  vitamjns,  too,  be- 
comes overwhelmed  by  the  scurrying  for  food  by 
the  vast  hordes  of  animals,  insects,  fish,  bacteria 
or  by  whatever  crawls,  creeps  or  exists  in  any 
form. 

Each  individual  has  its  own  specific  dietetic  re- 
quirement, differing  from  its  ally  or  associate.  Gen- 
eralizing rapidly  to  the  pathogenic  bacteria,  each 
bacterium  has  its  own  selective  tissue  diet  which 
it  prefers.  This  selectivity  is  further  carried 
through  the  fields  of  bacteriology,  where  the  ap- 
petites of  bacteria  become  a means  of  identifica- 
tion by  means  of  their  various  cultural  character- 
istics. The  trend  of  this  paper  is  to  show  grossly 
that  various  organisms  in  nature  have  different 
diets,  that  there  is  relation  of  this  principle  to 
pathology.  From  this  view-point  a short  general 
survey  will  be  taken  for  the  purpose  of  explana- 
tion. 

* Read  before  tbe  Clat.sop  County  Medical  Society, 
Astoria,  Oregon,  October  14.  1931. 


In  the  animal  kingdom  there  are  the  herbivorous, 
the  carnivorous  and  the  mixed  type.  Even  this  is 
permitting  of  too  great  a generalization  when 
speaking  of  a dietetic  requirement.  No  two  animals 
eat  exactly  the  same  food.  It  is  even  said  of 
man,  what  is  food  for  one  may  be  poison  for  the 
other.  Diet  is  a specific  entity.  It  is  the  fulfillment 
of  body  requirements  to  its  own  particular  need. 

In  the  animal  kingdom  there  is  always  the  vora- 
cious and  brutal  one,  seemingly  made  to  destroy 
or  hold  in  check  the  productivity  of  its  associates. 
It  might  be  the  lion,  tiger,  cat  and  many  others. 
Among  the  birds  it  is  the  hawk,  eagle,  raven  or  vul- 
ture, while  in  the  fish  world  it  is  the  bass,  sword 
fish,  the  whale  or  salmon.  No  one  would  think  of 
feeding  a lion  baled  hay  or  tomatoes.  This  would 
do  the  lion  little  good,  because  such  is  not  its  die- 
tetic requirement.  It  must  have  fresh  meat  and 
blood  for  sustenance.  Conversely  no  one  would 
think  of  feeding  an  elephant  meat,  for  elephants 
live  on  grass  and  foliage,  being  herbivorous  exclu- 
sively. Neither  would  meat  be  a suitable  diet  for 
a horse  or  cow  for  the  same  reason.  Yet  a horse 
will  thrive  on  timothy  hay,  while  a cow  does  best 
on  clover  and  alfalfa,  showing  therein  a difference 
of  diet  per  organism.  Salmon  out  in  the  ocean  feed 
on  algae,  young  herring,  smelt  and  smaller  fish.  No 
one  would  try  to  raise  salmon  in  captivity  on  po- 
tatoes, wheat,  cereals  or  carbohydrates,  simply  be- 
cause such  food  is  not  its  dietetic  requirement. 
There  could  be  no  end  to  this  analysis.  Suffice  it 
to  say  that  the  diets  of  animals  are  unlike  and  dif- 
ferent in  proportion  to  their  variation  and  environ- 
ment. 

The  insect  world  shows  a great  variety  of  die- 
tetic requirements.  It  appears  that  the  smaller  the 
organism  the  more  varied  and  specific  its  diet  be- 
comes. There  is  probably  nothing  organic  existing 
that  is  not  eaten,  drilled,  hauled  and  mauled  by 
voracious  insects.  Everything  from  carbohydrates, 
cellulose,  wood  fiber,  vegetables  even  to  wood,  con- 
crete and  plaster  is  eaten  by  insects.  Each  insect 
has  its  own  diet  and  specialty;  they  hew  true  to 
form  and  have  done  so  for  hundreds  of  years. 

Reviewing  some  of  the  great  economic  losses,  it 
is  said  that  America  pays  $900,000,000  yearly  to 
fulfill  the  dietetic  requirements  of  insects  alone. 
This  is  distributed  for  the  sake  of  illustration  as 
follows:  The  boll  weevil,  cotton,  $164,000,000;  the 
Hessian  fly,  wheat,  $48,000,000;  the  Colorado  po- 
tato beetle,  potatoes,  $29,000,000;  the  clothes 
moth,  clothing,  furniture,  rugs,  $10,000,000;  the 
termite  or  white  ant,  buildings  and  lumber,  $29,- 
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000,000;  the  chinch  bug,  corn  and  wheat,  S50,000,- 
000;  corn  ear  worm,  corn,  cotton,  tomatoes,  $104.- 
000,000;  the  peach  borer,  $6,000,000;  the  heel  fly, 
cattle,  $35,000,000.  It  is  readily  seen  that  their 
diet  lists  are  fascinating  in  the  extreme.  They,  loo, 
have  their  enemies,  such  as  the  birds,  insects  and 
the  spider  group  to  hold  their  reproductivity  to  a 
standard  requirement. 

The  bacterial  and  protozoal  world  shows  the 
greatest  selectivity  of  diet.  It  confirms  the  state- 
ment that  the  smaller  the  organism,  the  more  spe- 
cific its  diet.  Further,  by  a due  consideration  of 
the  principles  envolved,  we  come  to  a closer  under- 
standing of  pathology.  The  malarial  parasite 
thrives  on  the  red  blood  cell.  The  white  blood  cell 
or  other  tissues  of  the  body  are  not  directly  affect- 
ed. The  red  blood  cell  is  for  some  reason  the  food 
par  e.xcellence  for  this  parasite.  Ev’ery  pathogenic  or- 
ganism or  germ  does  a particular  thing,  lives  in  an 
e.xclusive  field,  and  effects  certain  tissue  changes. 
These  changes  have  been  the  same  for  the  past 
two  hundred  years  or  more.  During  all  this  time 
its  feeding  ground  and  diet  have  remained  un- 
changed. 

The  typhoid  bacillus  has  its  special  field  in  Pey- 
er's  patches  and  the  solitary  lymph  nodules  in  the 
small  intestine.  After  a certain  period  of  time, 
when  its  diet  has  run  out  (immunity  established), 
it  retrenches  itself  in  the  gallbladder  and  bone  mar- 
row. A typhoid  osteomylitis  may  be  set  up  several 
years  after  the  initial  fever. 

The  meningococcus  does  not  attack  the  intestine, 
bowel  or  other  tissues  other  than  the  frail  coverings 
of  the  brain  and  spinal  cord,  the  meninges.  There 
the  germ  finds  its  field  of  greatest  productivity. 
It  is  a well  known  natural  law  or  fact  that  wher- 
ever an  organism  thrives,  grows  or  multiplies  in 
great  abundance,  in  this  location  also  will  be  found 
the  most  suitable  and  sufficient  food  for  that  par- 
ticular organism.  Just  what  is  the  selective  protein, 
carbohydrate  or  food  contained  in  the  meninges, 
which  offers  this  germ  its  selective  diet,  is  diffi- 
cult to  ascertain. 

The  gonococcus  thrives  on  the  epithelium  of  the 
generative  tract  and  conjunctiva  of  the  eye.  It 
rarely  feeds  elsewhere.  The  tissue  changes  are  spe- 
cific and  characteristic.  .-\t  this  place  also  the  gono- 
coccus Invades  the  w’hite  blood  cell  and  becomes 
intracellular.  The  white  cells  of  the  blood  stream 
remain  unaffected.  It  is  only  in  its  particular  me- 
dium that  it  can  attack  the  white  blood  cell.  This 
may  also  be  interpreted  as  a phagocytosis  and  if 
so  is  an  excellent  example  of  it. 


Certain  organisms  affect  the  skin.  The  staphylo- 
coccic group  gains  entrance  by  means  of  the  sweat 
glands  of  the  skin.  The  streptococci  also  affect  the 
skin,  but  only  indirectly,  as  the  epithelium  general- 
ly has  to  be  pierced  or  broken  before  its  entrance 
can  be  affected.  The  gonococcus  need  only  touch 
the  right  field  and  then  easily  spreads  its  way 
along.  The  typhoid  bacillus,  the  malarial  parasite 
and  the  meningococcus  cannot  affect  the  skin  or 
produce  a lesion  or  boil  on  the  epidermis  if  they 
wanted  to.  These  comparisons  could  be  carried  on 
without  number. 

Reviewing  briefly  the  field  of  bacteriology,  each 
baccilus,  coccus  or  spirillum  has  its  own  diet,  feed- 
ing ground  or  cultural  characteristics.  When  tw’o 
germs  are  identical  under  the  microscope,  the  cul- 
tural characteristics  will  often  separate  them,  show- 
ing conclusiv’ely  the  selectivity  and  percision  of  diet 
of  each. 

CONCLUSIONS 

1.  Each  organism  in  the  world  has  its  own  spe- 
cific dietetic  requirement. 

2.  The  smaller  the  organism,  the  more  specific 
its  diet  becomes. 


PSYCHOGENIC  OBSTIP.ATION  SIMUL.\TING 
•\CUTE  INTESTINAL  OBSTRL'CTION 

David  Metheny',  M.D. 

AND 

Roll  Newell  Dillon,  M.D. 

SEATTLE,  W’ASH. 

Intestinal  obstipation  accompanied  by  cramp- 
like pains,  visible  peristalsis,  abdominal  distention, 
nausea  and  vomiting  is  usually  diagnosed  as  acute 
intestinal  obstruction.  This  is  especially  true  if 
there  is  no  fever  or  increase  in  the  pulse  rate. 

There  are  forms  of  dynamic  ileus  which  are 
closely  associated  wdth  the  symptoms  of  intestinal 
obstruction.  Brown^  has  recently  reported  three 
cases  of  gallstone  colic  simulating  intestinal  ob- 
struction. Other  conditions  will  give  the  same  pic- 
ture. One  of  us  has  seen  a case  that  was  sent  into 
the  hospital  with  a diagnosis  of  acute  intestinal  ob- 
struction. Careful  study  showed  the  case  to  be  one 
of  renal  colic. 

Woodyatt-  reports  a most  instructive  case.  A well 
built,  vigorous  and  successful  business  man  was 

1,  Brown,  P.  W. : GalLstone  Colic  Simulating  Intes- 
tinal Obstruction.  I’roc.  Staff  Meet.  Mavo  Clinic.  6:545- 
546.  Sept.  16,  1931. 

2.  Woodyatt.  Rollin  T.:  Psychic  and  Kmotional  Fac- 
tors in  General  Diagnosis  and  Treatment.  J.  A.  M.  A. 
89:1013-1014.  Sept.  24.  1927. 
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suddenly  seized  with  an  attack  of  acute  pain  sug- 
gesting obstruction  of  the  large  bowel.  This  patient 
was  not  neurotic,  ^^’hen  seen  by  a surgeon  the  gen- 
eral condition  of  the  patient  seemed  a little  better 
and  operation  was  deferred.  Fluoroscopy  of  the 
large  bowel  showed  what  appeared  to  be  an  or- 
ganic lesion  fourteen  inches  above  the  anal  sphinc- 
ter. The  condition  of  the  patient  on  the  following 
day  was  so  improved  that  operation  was  again  de- 
ferred. A second  fluoroscopy  showed  a normal 
bowel.  Subsequent  inquiry  revealed  a tremendous 
emotional  conflict,  involving  his  financial  indepen- 
dence on  the  one  one  hand  and  violation  of  his  con- 
cepts of  right  and  wrong  on  the  other.  The  crisis 
in  his  affairs  occurred  on  the  same  day  that  he  had 
his  attack  of  acute  abdominal  pain. 

Christianson  and  Bargen®  have  reported  five 
cases,  all  in  women,  resembling  intestinal  obstruc- 
tion with  abdominal  distention,  obstipation,  vomit- 
ing and  visible  peristalsis.  All  of  these  cases  seemed 
to  be  well  except  for  the  local  condition  and  appar- 
ent obstruction.  In  one  case  obstipation  lasted  for 
sixteen  days.  Two  were  mentally  sluggish,  one  was 
robust  and  vivacious,  one  was  high  strung  and  one 
neurotic.  Associated  anuria  was  present  in  one  case, 
marked  aerophagia  in  another.  Each  had  one  or 
more  operations  and  operation  failed  to  reveal  any 
organic  cause  for  the  obstruction.  Two  had  resec- 
tions of  the  prescral  and  inferior  mesenteric 
nerves.  Operation  was  of  no  value  in  relieving  the 
condition,  except  in  one  case.  In  this  case  a second 
operation  revealed  an  acutely  distended  gallbladder 
filled  with  stones  and  the  gallbladder  was  removed. 
In  one  case  a flat  plate  of  the  abdomen  had  showed 
nothing  abnormal. 

CASE  REPORT 

We  wish  to  report  a case  of  psychogenic  obstipation 
simulating  acute  intestinal  obstruction.  A married  woman, 
white,  thirty-two  years  old  with  a daughter  six  years  old, 
was  seen  in  an  attack  of  acute  abdominal  pain.  This  had 
started  nine  days  previous  to  examination  and  was  asso- 
ciated with  peristalsis.  It  was  originally  in  the  epigastrium 
and  had  moved  down  to  the  lower  right  quadrant.  She 
stated  that  in  spite  of  repeated  enemas  she  had  had  no 
bowel  movements  but  had  expelled  some  flatus.  She  had 
been  nauseated  and  vomited  several  times.  The  day  before 
the  patient  was  seen  she  had  taken  aromatic  cascara ; fol- 
lowing this  the  pain  became  more  severe  and  the  abdomi- 
nal distention,  which  had  been  slight,  rapidly  increased. 

General  examination  was  negative;  blood  pressure  108- 
78;  pulse  64;  temperature  98.6°.  There  was  moderate  ab- 
dominal distention,  moderate  generalized  tenderness  and 

3.  Christianson.  H.  W.  and  Bargen,  J.  A.:  Functional 
Abdominal  Distention  Simulating  Intestinal  Obstruc- 
tion. Proc.  Staff  Meet.  Mavo  Clinic.  6:441-118.  July  3!l, 
1931. 


rigidity  over  the  entire  abdomen  but  more  marked  in  the 
right  lower  quadrant.  Peristalsis  was  visible  over  the  right 
and  upper  abdomen.  In  view  of  the  possibility  of  adhe- 
sions from  an  appendectomy  which  was  performed  eight 
years  before  the  onset  of  the  present  illness,  an  operation 
was  advised. 

.At  operation  nothing  was  found  in  the  abdomen  to  ac- 
count for  the  patient’s  symptoms.  There  were  three  adhe- 
sions of  no  significance.  The  small  bowel  in  the  region  of 
the  ileum  had  a peculiar  bluish  tinge  and  was  apparently 
filled  with  fecal  matter ; the  large  bowel  was  contracted  by 
a continuous  spasm  and  contained  some  scybalous  material 
scattered  throughout  its  length  as  far  as  the  sigmoid. 

The  postoperative  course  was  normal  except  for  an  un- 
usual amount  of  peristaltic  pain  in  the  lower  right  quad- 
rant. Only  a small  amount  of  fecal  matter  was  expelled  in 
spite  of  enemas,  surgical  pituitrin  and  peristaltine.  On  the 
fourth  day  after  operation  the  bowel  function  was  nearly 
normal  and  the  patient  passed  some  brown  fluid  and  a 
large  amount  of  gas.  However,  it  was  not  until  the  sixth 
day  after  operation  that  the  spasm  of  the  large  bowel  was 
relieved.  The  remaining  course  in  the  hospital  was  un- 
eventful. 

The  patient  attributed  her  illness  to  disproportion  at  in- 
tercourse with  her  husband.  She  did  not  explain  why  it 
had  not  caused  trouble  before.  Further  inquiry  revealed 
that  her  religious  and  moral  training  had  been  very  strict. 
Her  husband  was  a poor  provider  and  she  had  to  work 
to  maintain  her  standards  of  living.  During  the  two  years 
previous  to  this  illness  she  had  gradually  become  more  afid 
more  intimate  with  her  employer.  In  spite  of  this  intimacy 
she  absolutely  refused  to  see  her  employer  in  the  hospital 
until  the  sixth  day  after  operation.  This  day  also  marked 
the  clinical  improvement  in  the  patient  which  followed  the 
relaxation  of  the  spasm  of  the  large  bowel.  From  then  on 
her  employer  visited  her  at  the  hospital  as  often  as  two 
or  three  times  a day. 

COMMENT 

We  believe  we  have  a case  similar  to  that  report- 
ed by  Woodyatt.  Although  the  onset  of  the  condi- 
tion and  identification  of  the  psychic  trauma  are 
not  so  complete,  the  subsidence  of  the  patient’s 
symptoms  coincided  with  a definite  let-down  in  her 
mental  tension.  The  prognosis  was  not  so  good  as 
in  the  case  reported  by  Woodyatt,  because  she  lives 
under  conditions  which  do  not  make  for  mental 
peace.  Inquiry  eight  months  later  reveals  this  to  be 
a fact.  The  patient  is  not  having  any  acute  attacks 
but  is  still  somewhat  troubled  with  bloating  and 
constipation. 

In  retrospect,  it  is  evident  that  a patient  with 
an  acute  intestinal  obstruction  of  nine  days  dura- 
tion would  have  been  sicker  than  ours  was.  This 
fact  alone  should  have  suggested  a functional  le- 
sion. A flat  plate  of  the  abdomen  would  have  given 
a positive  picture  of  intestinal  obstruction,  had  it 
been  present  for  nine  days,  and  would  have  shown 
definite  fluid  levels  in  the  distended  coils  of  intes- 
tine above  the  obstruction. 
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EDITORIAL 

HERKDOFAMILIAL  ANGIOMATOSIS 

Although  the  first  case  of  this  disease  was  re- 
ported in  1 896  and  others  have  followed  with  great- 
er or  less  frequency  since  that  time,  most  writers 
failed  to  appreciate  all  the  facts  pertaining  to  its 
character  and  pathology  until  within  a few  years. 
,\s  indicated  by  the  title,  it  is  an  heredity  and 
familial  disorder.  .\t  the  present  time  over  five 
hundred  cases  have  been  reported,  involving  more 
than  ninety  families.  Goldstein*  has  reviewed  the 
literature,  reporting  all  cases  with  an  analysis  of 
the  leading  characteristics  of  each,  showing  the 
different  features  presented  by  various  observers. 
The  outstanding  symptoms  are  hemorrhages,  more 
frequently  observed  from  the  nose,  mouth,  tongue 
and  gums,  also  involving  the  intestinal  tract  from 
the  pharyn.x  to  the  anus.  Bleeding  also  may  appear 
from  uterus  and  kidneys.  Death  often  results  from 
hemorrhage.  Telangiectasia  is  the  most  constant  ad- 
ditional symptom,  appearing  commonly  on  the  face 
and  extremities,  often  displaying  severe  hemor- 
rhage. 

It  has  been  demonstrated  that  heredity  is  the 
lirominent  feature  of  etiology,  some  cases  present- 
ing the  factor  of  atavism.  Many  members  of  a 
family  are  often  affected.  It  appears  in  both  sexes 
and  is  transmitted  by  both.  Coagulation  of  the 
blood  and  bleeding  time,  blood  platelets,  blood  cal- 
cium and  fragility  of  the  red  blood  cells  are  nor- 
mal. Being  a condition  of  heredity,  it  seems  due  to 
congenital  weakness  and  defect  of  the  blood  vessel 
system.  No  cure  is  possible,  treatment  being  di- 
rected to  relief  of  hemorrhages  when  this  is  feasible 
and  treatment  of  the  secondary  anemia.  Blood 
transfusion,  radium  and  roentgen  treatment  have 
been  tried  with  various  local  measures.  Being  a 
disease  of  such  striking  characteristics  it  commands 
diligent  consideration  when  encountered. 

• GoUlstein.  llyinan,  I.:  Heredofamilial  .Angioinalosis 
wltli  liecurriiiK  Familial  Hemorrhages  ( Keiuler-Osler- 
Welier’s  Hlseasel.  .\ridi.  Inl.  .\led.,  IS:S;!ii-S(l5.  .N’ov.,  19.31. 


THE  LURE  OF  THE  OBSCENE 
The  flood  of  fiction  published  during  recent 
years,  dealing  with  sexual  indulgences  and  irregu- 
larities, seems  to  have  produced  a public  tolerance 
toward  writings  of  a suggestive  and  more  or  less 
indecent  character.  What  is  now  accepted  with 
complacence  would  have  shocked  the  reader  a few 
years  ago.  The  climax  of  pornographic  indecency  is 
observed  in  recent  issues  of  Ballyhoo.  It  features 
grotesque  female  nudity  with  an  elaborate  assort- 
ment of  other  vulgar  illustrations.  A letter  recently 
received  from  the  publisher  suggests  that  the  editor 
may  be  “interested  in  the  enclosed  copies  of  the 
Bums,  Slenderine,  and  Old  Bootleg  advertisements, 
appearing  in  the  current  issue  of  Ballyhoo.”  The 
lure  of  the  obscene  is  demonstrated  by  the  re- 
ported sale  of  a million  copies  of  the  January  issue 
of  this  magazine.  Why  a medical  editor  should  be 
expected  to  get  a thrill  from  observing  human 
nakedness  depicted  with  various  bawdy  suggestions, 
together  with  fake  human  advertisements  illus- 
trating loose  habits,  is  not  clearly  comprehended. 
The  editor  took  satisfaction  in  replying  that  to  his 
mind  this  is  a disgusting  publication,  having  no 
justification  for  existence.  From  a literary  stand- 
point the  magazine  is  negligible.  The  illustrations, 
offering  satirical  depictions  of  human  frailties,  with 
accompanying  hidden  sexual  suggestions,  are  des- 
titute of  artistic  qualities.  One  cannot  but  specu- 
late on  the  permanence  of  a publication  of  this 
character.  

A CHILD  GUIDANCE  CLINIC 
The  modern  medical  school  offers  instruction  in 
many  fields  of  investigation  that  were  unknown 
to  former  generations  of  practitioners.  Study  of  the 
child  has  become  of  such  importance  that  it  fea- 
tures a special  department  in  certain  institutions. 
Thus  the  L'niversity  of  Oregon  Medical  School 
announces  the  establishment  of  a Child  Guidance 
Clinic  at  the  Medical  School  Clinic  in  Portland, 
beginning  Tuesday,  December  8.  The  Clinic  has  as 
its  purpose  the  study  of  the  problems  of  children 
exhibiting  abnormal  behavior  from  whatever  cause. 
The  Department  of  Psychiatry  in  the  Medical 
School  is  thus  made  available  to  the  community 
in  determining  causes  and  attempting  to  eliminate 
them  in  children,  whose  progress  in  school  is  im- 
paired or  who  present  problems  of  conduct.  This 
department  is  thus  enabled  to  aid,  in  an  advisory 
manner,  the  public  schools,  the  Court  of  Domestic 
Relations  and  others  in  dealing  with  problem  chil- 
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dren.  Special  quarters  and  facilities  have  been  made 
available  in  the  Medical  School  buildings  and  Dr. 
Henry  H.  Dixon,  Clinical  Professor  of  Neuropsy- 
chiatry, is  in  charge  of  the  Child  Guidance  Clinic 
which  will  be  held  on  Tuesday  and  Friday  morn- 
ings of  each  week.  The  Clinic  is  conducted  in  close 
cooperation  with  the  public  schools  and  has  been 
enabled  so  to  do  by  appropriation  derived  from  the 
income  of  the  Vestal  fund  which  was  left  to  the 
public  schools  some  years  ago  by  the  late  John 
N’estal. 

HOSPITALIZATION  OF  VETERANS  FOR 
NONSERVICE  DISABILITIES 

Through  Congressional  action  in  1926,  para- 
graph 202-10  of  the  World  War  Veterans’  Act  was 
amended,  providing  that  all  disabled  veterans  may 
be  admitted  to  veterans’  hospitals  free  of  charge, 
without  regard  to  the  nature  of  origin  of  their  disa- 
bilities. The  significance  of  this  provision  is  indi- 
cated in  the  annual  report  of  Administrator  Hines 
of  the  Veterans’  Bureau  as  presented  in  the  United 
States  Daily  for  December  9,  1931,  covering  the 
year  ending  June  30.  According  to  this  report  82,- 
850  or  76  per  cent  of  admissions  were  for  the  treat- 
ment of  nonservice  connected  disabilities,  as  com- 
pared with  13,243  or  17  per  cent  in  1925.  The  re- 
port further  states  that  74  per  cent  of  the  veteran 
population  under  treatment  were  “in  facilities  un- 
der the  control  and  jurisdiction  of  the  Veterans’ 
Administration;  20  per  cent  were  in  other  Govern- 
ment hospitals,  and  but  6 per  cent  were  in  state 
and  civil  institutions.  Approximately  60  per  cent 
of  the  patients  in  state  and  civil  institutions  are 
suffering  from  neuropsychiatric  diseases.” 

It  is  stated  that  fifty-three  veterans’  hospitals 
in  operation,  as  of  March  31,  1931,  had  a bed  capa- 
city of  25,930  patients.  It  is  estimated  that  a maxi- 
mum number  of  129,859  beds  will  be  needed,  if 
veterans  of  all  wars  are  given  a mandatory  right 
to  hospitalization.  The  cost  of  this  construction 
program  will  amount  to  more  than  $360,000,000. 
The  cost  of  maintenance,  when  completed,  will  be 
about  $200,000,000  per  year  with  cost  of  profes- 
sional staff  more  than  $19,000,000  per  year. 

At  the  annual  meeting  of  American  Medical  As- 
sociation in  Philadelphia  last  summer,  the  Shoul- 
ders resolution  was  adopted  which  recommends  that 
the  Government  of  the  United  States  shall  issue 
to  each  veteran  a disability  insurance  policy  which 
provides  for  a weekly  cash  benefit  payable  to  the 
veteran  during  any  period  of  total  disability,  and 


the  payment  of  a liberal  hospital  benefit  sufficient 
to  cover  hospital  expenses  during  any  period  of 
hospitalization.  According  to  the  calculations  of  a 
competent  insurance  actuary,  the  probable  cost  of 
thus  caring  for  4,000,000  veterans  during  the  first 
year  would  amount  to  $92,400,000.  The  cost  of 
maintenance  under  the  hospitalization  plan,  to  say 
nothing  of  other  costs  when  completed,  would  be 
more  than  double  the  cost  of  this  insurance  plan 
the  first  year.  As  it  progresses  the  cost  of  this  in- 
surance plan  would  greatly  decrease  from  year  to 
year.  On  the  other  hand,  if  this  immense  hospital 
plan  were  once  established,  its  abandonment  would 
be  a very  difficult  procedure  and  other  means  to 
continue  its  existence  would  likely  be  devised. 

Beside  this  insurance  plan  presented  by  the 
Shoulders  resolution,  other  propositions  have  been 
suggested,  involving  the  right  for  the  veteran  to 
employ  his  own  physician  and  the  selection  of 
a civilian  hospital  according  to  his  desires,  with  de- 
tails of  Government  financing  to  be  properly  devel- 
oped. It  is  asserted  that  there  are  sufficient  civilian 
hospitals  already  built  to  accommodate  all  the 
needs  of  all  the  veterans  in  addition  to  civilian 
needs.  There  are  hospitals  available  in  every  im- 
portant center  of  population  in  the  United  States. 
A recent  survey  by  the  American  Medical  Associa- 
tion shows  there  were  120,786  vacant  beds  in  gen- 
eral civilian  hospitals  in  1930,  with  an  additional 
daily  average  of  58,615  vacant  beds  in  special  hos- 
pitals. Therefore,  it  appears  that  the  construction 
of  more  veterans’  hospitals  is  not  necessary  because 
of  the  lack  of  hospital  beds.  Last  month  at  Indian- 
apolis a conference  was  held  between  representa- 
tives of  the  American  Medical  Association  and  the 
American  Legion  for  the  discussion  of  matters  per- 
taining to  federal  hospitalization  of  veterans.  It  is 
believed  this  conference  will  form  the  basis  for 
further  discussions  and  negotiations  that  may  lead 
to  the  adoption  of  some  plan  which  will  prove  ac- 
ceptable for  the  care  of  the  disabled  veterans  by 
the  utilization  of  civilian  hospitals  and  physicians 
with  a minimum  cost  to  the  government. 


ERADICATION  OF  BOVINE  TUBERCULOSIS 
In  the  enumeration  of  causes  for  the  reduction 
in  the  mortality  from  tuberculosis  which  have  been 
published  in  recent  years,  the  decline  in  bovine 
tuberculosis  is  always  mentioned  as  an  active  fac- 
tor. The  slaughtering  of  tuberculous  infected  cattle, 
following  results  of  the  tuberculin  test,  has  often 
been  accompanied  by  great  opposition  on  the  part 
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of  owners  of  herds.  In  some  states,  as  has  been  the 
case  in  Iowa,  military  protection  has  been  neces- 
sary for  veterinarians  in  makinp;  their  tests.  This 
opposition  has  frequently  disappeared,  following 
the  slaughter  of  reactors  in  the  jiresence  of  their 
owners  who  have  observed  the  manifest  gross  tuber- 
culous lesions  in  their  cattle. 

.According  to  a recent  publication  by  the  United 
.States  Department  of  Agriculture  the  success  of 
this  campaign  to  eradicate  tuberculosis  has  been 
largely  due  to  the  decision  of  the  public  not  to  tol- 
erate the  presence  of  this  dangerous  malady  among 
live  stock.  Regarding  the  results  obtained,  it  is 
stated  that  in  the  fifteen  year  period  ending  in 
1908,  four  hundred  thousand  tuberculin  tests  ap- 
plied to  cattle  disclosed  an  infection  of  10  per  cent. 
In  the  year  1930  alone  more  than  13,000,000  tests 
showed  only  1.5  per  cent  of  tuberculous  infection. 
It  is  believed  that  this  progressive  eradication  of 
the  disease  may  result  in  a practical  extermination 
of  tuberculosis  among  cattle.  At  the  present  time 
it  is  stated  that  in  nearly  42  per  cent  of  all  the 
counties  in  the  United  States  bovine  tuberculosis 
has  been  practically  eliminated.  This  is  one  of 
the  encouraging  features  of  the  nation-wide  battle 
which  is  being  conducted  against  tuberculosis. 


SHOULDER  TO  SHOULDER 

Recent  visits  to  most  of  the  county  medical 
societies  of  the  state  have  given  rise  to  certain 
facts  and  impressions.  The  great  majority  of  doc- 
tors are  practicing  medicine  as  individualists.  They 
have  chosen  a definite  line  of  work  or  specialty, 
have  individual  ideas  about  certain  treatment, 
drugs,  diets,  bills,  collections,  methods  and  office 
equipment.  There  is  great  waste  in  duplication  of 
equipment,  large  office  plants  being  used  only  a 
few  hours  a day,  telephones,  microscopes,  roentgen- 
ray  machines,  stenographers,  laboratories  not  kept 
busy,  and  too  much  office  space.  One  competes 
against  another  in  maintaining  an  elaborate  office. 
The  average  cost  of  overhead  is  30  to  60  per  cent 
of  the  gross  income.  Frankly,  this  is  poor  eco- 
nomics. 

'I'his  individualistic  trait  has  a tendency  to  cre- 
ate a barrier  against  one  another,  t^ach  feels  that 
his  own  method  is  superior.  The  other  doctor’s 
diagnosis,  treatment  and  method  is  discounted. 
'I'here  is  lack  of  cohesion.  .At  a time  like  the  pres- 
ent, with  universal  scarcity  of  cash  and  a general 
retrenchment  in  every  line  of  commerce  and  in- 
dustry, it  behooves  the  wise  man  to  make  a survey 


of  his  establishment  and  eliminate  the  waste. 
\\  hether  doctors  desire  it  or  not,  necessity  will 
compel  them  to  group  and  share  a common  estab- 
lishment, on  the  hour  or  half-day  basis. 

In  a number  of  industrial  cities  doctors  have 
completely  lost  their  independence,  and  are  now 
employed  by  hospital  associations,  industrial  clin- 
ics and  beneficial  associations  at  salaries  which  are 
demoralizing  and  ruinous.  The  field  of  open  medi- 
cal practice  is  growing  smaller  each  year.  It  is 
being  replaced  by  some  form  of  socialized  medi- 
cine, as  lodge  practice,  the  supplemental  health 
contract,  the  U.  S.  A'eterans’  Administration,  char- 
ity clinics  and  hospitals,  the  U.  S.  Public  Health 
Service,  hospital  associations,  group  clinics  and 
many  others.  The  men  of  our  profession  are  not 
standing  together,  there  is  no  real  cohesion.  If  we 
do  not  unite  we  will  be  run  over,  swept  aside  and 
dictated  to.  AA'e  must  stand  shoulder  to  shoulder. 

(Kclitorial,  The  Bulletin.  King  County  Medical  So- 
ciety. 10:21,  Dec.  21,  1931.) 


AN  ELABOR.ATE  REPORT  OF 
TR.ANSACTIONS 

Readers  of  this  issue  may  wonder  why  so  much 
space  has  been  given  to  publication  of  the  transac- 
tions of  the  annual  meeting  of  Oregon  State  Medi- 
cal Society  at  Eugene.  One  will  note  that  a large 
portion  of  it  is  devoted  to  this  purpose.  Being  the 
official  publication  of  three  state  associations,  one 
of  the  chief  functions  of  this  journal  is  to  publish 
reports  of  their  annual  meetings  with  their  business 
transactions,  whatever  may  be  the  length  of  each. 
If  a report  is  presented  of  surprising  brevity,  this 
is  due  to  the  meager  quantity  of  material  submit- 
ted. If  one  carefully  reviews  this  Oregon  report, 
he  will  find  it  is  not  a mass  of  dry,  uninteresting 
statistics.  It  presents  in  readable  form  and  with 
much  detail  the  activities  performed  by  the  differ- 
ent committees  of  the  state  society.  It  indicates 
that  the  organization  has  not  been  asleep  in  any 
of  the  fields  of  endeavor  which  the  various  com- 
mittees have  been  expected  to  cover.  In  fact,  this 
is  an  annual  report  of  a state  society’s  proceedings 
during  the  previous  year.  It  might  well  be  an  ex- 
ample to  other  state  associations  of  the  complete 
I^resentation  of  accomplishments  of  results  through 
the  efforts  of  its  regular  committees.  This  explana- 
tion is  not  offered  as  an  apology  for  occupying 
so  much  space  with  these  transactions.  Rather,  it 
is  intended  to  emphasize  the  work  of  this  society 
and  thereby  induce  a larger  number  of  readers 
to  devote  careful  attention  to  the  report. 
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OUR  ADVERTISERS 

An  essential  feature  of  a medical  journal  consists  of  its 
advertisers.  These  are  selected  with  care  and  are  commend- 
ed to  the  readers  for  patronage.  In  this  issue  the  follow- 
ing new  advertisements  will  be  noted.  Hollister-Stier  Lab- 
oratories for  hay  fever  and  pollens,  page  2 ; Porro  Biologi- 
cal Laboratories  for  pollen  and  protein  extracts,  page  14; 
Battle  Creek  Food  Co.,  page  23. 


MEDICAL  NOTES 

■Annual  Meeting  of  College  of  Physicians.  The  Six- 
teenth Annual  Session  of  this  organization  will  be  held 
in  San  Francisco  during  the  week  of  April  4.  The  primary 
purposes  of  the  College  are  the  encouragement  and  preser- 
vation of  high  standards,  the  dissemination  of  knowledge 
within  its  field  and  the  cultivation  of  the  historic  and  es- 
thetic ground  in  which  medicine,  as  one  of  the  learned  pro- 
fession, grows.  This  will  be  the  first  session  held  west  of 
the  Mississippi.  The  general  chairman  for  the  meeting  will 
be  Dr.  William  J.  Kerr,  professor  of  medicine  in  the  Uni- 
versity of  California.  There  will  be  five  afternoon  and  two 
evening  sessions  devoted  to  formal  papers  and  addresses, 
while  clinics  and  demonstrations  in  San  Francisco  hospitals 
will  occupy  the  mornings.  Many  men  of  note  will  appear 
on  the  program,  presenting  much  of  scientific  interest  to 
the  medical  profession. 

.\wARD  FOR  Goiter  Research.  The  .American  Association 
for  the  Study  of  Goiter  again  offers  its  award  of  $300.00 
for  the  best  essay  based  on  original  research  work  on  any 
phase  of  goiter.  This  prize  will  be  awarded  at  the  annual 
meeting  in  Hamilton,  Ontario,  June  14-16.  Competing 
manuscripts  must  be  in  the  hands  of  the  corresponding  sec- 
retary, J.  R.  Yung,  M.Di,  Rose  Dispensary  Bldg.,  Terre 
Haute,  Ind.,  not  later  than  March  IS. 


OREGON 

University  of  Oregon  .Alumni  Meeting.  The  Alumni 
of  University  of  Oregon  Medical  School  will  have  its  next 
annual  meeting  in  Portland,  March  7-9.  A guest  speaker 
of  national  reputation  will  be  in  attendance.  Every  mem- 
ber of  the  association  is  urged  to  submit  a paper  for  the 
program.  A large  attendance  is  indicated  at  this  meeting. 
Dr.  John  LeCocq,  1011  Summit  Ave.,  Seattle,  is  in  charge 
of  the  program  for  members  practicing  in  Washington.  All 
others  are  to  be  referred  to  W.  H.  Belknap,  Medical-Den- 
tal Bldg.,  Portland. 

Portland  Academy  of  Medicine  held  its  annual  meet- 
ing at  the  University  Club  in  Portland  Friday,  November 
10.  The  newly  elected  officers  were  installed.  These  in- 
cluded Drs.  R.  B.  Dillehunt,  president;  W.  K.  Livingston, 
first  vice-president ; Louis  Gambee,  second  vice-president ; 
■A.  G.  Bettman,  treasurer;  H.  J.  Sears,  secretai^.  Dr.  Marr 
Basaillon  was  elected  as  member  of  library  committee.  Dr. 
Stuart  W.  Harrington,  chief  of  section  on  thoracic  surgery 
gave  an  address  on  “The  Surgical  Treatment  of  Pulmonary 
and  Pleural  Supperation.” 

Wartime  Hospital  to  be  Reopened.  The  Hahnemann 
hospital,  which  was  once  used  for  the  treatment  of  Port- 
land World  War  wounded,  will  be  reopened  as  a general 
hospital  available  to  the  public.  A fund  of  $100,000  is  be- 


ing raised  for  financing  the  alterations  and  repair  work 
needed.  This  will  include  the  division  of  large  wards  into 
private  and  semiprivate  rooms,  improvement  in  heating 
facilities,  installation  of  modern  roentgen-ray  equipment 
and  the  addition  of  a complete  laboratory  and  pharmacy. 
.An  entire  floor  will  be  devoted  to  maternity  cases.  The 
building  has  been  unused  since  1928. 

Bequest  for  Hospital.  A ninety  thousand  dollar  sum 
is  made  available  to  the  Wesley  Hospital  at  Marshfield  by 
the  will  of  John  Sherman  Gray,  pioneer  resident  of  Gardi- 
ner. The  income  from  the  money  is  tied  up  for  some 
time  in  the  future  but  the  entire  amount  will  ultimately 
be  available  for  the  use  of  the  hospital. 

Mercy  Hospital  in  Roseburg  recently  celebrated  the 
one  hundredth  anniversary  of  the  founding  of  the  institute 
of  the  Sisters  of  Mercy.  The  organization  had  its  origin 
in  Dublin,  Ireland,  and  the  first  convent  of  mercy  was 
erected  in  that  city.  There  are  now  ten  thousand  houses 
of  mercy  in  all  parts  of  the  world  caring  for  the  sick  and 
afflicted. 

Wesley  Hospital  of  Marshfield  held  its  annual  meet- 
ing and  election  of  officers  Monday,  December  7.  Mearle 
C.  Fox  was  elected  chief  of  staff  to  replace  J.  M.  Simpkins. 
W.  P.  Chisholm  was  elected  secretary-treasurer,  taking  the 
office  previously  filled  by  M.  E.  Wilson. 

Central  Oregon  Medical  Society  held  a banquet  meet- 
ing at  Bend,  Nevember  19.  The  speaker  was  Dr.  Ralph  A. 
Fenton,  who  spent  considerable  time  at  the'' meeting  of 
military  surgeons  at  The  Hague  last  summer.  Dr.  F.  A. 
Lieuallen,  president  of  the  society,  presided. 

Columbia  County  Medical  Society  held  a meeting  at 
St.  Helens,  December  16.  Dentists  of  the  county  were 
present.  Lyle  B.  Kingery  of  Portland  read  a paper  on, 
“Differential  Diagnosis  of  Oral  Lesions.” 

Central  Willamette  Medical  Society  held  its  election 
of  officers  December  3 at  the  Benton  Hotel  in  Corvallis. 
Dr.  G.  E.  Fortmiller  of  Albany  was  elected  president.  He 
supersedes  Dr.  Delbert  Standard  of  Eugene.  Dr.  Henry 
Garnjobst  was  elected  secretary. 

Clatsop  County  Medical  Society  met  December  9 at 
St.  Mary’s  Hospital  staff  room  in  Astoria.  Joseph  McCon- 
nell was  elected  president  and  R.  W.  Kullberg  was  elected 
secretary.  The  society  voted  a protest  against  the  new 
fee  schedule  recently  adopted  by  the  state  industrial  acci- 
dent commission. 

Lane  County  Medical  Society  held  its  monthly  meet- 
ing Thursday,  December  17,  at  Osburn  hotel  in  Eugene. 
M.  G.  Howard,  Eugene,  was  elected  president,  H.  R.  Al- 
lumbaugh  of  Junction  City  vice-president,  and  Milton  V. 
Walker  of  Springfield  secretary-treasurer.  George  P.  Win- 
chell,  Eugene,  was  the  new  censor  elected. 

St.  Mary’s  Hospital  Staff  of  Astoria  held  its  regular 
monthly  meeting  December  9 with  Dr.  M.  H.  Smith  pre- 
siding. The  president  read  a paper  on  “Obesity.” 

Dr.  Kenneth  Lancefield  has  opened  offices  in  Medi- 
cal .^rts  Building,  Portland.  He  will  limit  his  work  to 
roentgen-ray  and  internal  medicine.  He  was  a member  of 
the  staff  of  the  Henry  Ford  Hospital  in  Detroit,  Mich., 
for  two  years  and  was  on  the  staff  of  the  Cleveland  Clinic 
at  Cleveland,  Ohio,  for  two  years. 
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Dr.  B.  C.  Wilson',  for  three  years  county  doctor  for 
Jackson  county,  has  recently  opened  offices  in  the  Med- 
ford Building.  He  is  a graduate  of  \ anderbilt  University 
and  the  Universities  of  Georgia  and  Cincinnati. 

New  Physician  for  Medford.  Dr.  Harold  B.  Gillis  has 
opened  offices  for  the  practice  of  medicine  and  surgery  in 
the  Medford  Central  Building.  He  has  returned  to  Oregon 
after  a period  as  health  officer  in  .\laska. 

Dr.  Frank  E.  Fowler,  .Astoria,  has  been  elected  staff 
president  of  the  Columbia  Hospital  for  the  coming  year. 


WASHINGTON 

Tacoma  Physician  Honored.  Dr.  Christen  Quevli  was 
last  month  honored  by  the  trustees  and  efficiency  commit- 
tee of  Tacoma  General  Hospital,  who  presented  him  with  a 
memorial  engraved  on  parchment  as  a testimonial  of  their 
appreciation  of  his  long  service  for  that  institution.  He 
has  been  in  continuous  practice  in  Tacoma  longer  than  any 
other  phj’sician  of  that  city,  locating  there  in  1888.  Dur- 
ing these  forty-three  years  of  practice  he  has  become  an 
institution  in  that  city,  having  been  connected  with  many 
public  enterprises  and  organizations  of  a public  character 
for  the  benefit  of  the  population.  It  is  hoped  that  he  will 
continue  to  function  for  many  future  years. 

New  Hospital  Staff.  Dr.  L.  L.  Lugar  has  been  elected 
president  of  the  staff  of  St.  Elizabeth’s  Hospital,  Yakima. 
Dr.  B.  S.  Cerswell  was  chosen  vice-president  and  Dr.  C. 
Riemcke,  secretary-treasurer.  The  executive  committee  con- 
sists of  J.  P.  I.oudon,  M.  J.  Maguire,  A.  J.  Helton,  C.  J. 
Lynch,  G.  E.  Marcy  and  George  Cornett. 

St.  Joseph’s  Hospital  St.aff  Meeting  was  held  Monday 
evening  December  7,  in  Tacoma.  The  following  physicians 
appeared  on  the  program:  J.  A.  LeGasa,  S.  L.  Blair,  E.  C. 
Voder,  J.  S.  Smeall  and  G.  Wislicenus. 

Whatcom  County'  Medical  Society  at  its  meeting  in 
Bellingham,  December  7,  elected  W.  A.  Halbush,  Belling- 
ham, president  for  the  ensuing  year.  Other  officers  elected 
were  C.  S.  Hood,  F'erndale,  first  vice-president;  C.  C.  Hills, 
Custer,  second  vice-president ; G.  F.  Cook,  Bellingham,  sec- 
retary, and  S.  R.  Boynton,  Bellingham,  treasurer. 

Cowlitz  County  Medical  Society  held  its  annual  elec- 
tion of  officers  Tuesday  evening  December  8,  at  the  Hotel 
Monticello,  Longview.  C.  J.  Hoffman,  Woodland,  was 
elected  president;  C.  J.  Sells  vice-president  and  J.  F.  Bir- 
beck,  secretary-treasurer,  both  of  Longview. 

Dr.  M.  M.  Kalez,  formerly  associated  with  Dr.  J.  G. 
Cunningham,  has  moved  into  the  Paulsen  Medical-Dental 
Building,  Spokane,  where  he  will  share  offices  with  Drs. 
.Newman  and  Newman. 

Dr.  a.  E.  Baldwin  has  recently  opened  offices  on  Queen 
•Anne  Hill  in  Seattle.  He  is  a graduate  of  the  University 
of  Minnesota  and  practiced  there  six  years  before  coming 
to  the  Northwest. 

Dr.  M.  L.  Herzic,  formerly  of  Seattle,  removed  his  of- 
fices to  Toppenish,  where  he  will  be  associated  with  Dr. 
H.  R.  Skinner  in  the  practice  of  medicine. 

Dr.  J.  Elery  Fales  of  Ritzville  has  moved  to  Stanwood, 
and  is  taking  over  the  entire  second  floor  of  the  old  Bank 
of  Stanwood  building. 


Spokane  County  Medical  Society  met  Wednesday,  De- 
cember 16,  in  the  .Auditorium  of  the  Paulsen  Medical-Den- 
tal Building,  Spokane.  Dr.  Stuart  Harrington,  chief  of 
Thoracic  Surgery  of  Mayo  Clinic,  gave  an  illustrated  paper 
on  pulmonary  surgery. 

Snohomish  County  Medical  Society  held  its  annual 
banquet  at  the  Everett  Golf  and  Country  Club  Monday. 
November  30.  Officers  for  1932  were  installed.  Dr.  H.  J. 
Greer  of  East  Stanwood  is  the  newly  elected  president. 

Dr.  Harry  C.  Watkins,  a graduate  pharmacist  from 
Oregon  State  College  and  a graduate  of  the  1930  class  of 
University  of  Oregon  Medical  School,  has  opened  offices 
with  his  father.  Dr.  H.  C.  Watkins,  at  Hoquiam. 

Dr.  .a.  T.  Lukins  who  has  been  practicing  medicine  at 
La  Crosse  for  the  past  eleven  years,  has  moved  his  offices 
to  Chehalis. 

Dr.  B.  N.  Collier  has  recently  opened  offices  for  the 
practice  of  medicine  in  Hillcrest. 


IDAHO 

Returns  from  .Abroad.  Dr.  F.  A.  Pittenger  of  Boise,  ar- 
rived home  Dec.  6,  from  a two  months’  trip  in  Europe. 
Time  spent  in  England  was  devoted  largely  to  attending 
various  clinics. 

Dr.  H.  G.  Potter  has  opened  offices  for  the  practice  of 
medicine  at  Elk  River. 


OBITUARIES 

Dr.  Emile  Casper  Joseph,  age  41,  died  December  12 
at  the  Veterans’  Hospital,  Portland,  after  an  illness  which 
had  confined  him  in  Portland  hospitals  for  the  past  four 
months.  He  was  born  at  Streator,  111.,  in  1890.  He  re- 
ceived his  early  education  in  Edmonton,  Canada.  While 
still  a boy  his  parents  moved  to  Salem,  where  he  attended 
and  graduated  from  high  school.  He  studied  at  Willamette 
University  and  the  University  of  Oregon  and  was  graduat- 
ed from  Oregon  Medical  School  in  1914.  After  a year’s  in- 
ternship at  St.  Vincent’s  Hospital  in  Portland,  he  located 
in  Corvallis,  where  he  practiced  continuously  until  the 
time  of  his  last  illness. 

Dr.  Hor.ace  M.  Patten,  aged  63,  died  suddenly  on  the 
morning  of  December  13  at  his  home  in  Portland,  follow- 
ing an  acute  heart  attack.  He  was  born  at  Oneonta,  New 
York,  and  was  a graduate  of  Baltimore  University  School 
of  Medicine  in  1897.  He  had  been  connected  with  Belle- 
vue Hospital,  New  York  City,  for  a number  of  years  and 
practiced  medicine  in  Parkersburg,  West  Virginia,  for  eight 
years  before  coming  to  Portland,  where  he  had  practiced 
for  about  twenty-three  years. 

Dr.  j.  E.  Froom,  aged  67,  died  at  Orlando,  Florida,  De- 
cember 7,  where  he  had  been  in  ill  health  for  a number  of 
years.  He  was  a graduate  of  American  Medical  Mission- 
ary College,  Chicago,  in  1889.  He  located  in  Boise,  Ida., 
in  1907.  Following  a stroke  of  paralysis  in  1929,  he  went 
to  Florida,  where  he  was  located  at  the  time  of  his  death. 

Dr.  H.  O.  Williams  of  Glendale,  Ore.,  died  December 
12  at  the  home  of  his  son.  He  came  originally  from  Ken- 
tucky and  Southern  Ohio  and  moved  to  Oregon  in  1852. 
In  1888  he  began  practice  at  Prosser,  where  he  continued 
for  thirty  years. 
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REPORTS  OF  SOCIETY  MEETINGS 


OREGON  STATE  MEDICAL  SOCIETY 

MINUTES  OF  THE  FIFTY-SEVENTH  ANNUAL 
MEETING  OF  OREGON  STATE  MEDICAL 
SOCIETY  HELD  AT  EUGENE,  OREGON, 
OCTOBER  22-23-24,  1931 

HOUSE  OF  DELEGATES 
First  Session 
Thursday,  October  22 

The  opening  session  of  the  House  of  Delegates  was  called 
to  order  by  President  Thomas  E.  Griffith  at  7:00  a.m.  in 
the  Banquet  Room  of  the  Eugene  Hotel. 

President  Griffith  announced  the  appointment  of  the  fol- 
lowing committees:  New  Business,  H.  J.  Clements,  Chair- 
man, William  T.  Johnson,  Lewa  Wilkes,  W.  H.  Bueerman ; 
Unfinished  Business,  J.  Earl  Else,  Chairman,  James  J.  D. 
Haun,  Frank  E.  Butler,  Frank  E.  F'owler,  R.  J.  Pilking- 
ton,  David  Robinson;  Resolutions,  John  H.  Fitzgibbon, 
Chairman,  Charles  E.  Hunt,  William  Kuykendall,  John  H. 
Flynn,  G.  A.  Massey;  Credentials,  Homer  P.  Rush,  Chair- 
man, W.  W.  Baum,  Alfred  B.  Peacock,  A.  O.  Waller,  L.  L. 
Truax. 

On  roll  call  the  following  officers  and  councilors  were 
present:  Thomas  E.  Griffith,  E.  L.  Zimmerman,  H.  J.  Clem- 
ents, John  H.  Fitzgibbon,  William  T.  Johnson,  Frederick 

D.  Strieker,  R.  H.  Wellington,  William  Kuykendall,  Wil- 
son Johnston,  C.  L,  Booth,  Charles  E.  Sears,  W.  B.  Morse, 

E.  B.  McDaniel,  Thompson  Coberth,  and  Lee  B.  Bouvy. 

The  following  delegates  were  present:  D.  C.  Reynolds  of 

Corvallis,  Benton  County  Medical  Society;  D.  C.  Stanard 
and  Charles  E.  Hunt  of  Eugene  and  N.  L.  Tartar  of  Cor- 
vallis, Central  Willamette  Medical  Society;  John  H.  Flynn 
of  St.  Helens,  Columbia  County  Medical  Society;  Alfred 
B.  Peacock  of  Marshfield,  Coos  and  Curry  Medical  Society; 
Lewa  Wilkes  of  La  Grande,  Eastern  Oregon  District  Medi- 
cal Society;  G.  A.  Massey  of  Klamath  Falls,  Klamath  and 
Lake  Medical  Society;  A.  O.  Waller  and  Irvin  R.  Fox  of 
Eugene,  Lane  County  Medical  Society;  W.  W.  Baum  and 
R.  E.  Lee  Wood  of  Salem,  Polk-Yamhill-Marion  Medical 
Society;  Homer  P.  Rush,  Louis  P.  Gambee,  John  G.  Cheet- 
ham,  J.  Earl  Else,  Marr  Bisaillon,  T.  Tharaldsen,  .Albert 
W.  Holman,  Frank  E.  Butler,  Helen  A.  Cary,  W.  H.  Bueer- 
man, A.  M.  Webster,  Karl  H.  Martzloff,  Roger  Holcomb, 
and  B.  A.  Van  Loan  of  Portland,  Portland  City  and  Coun- 
ty Medical  Society;  Joseph  P.  Brennan  of  Pendleton,  Uma- 
tilla County  Mescal  Society;  James  J.  D.  Haun  of  La 
Grande,  Union  County  Medical  Society. 

L.  L.  Truax  of  Klamath  Falls  Leslie  S.  Kent,  of  Eu- 
gene, E.  E.  Osgood  of  Portland,  and  the  Executive  Secre- 
tary were  also  present. 

Homer  P.  Rush  of  the  Credentials  Committee  reported 
that  the  delegates  elected  to  represent  the  Baker  County 
Medical  Society  the  Clatsop  County  Medical  Society,  the 
Douglas  County  Medical  Society,  the  Jackson  County 
Medical  Society,  the  Malheur  County  Medical  Society,  the 
Tillamook  County  Medical  Society,  the  Mid-Columbia 
Medical  Society,  the  Southern  Oregon  Medical  Society, 
the  Wallowa  County  Medical  Society,  and  the  Yamhill 
County  Medical  Society  were  absent  as  well  as  four  of 
the  delegates  from  the  Portland  City  and  County  Medical 
Society.  Dr.  Rush  further  reported  that  the  Council  of  the 
Portland  City  and  County  Medical  Society  had  empowered 
the  Chairman  of  its  delegation  to  appoint  alternate  dele- 
gates to  replace  regularly  elected  delegates  who  were  ab- 
sent and  that  .Albert  W.  Holman,  Chairman,  had  appointed 
Ira  E.  Gaston,  Matthew  Riddle,  and  Max  Simons  of  Port- 
land and  Frank  R.  Mount  of  Oregon  City  to  serve  as  sub- 


stitute delegates.  Dr.  Rush  further  reported  that  in  the 
absence  of  the  regularly  elected  delegates  from  the  Wallowa 
County  Medical  Society,  John  B.  Gregory  of  Wallowa 
was  present  and  eligible  to  be  seated.  Upon  motion  duly 
made  and  seconded  Drs.  Gaston,  Riddle,  Simons,  Mount 
and  Gregory  were  seated  by  vote  of  the  House. 

Upon  motion  duly  made  and  seconded,  it  was  voted  to 
dispense  with  the  reading  of  the  minutes  of  the  last  session, 
the  same  having  been  printed  in  the  November,  1930  issue 
of  Northwest  Medicine. 

President  Griffith  called  attention  to  the  provision  in 
the  By-Laws  which  provides  that  the  Committee  on  Nomi- 
nations shall  be  appointed  by  the  House  of  Delegates  itself 
but  pointed  out  that  for  many  years  past  the  president 
had  appointed  this  committee.  He  requested  that  the  House 
of  Delegates  express  its  desires  with  regard  to  this  matter. 
Upon  motion  duly  made  and  seconded,  it  was  unanimously 
voted  that  the  president  be  empowered  to  appoint  the 
Committee  on  Nominations.  President  Griffith  announced 
that  he  would  appoint  this  committee  before  the  close  of 
the  day’s  deliberations. 

The  Executive  Secretary  read  letters  inviting  the  Society 
to  hold  its  next  meeting  in  Portland,  Salem,  and  The  Dalles. 
Dr.  G.  .A.  Massey  of  Klamath  Falls  presented  a request 
from  the  Klamath  and  Lake  Medical  Society  inviting  the 
Society  to  meet  in  Klamath  Falls  next  year.  These  invi- 
tations were  referred  to  the  Committee  on  New  Business 
Report  of  the  Secretary. 

Frederick  D.  Strieker  of  Portland  presented  the  follow- 
ing report: 

I beg  to  submit  my  report  as  Secretary  of  the  Oregon 
State  Medical  Society  for  the  past  year.  This  is  only  a 
general  report  as  the  detailed  report  will  be  read  by  the 
Executive  Secretary.  Since  the  last  meeting  of  the  State 
Society  held  in  Portland,  September  17  and  18,  1930,  the 
Council  has  held  eleven  meetings.  At  practically  every 
meeting  of  the  Council  the  Workman’s  Compensation  Act 
has  been  discussed  and  at  one  meeting  all  the  members  of 
the  Industrial  .Accident  Commission  attended  and  took  part 
in  the  discussion.  Much  work  was  done  by  the  Committee 
but  it  will  take  the  organized  effort  of  the  profession  to 
secure  proper  recognition. 

The  question  of  employing  attorneys  for  members  who 
were  insured  by  insurance  companies  against  liability  from 
malpractice  suits  was  considered  and  it  was  decided  that 
these  members  were  entitled  to  legal  service  from  the  medi- 
cal defense  fund  of  the  Society,  if  they  made  a request  for 
such  service.  However,  it  was  found  that  most  members 
of  the  Society  were  insured  for  liability  insurance  by  regu- 
lar indemnity  insurance  companies.  This  made  it  advisable 
to  secure  data  by  which  the  entire  membership  of  the 
Society  could  be  so  protected.  Rates  were  obtained  from 
a reliable  insurance  company  whereby  the  following  re- 
duced rates  would  be  possible. 


$ 5,000— $15,000  $12.00 

$10,000— $25,000  $16.00 


The  proposal  was  made  to  pay  these  premiums  by  pay- 
ing three  dollars  out  of  the  present  medical  defense  fund, 
three  dollars  out  of  the  current  dues  and  to  assess  the  bal- 
ance to  the  individual  members’  dues.  This  proposal  is  to 
be  submitted  to  the  House  of  Delegates  for  action. 

The  Council,  in  cooperation  with  the  Portland  City  and 
County  Medical  Society  and  the  Oregon  Public  Health 
League,  secured  the  services  of  Carey  and  Kerr  to  provide 
legal  advice  for  the  Council  and  the  State  Society.  This 
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action  insures  the  Society  necessary  legal  counsel  at  all 
times. 

For  the  past  si.\  years  efforts  have  been  made  to  stimu- 
late the  organization  of  county  medical  societies.  During 
the  past  year  almost  all  the  counties  in  which  there  are 
enough  physicians  to  justify  a medical  society  have  been 
organized  into  county  medical  societies.  The  Oregon  State 
Medical  Society’s  future  depends  on  the  strength  of  the 
component  county  medical  societies.  .\n  analysis  of  the 
membership  of  the  county  societies  reveals  the  fact  that 
many  of  the  members  arc  not  members  of  the  State  Society. 

A question  has  also  arisen  in  regard  to  the  county  soci- 
eties being  chartered.  The  records  show  that  practically  all 
of  the  county  societies  are  operating  without  charters.  It  is 
recommended  tha<t  the  county  societies  be  chartered  and 
that  they  be  requested  to  adopt  a constitution  and  by-laws 
in  accordance  with  the  Constitution  and  By-Laws  of  the 
.■\merican  Medical  Association  and  the  Oregon  State  Medi- 
cal Society  before  being  chartered. 

The  activities  of  the  State  Society  have  increased  many 
times  since  the  Society  established  a central  office  with  an 
e.xecutive  secretary.  At  the  present  time  you  have  an  office 
that  transacts  a considerable  volume  of  business  and  de- 
mands that  business  be  conducted  in  a strictly  business-like 
manner  if  it  is  to  endure.  For  this  reason,  I am  recom- 
mending the  election  of  an  executive  committee  by  the 
Council  to  consist  of  the  President,  the  Secretary,  and  three 
members  of  the  Council  to  act  as  directors  of  the  central 
office  and  to  transact  all  business  that  may  present  itself  be- 
tween the  meetings  of  the  Council.  This  centralizes  the 
responsibility  and  makes  it  possible  to  meet  any  emer- 
gency that  might  occur  between  meetings. 

There  is  still  much  to  be  done.  The  State  Society  must 
arrange  its  program  so  that  there  will  be  an  equitable  dis- 
tribution of  services  to  all  the  physicians  of  the  state.  The 
major  endeavors  of  the  State  Society  should  be  through 
the  county  medical  societies.  Every  county  medical  society 
should  have  a program  for  universal  diphtheria  immuniza- 
tion in  cooperation  with  the  county  health  department. 

The  county  society  should  make  available  to  every  com- 
munity periodic  health  examinations. 

Last  but  not  least,  the  county  medical  society  should 
have  a representative  in  every  lay  and  social  organization 
having  a health  program. 

The  county  medical  society  should  also  be  interested  in 
the  county  health  department  and  insist  that  members  of 
the  county  medical  and  dental  societies  be  active  members 
of  the  board  of  health. 

This  completes  my  sixth  year  as  Secretary  of  the  Oregon 
State  Medical  Society.  During  this  time  the  Society  has 
prospered  and  today  it  is  in  better  standing  both  as  to 
membership  and  finances  than  it  has  ever  been  in  its  his- 
tory. This  has  been  due  to  the  wholesome  support  of  the 
members  of  the  Society  and  by  the  selection  of  officers 
who  many  times  at  a sacrifice  have  given  freely  of  their 
services  to  promote  the  welfare  of  the  medical  profession 
of  the  state. 

The  time  has  come  to  pass  the  duties  of  secretary  on  to 
someone  who  can  devote  more  time  and  energy  to  continue 
the  enlargement  of  the  activities  of  the  Oregon  State  Medi- 
cal Society.  I am  grateful  to  all  of  the  members  for  their 
help  and  assure  you  that  it  is  a pleasure  for  me  to  retire 
to  the  ranks  where  I can  truly  enjoy  my  membership  in 
this  Society. 

Respectfully  submitted. 

Frederick  D.  Stricker, 

Secretary. 


L'pon  motion  duly  made  and  seconded,  it  was  voted  that 
the  report  of  the  Secretary  be  accepted  and  referred  to  the 
Committee  on  New  Business. 

Report  of  the  Executive  Secretary 

Clyde  C.  Foley,  Executive  Secretary,  presented  his  annual 
report  as  follows: 

To  the  Members  of  the  House  of  Delegates  of  the  Ore- 
gon State  Medical  Society: 

The  following  report  of  the  activities  of  the  headquarters 
office  during  the  past  year  is  respectfully  submitted: 

The  efforts  of  the  past  twelve  months  have  been  directed 
along  the  several  well-defined  lines  which  have  been  care- 
fully developed  by  the  Society  during  recent  years.  The 
discussion  of  the  various  activities  will  be  presented  by 
grouping  them  under  the  specific  main  headings  under 
which  our  activities  may  logically  be  classified. 

1.  Organiz.ation  and  Guidance  of  Component  Societies 
The  counts’  medical  society  has  long  been  recognized  as 
the  backbone  of  both  state  and  national  medical  organiza- 
tion. In  our  state,  with  several  large  sparsely  settled  areas, 
county  societies  has-e  not  been  as  numerous  as  is  desirable 
and  needful,  particularly  in  view  of  the  many  medicoeco- 
nomic  and  medicosocial  problems  which  demand  attention 
from  a harmonious  and  compactly  organized  local  medical 
profession.  During  the  past  year,  therefore,  special  effort 
svas  made  to  increase  the  number  of  county  societies  with 
the  result  that  new  groups  were  formed  in  six  counties: 
Benton,  Yamhill,  Columbia,  Umatilla,  Union,  and  Mal- 
heur. The  Baker  County  Medical  Society  was  also  revived 
after  an  inactive  period  since  1926.  Existing  district  soci- 
eties in  these  areas  were  not  disturbed  and  will  continue  to 
function  largely  as  purely  scientific  bodies. 

Special  attention  was  also  given  during  the  past  year  to 
informing  the  component  societies  concerning  the  current 
problems  now  faced  by  organized  medicine  throughout  the 
country.  The  executive  secretary  discussed  these  problems 
before  all  of  the  newly  organized  societies  previously  men- 
tioned, as  well  as  before  many  of  the  older  groups,  includ- 
ing the  Polk-Yamhill-Marion,  Lane,  Tillamook,  and  Clat- 
sop county  societies.  In  these  discussions,  the  importance 
of  having  a physician  or  physician’s  wife  active  in  health 
matters  in  every  club  and  organization  in  the  various  local 
communities  was  stressed.  .Attention  was  also  called  to  the 
plan  for  the  care  of  the  indigent  sick  through  a contract 
between  the  county  medical  society  and  the  county  court 
and  providing  for  free  choice  of  physician. 

The  headquarters  office  also  filled  an  increasingly  larger 
demand  from  the  officers  of  component  societies  for  advice 
and  assistance  in  meeting  various  problems  of  local  policy 
which  arc  becoming  more  numerous  each  year.  This  grow- 
ing tendency  to  seek  the  counsel  of  the  state  medical  so- 
ciety in  these  matters  is  an  excellent  indication  of  the  closer 
relationship  now  rapidly  developing  between  our  state  and 
county  societies. 

2.  .Advancement  of  the  Physician’s  Welfare 
.An  important  function  of  the  progressive  .state  medical 
society  is  to  develop  plans  and  institute  machinery  for  ad- 
vancing the  welfare  of  its  members  as  individuals.  This 
duty  can  best  be  discharged  through  the  component  socie- 
ties which  are  closely  in  touch  with  the  everyday  life  of 
their  members. 

(a)  LOCAL  cooperatix'e  business  bureaus 
During  the  past  two  years,  our  state  medical  society 
has  worked  out  the  so-called  “Oregon  Plan”  under  which 
the  local  medical  society,  in  cooperation  with  the  local 
dental  and  graduate  nurses’  associations  and  the  hospitals. 
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maintains  a cooperative  business  bureau.  Bureaus  of  this 
type  are  in  operation  in  Portland,  Salem  and  Eugene. 

These  bureaus  hav^e  contributed  greatly  toward  improv- 
ing the  methods  of  caring  for  the  business  side  of  medical 
care.  Delinquent  accounts  are  collected  on  an  actual  cost 
basis  and  a centralized  file  of  credit  information  has  been 
developed  in  each  of  these  communities.  Owing  to  the 
financial  depression,  efforts  to  extend  this  type  of^  service 
to  all  parts  of  the  state  have  been  delayed.  Steps  were 
taken,  however,  to  place  the  facilities  of  the  Portland  bu- 
reau at  the  disposal  of  the  physicians  of  a number  of  near- 
by communities,  including  Clackamas,  Yamhill,  Washing- 
ton and  Columbia  counties. 

(b)  rXIFORM  BUSINESS  PROCEDURE 

During  the  year,  also,  a suggested  uniform  business  pro- 
cedure for  physicians,  including  uniform  office  record  forms 
and  monthly  statements,  was  prepared  and  made  available 
to  the  membership.  It  is  believed  that  the  adoption  by 
physicians  generally  of  a uniform  approach  to  the  patient 
in  matters  relating  to  the  financial  aspects  of  medical  care 
would  have  a stimulating  effect  toward  educating  the  pub- 
lic to  recognize  its  obligation  to  pay  the  doctor  promptly 
and  adequately. 

(c)  REDUCTIONS  IN  LUBILITY  I.NSUR.XNCE  R.ATES 

A further  effort  was  made  to  render  financial  aid  to  the 
membership  by  securing  reductions  in  the  premiums  paid 
for  liability  insurance.  thorough  study  was  made  of 
physicians’  liability  insurance  in  Oregon.  In  the  course  of 
this  study,  data  were  compiled  covering  the  number  of 
alleged  malpractice  claims,  suits  and  judgments  paid  during 
the  past  five  years.  The  results  of  this  investigation  showed 
that  the  members  of  our  Society  had  enjoyed  a much  more 
favorable  experience  with  respect  to  the  volume  and  results 
of  professional  liability  claims  than  physicians  in  many 
other  states. 

Following  the  completion  of  this  study,  steps  were  taken 
to  ascertain  whether  or  not  one  of  the  long  established, 
and  financially  responsible  casualty  insurance  companies 
would  not  undertake  to  write  this  insurance  for  members 
only  at  rates  consistent  with  the  relatively  lower  incidence 
of  malpractice  claims  and  suits  which  prevails  in  our  state. 
Such  a company  was  found  and  is  now  prepared  to  offer 
complete  professional  liability  protection  at  premiums  ap- 
proximately 20  per  cent  below  the  rates  in  effect  in  recent 
years. 

The  company  which  made  the  successful  bid  is  the  Fire- 
man’s Fund  Indemnity  Company  of  San  Francisco,  whose 
Oregon  general  agents  are  Durham  and  Bates,  Board  of 
Trade'  Building,  Portland.  This  company  has  been  thor- 
oughly investigated  and  the  coverage  offered  members  under 
their  liability  policy  approved  by  our  legal  counsel,  Carey, 
Hart,  Spencer  and  McCulloch.  The  rates  and  policy  forms 
have  also  been  approved  by  the  State  Insurance  Depart- 
ment and  filed  in  the  offices  of  the  department  at  Salem. 

3.  Publicity  for  Scientific  Medicine 

A great  deal  of  consideration  has  been  given  during  the 
past  year  to  improving  our  facilities  for  public  information. 

(a)  PUBLIC  READING  ROOMS 

Each  of  the  three  component  societies  which  have  estab- 
lished permanent  headquarters  (at  Portland,  Salem  and  Eu- 
gene) has  been  assisted  in  maintaining  a public  reading 
room  and  health  information  bureau  stocked  with  an  ex- 
cellent supply  of  health  pamphlets  and  posters  of  special 
interest  to  the  lay  public.  -Attractive  window  displays  of 
health  materials  are  also  a feature  of  these  educational 
efforts.  The  popularity  of  this  type  of  activity  is  attested 


to  by  the  fact  that  approximately  20,000  persons  made  use 
of  the  reading  rooms  during  the  past  year. 


(b)  speakers’  bureau 

Special  effort  was  also  made  to  extend  the  usefulness  of 
our  Speakers’  Bureau.  In  this  phase  of  our  activity,  the 
Woman’s  .Auxiliary  has  been  of  particular  assistance  through 
its  contacts  with  the  various  women’s  clubs.  .Approximate- 
ly fifty  speakers  were  supplied  during  the  year  to  various 
organizations,  including  a number  of  the  local  units  of  the 
Oregon  Congress  of  Parents  and  Teachers  and  the  Oregon 
State  Grange.  . , 

(c)  HEALTH  NEWS  STORIES 


.A  program  of  weekly  news  stories  on  various  popular 
phases  of  health  was  worked  out  for  the  Polk-Yamhill- 
Marion  Medical  Society.  These  stories  are  released  to  the 
local  newspapers  under  the  auspices  of  the  local  medical 
society  after  careful  review  by  the  supervisory  headquarters 
committee.  . 

(d)  FAIR  EXHIBITS 


Exhibits  at  county  and  district  fairs  offer  an  additional 
means  of  reaching  the  public  with  facts  concerning  scien- 
tific medicine.  The  Lane  County  Medical  Society  was 
given  assistance  in  arranging  such  an  exhibit  at  its  county 
fair  for  the  second  successive  year.  .A  similar  exhibit  was 
prepared  for  the  newly  organized  Columbia  County  Medi- 
cal Society.  The  Portland  City  and  County  Medical  Soci- 
ety, through  its  Woman’s  Auxiliary,  was  aided  in  its  initial 
effort  in  this  field  at  the  Pacific  International  Livestock 
Exposition.  More  than  100,000  persons  visit  this  exposi- 
tion annually.  radio  broadcasting 

The  question  of  radio  broadcasting  was  also  given  atten- 
tion. A program  was  outlined  for  and  adopted  by  the  'Lane 
County  Medical  Society.  This  project  is  being  sponsored 
in  cooperation  with  the  local  dental  society  over  station 
KORE  at  Eugene.  Ten  minute  health  talks  based  on  mate- 
rial supplied  by  the  .American  Medical  .Association  and  the 
.American  Dental  .Association  are  broadcast  twice  each 
week,  one  by  a member  of  the  local  medical  society  and 
one  by  a member  of  the  local  dental  society.  These  talks 
are  being  well  received  by  the  public. 

A similar  plan  was  presented  for  the  consideration  of  the 
Benton  County  Medical  Society,  under  which  the  Society 
would  join  with  the  Oregon  State  Agricultural  College  in 
sponsoring  a weekly  program  over  the  college  station, 
KO.AC,  at  Corvallis.  Xo  action  has  yet  been  taken  on  this 
project. 

.An  investigation  was  also  made  as  to  the  possibility  of 
bringing  to  the  Pacific  Coast  the  daily  health  talks  now 
being  broadcast  from  the  headquarters  of  the  .American 
Medical  .Association  at  Chicago.  These  talks  are  now  be- 
ing sent  out  to  a limited  number  of  stations  in  the  Middle- 
west  over  the  Columbia  Broadcasting  System.  Difficulty 
was  encountered  in  securing  a hook-up  for  the  Coast  be- 
cause of  the  early  hour  at  which  the  talks  would  be  re- 
ceived here,  particularly  under  daylight  saving  time.  It  is 
also  doubtful  whether  the  area  covered  by  these  broad- 
casts could  be  extended  without  incurring  considerable  ex- 
pense. .An  alternative  to  this  plan  would  be  the  initiation 
of  an  independent  program  of  talks  over  one  of  the  larger 
Portland  stations.  Negotiations  to  place  such  a plan  into 
effect  are  now  under  way. 


•4.  .Antiquackery  .Activities 
One  of  the  most  frequently  utilized  of  the  numerous 
public  services  rendered  by  our  headquarters  office  is  our 
information  service  on  nostrums  and  quackery.  During  the 
past  year  some  three  hundred  persons  were  informed  by 
personal  interviews  and  correspondence  as  to  the  worthless 
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character  of  the  remedies  of  numerous  blatant  quacks  and 
directed  into  the  sound  channels  of  scientific  medicine.  Sev- 
eral hundred  antiquackery  pamphlets  of  the  American 
Medical  .Association  were  used  in  prosecuting  this  activity 
as  well  as  in  supplying  the  demands  made  through  the 
reading  rooms  at  Portland,  Salem  and  Eugene. 

Special  bulletins  of  public  warning  were  prepared  on 
several  of  the  more  active  local  quacks;  notably,  concern- 
ing a Mrs.  Grimes  who  was  promoting  a “lung  salve”  for 
the  cure  of  tuberculosis,  F.  J.  Kolar  of  “bloodless  surgery” 
fame,  and  Dr.  G.  L.  Cousineau,  parading  under  the  impos- 
ing name  of  the  “International  Endocrine  Gland  Special- 
ist.” The  demand  for  information  on  the  Cousineau  expose 
was  particularly  strong,  over  one  hundred  inquiries  being 
answered  from  our  own  and  other  states. 

Closer  relations  were  also  established  with  the  Portland 
Better  Business  Bureau,  which  now  refers  to  our  head- 
quarters all  requests  received  for  information  in  the  medi- 
cal field.  The  Oregon  Editorial  Association  also  sought  our 
cooperation  for  the  first  time  in  securing  authentic  infor- 
mation for  the  purpose  of  censoring  medical  advertising 
among  its  member  newspapers.  Considerable  copy  was  re- 
jected on  the  basis  of  the  data  we  supplied,  although  the 
medical  advertising  situation  in  our,  as  in  other  states,  is 
still  far  from  ideal. 

S.  Liaison  with  Outside  Groups 
An  important  feature  of  the  year’s  progress  was  the 
marked  increase  in  the  number  and  scope  of  our  contacts 
with  outside  lay  and  professional  groups.  These  contacts 
will  undoubtedly  be  the  means  of  immeasurably  increasing 
the  influence  of  scientific  medicine  among  large  sections  of 
intelligent  and  progressive  people. 

(a)  RELATION  with  WOMEN’s  GROUPS 
The  Woman’s  Auxiliary  is  playing  an  important  part  in 
establishing  these  new  relationships.  Early  in  the  year  the 
Portland  .Auxiliary  affiliated  with  the  Portland  Federation 
of  Women’s  Clubs.  Shortly  afterward  the  executive  secre- 
tary was  invited  to  address  the  Federation  on  the  subject 
of  state  medicine.  .At  the  close  of  the  club  year,  two  active 
.Auxiliary  members  were  appointed  to  the  two  important 
health  chairmanships  in  the  Federation. 

Through  the  .Auxiliary  also,  closer  relations  were  estab- 
lished with  the  Oregon  Congress  of  Parents  and  Teachers, 
the  largest  lay  organization  in  the  state.  The  Congress  has 
adopted  the  study  programs  of  the  National  .Auxiliary  as 
the  guide  for  the  health  activities  of  its  local  branches.  At 
its  annual  meeting  w'ithin  the  last  few  days  the  Congress 
held  a joint  meeting  with  our  Auxiliary  which  arranged 
an  exhibit  of  health  educational  materials  supplied  through 
our  headquarters  office. 

The  Portland  League  of  Women  Voters  is  another  active 
women’s  organization,  with  which  close  relations  have  been 
established.  The  president  of  the  League  is  an  .Auxiliary 
member,  as  is  also  the  chairman  of  the  League’s  committee 
on  child  welfare. 

(b)  relations  with  other  lay  groups 
Other  important  groups  in  harmonious  relationship  with 
our  Society  are  the  Portland  City  Club,  in  which  the  So- 
ciety’s executive  secretary  is  chairman  of  the  public  health 
section,  the  Portland  Y.  M.  C.  .A.,  which  calls  upon  the 
headquarters  office  annually  for  its  program  of  health  talks 
and  the  Portland  4-H  Health  Clubs,  which  this  year  for 
the  first  time  requested  the  Society  to  supply  examiners 
for  their  annual  health  contests  in  the  public  schools,  for 
which  purpose  the  neighborhood  physicians  were  asked  to 
serve. 


(c)  RELATIONS  WITH  PROEESSIONAL  GROUPS 

Much  effort  has  also  been  made  to  secure  closer  coopera- 
tion with  other  professional  societies.  Our  local  societies 
are  now  cooperating  with  the  local  dental  and  graduate 
nurses’  associations  in  carrying  on  business  and  public  edu- 
cational activities  in  Multnomah,  Lane,  Marion  and  Wash- 
ington counties.  During  the  past  year  also  the  Portland 
City  and  County  Medical  Society  came  into  better  under- 
standing and  worked  out  with  the  Portland  Retail  Drug- 
gists .Association  several  problems  involving  the  interests  of 
both  physicians  and  druggists. 


(d)  PROPOSED  FEDERATION  OF  PROFESSION.AL  SOCIETIES 

For  sometime  it  has  been  apparent  that  the  common  aim 
of  all  professional  societies  of  seeking  to  elevate  their  pro- 
fessional standards  might  well  form  the  basis  for  some  plan 
of  permanent  cooperation.  During  the  past  year,  therefore, 
numerous  conferences  were  held  with  representatives  of 
practically  all  the  professional  groups  of  the  state.  Out  of 
these  conferences  grew  plans  for  the  formation  of  the  Ore- 
gon Federation  of  Professional  Societies.  .As  outlined  at 
present,  the  Federation  would  consist  of  a small  number 
of  delegates  from  each  of  the  member  societies  which  would 
cooperate  regularly  in  connection  with  certain  clear-cut 
issues  of  professional  legislation  and  law  enforcement. 
Groups  which  have  definitely  voted  to  cooperate  with  our 
Society  under  the  plan  are  the  Oregon  State  Pharmaceuti- 
cal .Association,  the  Oregon  State  Graduate  Nurses  .Asso- 
ciation, the  Oregon  Physiotherapy  .Association,  the  Oregon 
Society  of  X-Ray  Technicians,  the  Oregon  State  Veteri- 
narians .Association,  and  the  Oregon  Society  of  Certified 
Public  .Accountants.  Other  groups  considering  the  plan  in- 
clude the  Oregon  Chapter  of  the  .American  Institute  of 
.Architects,  the  Oregon  State  Teachers  .Association  and  the 
Oregon  State  Dental  .Association.  It  is  believed  that  the 
Federation  can  become  a powerful  instrument  for  e.xtend- 
ing  the  public  influence  of  all  the  affiliated  professions  and 
particularly  for  securing  adequate  representation  for  the 
professional  viewpoint  in  the  legislative  and  in  other  pub- 
lic bodies.  Legislattve  .Actiatties 


Through  the  Oregon  Public  Health  League,  the  Society 
has  also  been  active  in  protecting  the  interests  of  the  pub- 
lic health  and  the  medical  profession  by  participation  in 
important  legislative  issues. 


(a)  FEDERAL  LEGISLATION 

Much  effort  was  made  to  establish  friendly  relations  with 
the  Oregon  members  of  Congress.  One  joint  meeting  of  the 
Council  of  the  Society  and  the  Executive  Committee  of 
the  Oregon  Public  Health  League  was  held  with  the  Ore- 
gon delegation  for  the  purpose  of  discussing  health  legis- 
lation pending  in  the  last  Congress. 

Protest  was  particularly  made  against  the  bill  introduced 
by  Senator  McNary  which  proposed  to  transfer  the  milk 
control  activities  of  the  United  States  Public  Health  Serv- 
ice to  lay  officials  in  the  Department  of  .Agriculture.  .A  con- 
ference with  Mr.  McNary  shortly  after  this  meeting  result- 
ed in  the  withdrawal  of  the  bill. 


(b)  STATE  LEGISLATION 

Our  contacts  with  the  state  legislature  were  increased  to 
a marked  degree.  Many  of  our  component  societies  held 
dinner  meetings  with  their  legislators  prior  to  the  conven- 
ing of  the  legislature,  at  which  the  viewpoint  of  the  medi- 
cal profession  on  the  basic  science  act  and  other  import- 
ant legislation  v,'as  freely  discussed.  .At  several  of  these 
meetings,  representatives  of  the  state  medical  society  were 
also  present.  The  records  of  the  candidates  were  very  care- 
fully reviewed  at  headquarters  and  a list  of  approved 
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health  candidates  and  a warning  against  dangerous  cult 
proponents  were  sent  out  to  all  physicians. 

A basic  science  act  was  carefully  drawn  and  its  introduc- 
tion by  Senators  Booth  and  Upton  arranged  for.  The  bill 
received  more  public  and  newspaper  support  than  at  any 
previous  time  and  after  a bitter  fight  was  lost  in  the  Senate 
by  only  two  votes.  The  Woman’s  -Auxiliary  was  of  great 
assistance  in  organizing  the  support  of  numerous  promi- 
nent club  women  who  appeared  before  the  Committee  on 
Medicine,  Pharmacy  and  Dentistry  in  behalf  of  the  bill. 
Cooperation  was  also  given  the  hospitals  of  the  state  in 
securing  the  passage  of  the  hospital  lien  law.  The  defensive 
strength  of  the  health  forces  in  the  legislature  was  shown 
by  the  successful  fight  on  the  numerous  cult  bills,  including 
the  measure  proposing  to  create  a department  of  osteopa- 
thy at  the  University  of  Oregon  Medical  School,  the  bill  to 
permit  chiropractors  and  naturopaths  to  treat  patients  in 
the  hospitals,  and  the  measure  proposing  to  compel  the 
State  Industrial  .Occident  Commission  to  allow'  chiroprac- 
tors and  naturopaths  to  care  for  industrial  accident  cases. 

(c)  LOCAL  POLITICAL  ACTTVITY 

The  Portland  school  election  called  for  active  participa- 
tion by  the  proponents  of  sound  public  health  policies,  as 
several  candidates  backed  by  the  cults  were  in  the  field.  In 
the  effort  to  defeat  these  candidates  the  forces  of  the  Port- 
land City  and  County  Medical  Society,  its  Woman’s  Aux- 
iliary and  the  local  dental  and  graduate  nurses  associations 
were  combined.  Approximately  1600  letters  W'ere  sent  out 
to  arouse  interest  among  the  membership  of  these  organi- 
zations and  a considerable  amount  of  personal  campaign- 
ing for  the  sound  health  candidates  was  done.  These  efforts 
proved  well  worthwhile  as  sound  health  candidates  w’ere 

7.  Conclusion 

The  program  of  activities,  particularly  in  the  field  of 
medical  economies  and  public  relations,  now  being  carried 
on  through  our  permanent  headquarters,  is  in  step  with 
the  programs  of  the  more  progressive  state  medical  societies 
of  the  country  and,  considering  the  numerical  strength  of 
our  Society,  is  extremely  gratifying.  Our  present  favorable 
position  is  due  to  the  splendid  support  of  the  members 
and  the  earnest  efforts  of  the  Society’s  officers  and  coun- 
cilors. To  them  and  to  the  many  committeemen,  as  w’ell 
as  the  officers  of  the  component  societies,  I wish  to  make 
grateful  acknowledgement  of  many  courtesies  received  dur- 
ing the  past  >ear.  Respectfully  submitted, 

Clyde  C.  FoleY; 


Report  of  the  Treasurer 

R.  H.  Wellington,  Treasurer,  made  a verbal  report  of  the 
finances  of  the  Society  as  of  June  30,  1931,  as  prepared 
by  P.  W.  Janney,  certified  public  accountant.  The  report 


is  as  follows; 


Current 


Cash.  General  Fund 

Medical  Defense  Fund 

(Checking)  $ 418.33 

$ 2,258.13 

(Savings)  4,284.36 

4,702.71 

$ 6,960.84 

Accounts  Receivable.  Members’  Dues.. 

6,524.00 

Advertising  .Accounts  

Less  ,\llocable  to  Oregon  Public 

105.50 

6,629.50 

Health  League  

Accrued  Interest  Receivable. 

3,262.00 

3,367.50 

General  Fund  

19.26 

Medical  Defense  Fund 

105.73 

124.99 

Investments  (Schedule  I) 

10.453.33 

General  Fund  

3,441.30 

Medical  Defense  Fund 

12,276.65 

15,717.95 

Due  from  Receivers  Ralph  Schnec- 


loch  Co.  General  Fund 2,972.50 

Medical  Defense  Fund  2,972.50  5,945.00 

Office  Furniture  and  Fixtures 273.20 

Prepaid  Rent  50.00 

Liabilities  !f;32, 439.38 

Current.  Vouchers  Payable. 

General  Fund  $ 76.43 

Medical  Defense  Fund 935.80  1,012.23 

Deferred  Income,  Unearned  Dues $ 3,111.37 

Surplus  Capital 

General  Fund  ,S  9,194.09 

Medical  Defense  Fund 19,121.79  $28,315.88 

$32,439.48 


statement  of  income  and  expense  and  surplus 
JANUARY  1,  1931  TO  JUNE  30,  1931 


Income 


General  Fund 


Members  dues  $2,185.63 

Interest  83.75 

Miscellaneous,  Bulletin  advertising 

and  exhibits  237.50 

Expenses 

Council  meetings  70.50 

Miscellaneous  113.16 

Northwest  Medicine  681.00 

Office  expenses  49.61 

Bulletin  380.68 

Postage  140.26 

Rent  300.00 

Salaries  300.00 

Telephone  and  telegraph 27.08 

-\uditing  31.25 

Printing  and  multigraphing 44.75 

Net  income  


Net  worth,  balance  December  31,  1930 
Net  worth,  June  30,  1931  (per  Ex- 
hibit A)  


2,506.88 


2.138.29 

'368.59 

8,825.50 

$ 9,194.09 


Income  Medical  Defense  Fund 

Dues  1,191.75 

Interest  339.97  1,531.72 

Expense 

Lepl  fees  935.80 

Net  income  595.92 


Net  worth,  balance  December  31,  1930  18,525.87 

Net  worth,  June  30  (per  Exhibit  .\)  $19,121.79 

General  Fund 


STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
JANUARY  1,  1931  TO  JUNE  30,  1931 


Balance  of  cash,  December  31,  1930.... 


Receipts 

Members’  dues  $8,549.00 

Agency  collections; 

Portland  City 

and  County  $1,378.75 

Mid-Columbia  22.00 

Eastern  Oregon  23.00 

Southern  Oregon 7.00  1,430.75 

Interest  83.75 

Miscellaneous,  advertising  and  ex- 
hibit space  259.00 

Disbursements 

Salaries  300.00 

Medical  Defense  Fund 1,191.75 

Portland  City  and  County  Society..  1,378.75 

Oregon  Public  Health  League 4,274.50 

Eastern  Oregon  Society 26.00 

Southern  Oregon  Society 7.00 

Mid-Columbia  Society  22.00 

Rent  300.00 

Miscellaneous  expense  101.16 

Office  expense  49.61 

Postage  140.26 

Printing  44.75 


$ 1,694.79 


12,017.29 
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Northwest  Medicine  681.00 

Bulletin  493.48 

Telephone  and  telegraph 17.10 

Council  meetings  52.50 

•Auditing  31.25 

9,111.11 

Unpaid  vouchers,  December  31,  1930  648.05  9,759.16 

Balance  of  cash,  June  30,  1931 $ 2,258.13 


physicians  of  the  Society  had  no  representation  on  the 
Council  and  suggested  that  a Councilor-at-large  be  provid- 
ed to  represent  the  women  members.  This  suggestion  was 
referred  to  the  Committee  on  Revision  of  Constitution  and 
By-Laws. 

Upon  motion  duly  made  and  seconded,  it  was  voted  to 
adjourn  until  7:00  a.m.  on  Friday,  October  23. 


General  Fund 

SCHEDULE  OF  INVESTMENTS.  JUNE  30,  193  1 
Coupon  Interest 

Market 

Value 

Par 

.Accrued 

Interest 

Description 

City  of  Copenhagen. 

Maturity 

Rate 

Payable 

Cost 

9-25-31 

Value 

6-30-31 

No.  14184-5  

Interstate  Public  Service  Co. 

. 6-1-1952 

5 % 

6-1  & 12-1 

$ 1,945.00 

$1,440.00 

$ 2,000.00 

$ 8.33 

No.  D623  

United  States  4th  Liberty  Loan 

. 12-1-1956 

5 % 

6-1  & 12-1 

480.00 

480.00 

500.00 

2.08 

No.  H10155068  

Medical  Defense  Fund 
City  of  Copenhagen 

.10-15-1938 

4K% 

4-15  & 10-15 

1,016.30 
$ 3,441.30 

1,041.20 

$2,961.20 

1,000.00 
$ 3,500.00 

8.85 
$ 19.26 

No.  M1486  

Interstate  Public  Service  Co. 

. 6-1-1952 

S % 

6-1  & 12-1 

$ 972.50 

$ 720.00 

$ 1,000.00 

$ 4.17 

No.  D624  

. 12-1-1956 

5 

6-1  & 12-1 

480.00 

480.00 

500.00 

2.08 

Canadian  National  Railwavs 

Government  of  .Argentine 

12-1-1968 

4H7o 

6-1  & 12-1 

2,880.00 

2,557.00 

3,000.00 

12.92 

Nation  

Republic  of  Chile 

. 9-1-1960 

6 7o 

3-1  & 9-1 

3,018.75 

1.305.00 

3,000.00 

60.00 

No.  M7614:35720  

United  States  4th  Liberty  Loan 
Nos.  J-01155069,  K-01155070, 

. 4-1-1960 

6 7o 

4-1  & 10-1 

1.876.50 

270.00 

2,000.00 

* 

A-01155071  

,10-15-1938 

4-15  & 10-15 

3,048.90 

3,123.60 

3,000.00 

26.56 

♦Interest  not  accrued,  reported  to  be  in  default. 

$12,276.65 

$8,456.10 

$12,500.00 

$105.73 

Medical  Defense  Fund 

STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
JANUARY  1,  1931  TO  JUNE  30,  1931 


Balance  of  cash,  December  31,  1930....  $ 3,044.41 

Receipts 

Oregon  State  Medical  Society $1,290.00 

Interest  on  investments 318.75 

Interest  on  savings  account 49.55  1,658.30 

Disbursements,  none 

Balance  of  cash,  June  30,  1931 $ 4,702.71 

Distributed  as  follows: 

General  account  418.33 

Savings  account  4,284.38 

$ 4,702.71 


Upon  mation  duly  made  and  seconded,  it  was  voted  that 
the  report  of  the  Treasurer  be  accepted  and  referred  to  the 
Committee  on  .Auditing  and  .Appropriations. 

Report  of  the  Scientific  Committee 

Frederick  D.  Strieker,  Chairman,  made  a verbal  report 
for  the  Committee,  offering  the  printed  program  of  the 
meeting  as  the  report  of  the  Committee.  Upon  motion  duly 
made  and  seconded,  it  was  voted  that  this  report  be  ac- 
cepted. 

Irvin  R.  Fo.x  of  Eugene  proposed  that  a definite  policy 
be  adopted  concerning  the  relations  between  the  organized 
medical  profession  and  the  official  and  voluntary  health 
agencies  of  the  state,  to  be  based  upon  the  principles  adopt- 
ed by  the  Medical  Society  of  the  State  of  New  York.  This 
proposal  was  referred  to  the  Committee  on  New  Business. 

President  Griffith  announced  the  appointment  of  the 
Committee  on  Nominations  as  follows:  Wilson  Johnston, 
Chairman,  Joseph  P.  Brennan,  Thompson  Coberth,  Charles 
E.  Hunt,  and  G.  .A.  Massey. 

Homer  P.  Rush  of  Portland  pointed  out  that  the  women 


HOUSE  OF  DELEG.ATES 
Second  Session 
Friday,  October  23 

The  House  was  called  to  order  by  President  Griffith  at 
7:00  a.m.,  in  the  Banquet  Room  of  the  Eugene  Hotel. 

On  roll-call  the  following  officers  and  councilors  were 
present:  Thomas  E.  Griffith,  E.  L.  Zimmerman,  H.  J, 

Clements,  John  H.  Fitzgibbon,  William  T,  Johnson,  Fred- 
erick D.  Strieker,  R.  H.  Wellington,  Joseph  .A.  Pettit,  Wii- 
liam  Kuykendall,  Wilson  Johnston,  C.  L.  Booth,  Charles 
E.  Sears,  Frank  E.  Fowler,  W.  B.  Morse,  E.  .A.  Woods,  E. 

B.  McDaniel,  Thompson  Coberth,  and  Lee  B.  Bouvy. 

The  following  delegates  were  present:  D.  C.  Reynolds  of 

Corvallis,  Benton  County  Medical  Society;  D.  C.  Stanard 
and  Charles  E.  Hunt  of  Eugene,  and  N.  L.  Tartar  of  Cor- 
vallis, Central  Willamette  Medical  Society;  R.  J.  Pilkington 
of  .Astoria,  Clatsop  County  Medical  Society;  John  H. 
Flynn  of  St.  Helens,  Columbia  County  Medical  Society; 
•Alfred  B.  Peacock  of  Marshfield,  Coos  and  Curry  Medical 
Society;  Lewa  Wilkes  of  La  Grande  and  .A.  W.  McMurdo 
of  Heppner,  Eastern  Oregon  District  Medical  Society;  G. 
.A.  Massey  of  Klamath  Falls,  Klamath  and  Lake  Medical 
Society;  .A.  O.  Waller  and  Irvin  R.  Fox  of  Eugene,  Lane 
County  Medical  Society;  W.  W.  Baum  and  R.  E.  Lee 
Wood  of  Salem,  Polk-Yamhill-Marion  Medical  Society; 
Homer  P.  Rush,  Louis  P.  Gambee,  John  G.  Cheetham,  J. 
Earl  Else,  T.  Tharaldsen,  .Albert  W.  Holman,  Frank  E. 
Butler,  Helen  ,A.  Cary,  W.  H.  Bueerman,  .A.  M.  Webster, 
Karl  H.  Martzloff,  Roger  Holcomb,  B.  .A.  Van  Loan,  and 

C.  J.  McCusker  of  Portland,  Portland  City  and  County 
Medical  Society;  Joseph  P.  Brennan  of  Pendleton,  Uma- 
tilla County  Medical  Society;  James  J.  D.  Haun  of  La 
Grande,  Union  County  Medical  Society;  John  H.  Rankin 
of  Newberg,  Yamhill  County  Medical  Society. 

.A.  G.  Bettman,  .Andrew  J.  Browning,  and  Roy  C.  Mc- 
Daniel of  Portland,  Frank  R.  Mount  of  Oregon  City,  L.  L. 
Truax  of  Klamath  Falls,  Leslie  S.  Kent  of  Eugene,  Clarence 
A.  Smith  of  Seattle,  and  the  Executive  Secretary  were  also 
present. 
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Homer  P.  Rush,  Chairman  of  the  Credentials  Commit- 
tee, reported  that  the  delegate  elected  to  represent  the 
Jackson  County  Medical  Society  was  still  absent,  but  that 
E.  B.  Pickel  of  Medford  was  present  and  eligible  to  be 
seated.  Dr.  Rush  further  reported  that  the  Chairman  of 
the  Portland  delegation  had  appointed  Merl  Margason, 
Blair  Holcomb,  and  Morris  L.  Bridgeman  in  place  of  three 
absent  delegates.  Upon  motion  duly  made  and  seconded, 
Drs.  Pickel,  Margason,  Holcomb  and  Bridgeman  were  seat- 
ed by  vote  of  the  House. 

Report  of  the  Committee  on  Public  Policy 

The  Executive  Secretary  read  the  following  report: 

The  committee  desires  to  devote  this  report  to  the  con- 
sideration of  what  is  probably  the  most  pressing  problem 
now  faced  by  the  medical  profession.  VVe  refer  to  the  con- 
tinuous expansion  of  the  activities  of  the  United  States 
Veterans  Bureau,  a policy  which,  if  continued,  may  easily 
result  in  extending  governmental  care  to  the  families  of  all 
veterans,  in  short  to  the  establishment  of  a most  pernicious 
form  of  state  medicine. 

This  subject  was  given  wide  discussion  in  the  House  of 
Delegates  of  the  .American  Medical  Association  this  year. 
Every  state  medical  society  was  urged  to  take  immediate 
steps  to  forestall  this  eventuality  by  actively  supporting  the 
so-called  Shoulders’  resolution  which  was  adopted  by  the 
.American  Medical  Association  House  of  Delegates  as  its 
policy  toward  the  medical  care  of  veterans.  This  policy 
recognizes  the  duties  of  the  federal  government  to  veterans 
but  proposes  a plan  of  cash  benefits  to  disabled  veterans 
instead  of  the  continual  extension  of  the  Veterans’  Bureau’s 
activities  in  the  field  of  disabilities  of  nonservice  origin  by 
providing  additional  beds  and  hospital  facilities  at  huge  ex- 
pense to  federal  taxpayers. 

The  adoption  of  the  proposed  plan  would  mean  that  the 
veteran  could  secure  needed  professional  service  and  hos- 
pital care  from  physicians  and  hospitals  in  his  own  com- 
munity and  of  his  own  choice.  It  would  mean  that  the 
medical  profession  and  the  hospitals  would  receive  pay- 
ment for  services  rendered  to  veterans  from  funds  made 
available  to  them  bj’  the  federal  government  as  the  need 
is  shown. 

Whether  this  plan  can  be  made  effective  depends  in  large 
part  upon  the  attitude  of  the  American  Legion  and  its  local 
posts  throughout  the  country.  Many  posts  have  gone  on 
record  as  favoring  this  plan.  In  our  state  every  local  medi- 
cal society  should  see  that  the  proposed  plan  is  brought  to 
the  attention  of  their  local  Legion  post.  In  many  posts  the 
medical  profession  is  well  represented.  All  physician  mem- 
bers of  the  Legion  should  study  the  Shoulders’  resolution 
and  work  for  the  adoption  of  the  plan  of  disability  insur- 
ance. If  these  steps  are  taken,  much  of  the  menace  to  our 
profession  offered  by  the  Veterans’  Bureau  can  be  elimi- 
nated. 

We  append  the  Shoulders’  resolution  to  our  report  for 
the  information  of  the  delegates  and  members. 

Respectfully  submitted, 

E.  B.  McDaniel,  Chairman 
Wilson  Johnston 
Thomas  E.  Griffith 
Homer  P.  Rush 
■Albert  W.  Holman 
E.  L.  ZiMMERM.AN 

Upon  motion  duly  made  and  seconded,  it  was  voted  that 
this  report  be  accepted  and  referred  to  the  Committee  on 
New  Business. 


Report  of  the  Committee  on  Publication 

In  the  absence  of  C.  J.  Smith,  Chairman,  .A.  G.  Bett- 
man  presented  the  following  report: 

In  the  absence  of  the  Chairman  of  the  Publication  Com- 
mittee I have  no  report  to  make ; however,  it  might  be  of 
interest  to  you  to  know  that  your  official  publication. 
Northwest  Medicine,  is  maintaining  the  high  standard  it 
has  set  for  itself.  This  is  shown  particularly  in  the  reviews 
of  abstracted  literature. 

In  the  last  issue  of  the  Year  Book  of  Surgery  of  the 
Practical  Medicine  Series,  Northwest  Medicine  was  quot- 
ed ten  times,  this  being  an  average  of  almost  one  abstract 
from  each  issue  during  the  year.  It  ranked  right  near  the 
top  in  this  regard  among  the  twenty-one  state  journals 
abstracted,  many  of  which  had  but  one  reference  to  their 
columns. 

This  high  standing  is  due  to  the  high  ideals  and  per- 
sistent efforts  on  the  part  of  the  editor.  Dr.  Clarence  A. 
Smith,  and  I want  to  take  this  occasion  to  again  commend 
the  efforts  of  Dr.  Smith  for  giving  us  the  high-type  publi- 
cation which  we  receive  every  month. 

Respectfully  submitted, 

A.  G.  Bettman. 


Clarence  A.  Smith  spoke  briefly  in  appreciation  of  the 
commendatory  report  of  the  Committee.  Upon  motion 
dulv  made  and  seconded,  it  was  voted  that  this  report  be 
accepted  and  placed  on  file. 

Report  of  the  Committee  on  Medical  Defense 
Roy  C.  McDaniel,  Chairman,  presented  the  following  re- 
Claims 

Pending  at  beginning  of  period 3 

Filed  during  period 9 

Total  

Closed  without  payment 3 

Pending  at  close  of  period 9 

Total  12 


Suits  in  Lower  Court 

Pending  at  beginning  of  period 

Filed  during  period... 

Total  

Suits  dropped  by  plaintiff 

Nonsuits  for  physician-defendant 

Directed  verdict  for  physician-defendant 

Jury  verdict  for  physician-defendant 

Jury  verdict  for  plaintiff  $7,500;  new  trial  granted. 

Pending  at  close  of  period 

Total  


IS 

14 

29 

9 

4 

2 

3 

1 

10 

29 


Outstanding  Points  of  Year 

1.  Every  case  which  came  to  issue  in  lower  courts  was 
won  by  physician-defendant. 

2.  Verdict  of  $25,000  returned  in  lower  court  last  year 
against  physician  reversed  and  dismissed  by  Supreme  Court 
this  year. 

3.  Smaller  number  of  suits  filed  during  year;  14  against 
30  in  1930. 

Respectfully  sumbitted, 

Roy  C.  McDaniel,  Chairman 
Leo  S.  Lucas 
Fr.ank  E.  Butler. 


Upon  motion  duly  made  and  seconded,  it  was  voted  that 
the  report  of  the  Committee  be  accepted  and  placed  on  file. 

Roy  C.  McDaniel  called  attention  to  the  recent  decision 
of  the  Washington  Supreme  Court  in  Prather  vs.  Downs, 
in  which  the  Court  held  that  a physician  performing  an 
open  operation  on  a fractured  femur  without  first  employ- 
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ing  manipulation,  traction  and  extension  methods  was  guilty 
of  negligence,  and  urged  that  the  President  appoint  a com-, 
mittee  to  cooperate  with  the  Washington  State  Medical 
Association  in  appealinsr  this  case  to  the  United  States 
Supreme  Court. 

Report  of  Committee  on  Medical  Education  and 
Hospitals 

Karl  H.  Martzlofl,  Chairman,  presented  the  following 
report : 

The  report  at  this  time  is  merely  one  of  progress.  It 
may  not  be  amiss  to  recapitulate  from  our  report  of  last 
year  to  the  effect  that  your  Committee  believes  that  some 
form  of  standardization  aside  from  that  provided  by  tbe 
•American  College  of  Surgeons  should  be  provided  for  the 
hospitals  in  this  state. 

While  the  minimum  requirements  of  the  .American  Col- 
lege of  Surgeons  are  most  desirable  and  in  most  instances 
really  essential,  we  feel  that  there  are  hospitals  in  the 
small  communities  of  our  state  that  probably  fulfill  a very 
necessary  function  and  at  the  same  time  do  not  meet  the 
minimum  requirements  of  the  American  College  of  Sur- 
geons. We  believe  these  hospitals  are  entitled  to  a friendly 
attitude  on  our  part  and  believe  it  is  possible  to  work 
out  some  method  of  standardization  applicable  to  the  situ- 
ation as  it  exists  in  this  state,  which  at  the  same  time 
will  not  react  unfavorably  to  tbe  members  of  our  Society 
and  to  the  public  whom  they  serve. 

During  the  past  year,  through  the  efficient  assistance  of 
our  Executive  Secretary,  Mr.  Foley,  we  have  been  gather- 
ing information  from  the  .American  Medical  Association 
and  the  various  state  medical  societies  concerning  the  mat- 
ter of  hospital  standardization  in  the  individual  states  and 
we  believe  the  work  of  this  committee  with  this  informa- 
tion at  hand  should  be  completed  during  the  coming  year. 

Respectfully  submitted, 

K.\rl  H.  Martzloff,  Chairman 
Franklix  P.  Johxsox 
Russell  Keizer 

Upon  motion ' duly  made  and  seconded,  it  was  voted 
that  this  report  be  accepted  and  placed  on  file. 

Report  of  the  Committee  on  Auditing  and 
Appropriations 

John  H.  Fitzgibbon,  Chairman,  presented  the  following 
report: 

As  pointed  out  in  our  report  last  year,  the  auditing 
function  of  the  committee  has  been  practically  eliminated 
by  the  employment  of  a certified  public  accountant  who 
supervises  the  bookkeeping  of  the  Society  and  audits  the 
records  semiannually  as  of  June  30  and  December  31. 

The  committee  is  of  the  opinion,  however,  that  it  could 
serve  an  important  purpose  as  a finance  or  budget  com- 
mittee and  has  recommended  from  time  to  time  the 
preparation  of  an  annual  budget.  This  could  be  accom- 
plished, if  the  various  committees  were  instructed  to  outline 
a program  of  activities  for  the  year  together  with  an 
estimate  of  the  money  required  to  carry  out  their  pro- 
posed programs.  These  estimates  could  then  be  referred 
to  this  committee  which  could  prepare  a complete  budget 
for  all  the  activities  of  the  Society  during  the  ensuing 
year,  taking  into  account  the  estimated  income  and  the 
need  for  maintaining  adequate  reserve  funds.  This  budget 
could  then  be  presented  to  the  Council  as  the  recommenda- 
tion of  the  committee.  If  this  were  done,  it  would  stimulate 
the  committees  to  prepare  definite  programs  of  activities 
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and  place  the  expenditure  of  the  Society's  funds  on  a 
business  basis. 

The  committee,  therefore,  recommends  that  the  name  of 
this  committee  be  changed  to  the  Finance  Committee  and 
that  it  consist  of  the  President,  the  Secretary,  the  Treasurer 
and  two  other  members  of  the  Council.  It  further  recom- 
mends that  the  plan  outlined  above  be  adopted  and  to 
accomplish  this  recommends  the  following  amendments  to 
the  By-Laws: 

1.  That  Section  1 of  Chapter  VIII  be  amended  to  change 
the  name  of  the  “.Auditing  and  .Appropriations  Committee” 
to  the  “Finance  Committee.” 

2.  That  a new  Section  8 be  added  to  Chapter  VIII  to 
read  as  follows: 

Section  8.  The  Finance  Committee  shall  consist  of  the 
President,  the  Secretary,  the  Treasurer,  and  two  other 
members  of  the  Council.  Not  more  than  sixty  days  after 
each  annual  session,  each  committee  and  subsidiary  organ- 
ization seeking  financial  support  for  the  Society  shall  pre- 
sent to  it  a proposed  program  of  activities  for  the  ensuing 
}-ear  with  an  estimate  of  the  money  required  to  carry  out 
their  proposed  programs.  The  Finance  Committee  shall 
thereupon  prepare  a complete  annual  budget  for  the  ensu- 
ing year  and  present  the  same  to  the  Council  for  their 
consideration.  .All  requests  for  funds  for  emergency  pur- 
poses, in  addition  to  those  provided  for  in  the  annual 
budget  approved  by  the  Council,  shall  be  made  to  the 
Finance  Committee  which  shall,  as  soon  as  practicable, 
present  to  the  Council  their  recommendations  with  respect 
thereto. 

3.  That  the  existing  Section  8 of  Chapter  VIII  be  re- 
numbered to  make  Section  9 so  that  the  various  sections 
shall  appear  in  the  proper  serial  order. 

Respectfully  submitted, 

JoHX  H.  Fitzgibbon,  Chairman 
Emil  C.  Joseph 
F.  M.  Brooks 

Upon  motion  duly  made  and  seconded,  it  was  voted  that 
the  report  be  accepted  and  referred  to  the  Committee  on 
New  Business. 

Report  of  the  Committee  on  Revision 
of  Constitution  and  By-Laws 

The  Executive  Secretary  read  the  report  of  the  commit- 
tee as  follows: 

The  committee  recommends  that  the  proposal  to  amend 
the  Constitution  and  By-Laws  to  provide  for  “a  Councilcr- 
at-Large,  who  shall  be  a woman  physician,  shall  serve 
on  the  Council  of  the  Society.  The  term  of  this  Councilor 
shall  be  for  three  years,”  be  rejected.  The  committee  finds 
that  this  proposal  would  require  an  amendment  to  .Article 
V of  the  Constitution.  VVe  believe  that  any  constitutional 
change  favoring  sex.  color  or  creed  is  not  in  the  best  in- 
terests of  the  Society. 

Respectfully  submitted, 

Wilson  Johnston,  Chairman 
C.  L.  Booth 
L.  L.  Trua.k 
John  B.  Gregory 
Ernest  .A.  Woods 

Upon  motion  duly  made  and  seconded,  it  was  voted  that 
this  report  be  adopted. 

W.  H.  Bueerman  moved  that  the  Committee  on  Revdsion 
of  Constitution  and  By-Laws  report  at  this  time  upon  the 
amendments  to  the  By-Laws  relating  to  the  Oregon  Pubkc 


January,  1932 


SOCIETY  MEETINGS 


35 


Health  League  proposed  at  the  1930  session  by  the  delega- 
tion of  the  Portland  City  and  County  Medical  Society. 

Wilson  Johnston,  Chairman  of  the  Committee  on  Re- 
vision of  Constitution  and  By-Laws,  referred  to  the  crea- 
tion at  the  1930  meeting  of  the  House  of  Delegates  of  a 
special  Conference  Committee  on  the  Relations  between 
the  Oregon  Public  Health  League  and  the  Oregon  State 
Medical  Society,  and  pointed  out  that  the  creation  of  this 
committee  had  taken  the  problem  of  the  organization  of 
the  Oregon  Public  Health  League  out  of  the  hands  of 
his  committee. 

Karl  H.  Martzloff,  member  of  the  conference  committee, 
reported  that  the  committee  had  not  been  called  together 
and  that  consequently  the  committee  could  make  no  report. 

.Albert  W.  Holman  thereupon  moved  the  reconsideration 
of  the  amendments  relating  to  this  question  proposed  at 
the  1 930  session  by  the  delegation  of  the  Portland  City 
and  County  Medical  Society  as  follows: 

1.  By  striking  out  all  of  Chapter  XIII  which  provides  for 
the  financial  support  of  the  Oregon  Public  Health  League 
by  the  Oregon  State  Medical  Society  as  follows: 

Section  1.  The  proper  officers  of  this  Society  are  hereby 
authorized  and  directed  to  remit  as  rapidly  as  available  to 
the  duly  elected  Treasurer  of  the  Oregon  Public  Health 
League,  who  shall  be  properly  bonded,  a sum  of  money  not 
to  exceed  two  dollars  per  active  member  per  year;  but  in 
no  instance  shall  a sum  be  remitted  greater  than  fifty  per 
cent  of  the  amount  received  from  each  active  member  dur- 
ing the  year. 

Section  2.  In  consideration  of  the  sum  or  sums  of  money 
set  aside  for  the  Oregon  Public  Health  League  as  pro- 
vided for  in  Section  1,  of  the  Chapter,  the  Executive  Sec- 
retary of  the  League  shall  be  required  to  perform  the  work 
of  an  executive  secretary  of  the  Oregon  State  Medical 
Society. 

2.  By  renumbering  Chapter  XIV  to  make  it  Chap- 
ter XIII. 

3.  By  amending  Section  8 of  Chapter  VII  to  read  as 
follows: 

The  Council  may  employ  a lay  executive  secretary,  an 
attorney,  and  such  other  persons  as  may  be  necessary  to 
carry  on  the  affairs  of  the  Society  properly.  The  Council 
shall  fix  the  compensation  of  the  executive  secretary,  at- 
torney and  all  other  employees. 

4.  By  amending  Section  1 of  Chapter  VIII  by  inserting 
after  the  word  “Publications,”  the  words  “and  Public 
Policy.” 

5.  By  amending  Section  3 of  Chapter  VIII  to  read  as 
follows: 

The  Committee  on  Public  Policy  shall  consist  of  five 
members,  each  of  whom  shall  serve  for  a term  of  five 
years.  One  member  of  this  committee  shall  be  elected  an- 
nually by  the  House  of  Delegates,  provided  that  at  the 
annual  session  at  which  this  amendment  is  adopted,  one 
member  shall  be  elected  for  five  years,  one  for  four  years, 
one  for  three  years,  one  for  two  years,  and  one  for  one 
year.  The  President  and  President-elect  shall  be  ex-officio 
members  of  this  committee. 

A.  M.  Webster  moved  that  the  amendments  proposed 
by  the  delegation  of  the  Portland  City  and  County  Medical 
Society  in  1930  be  amended  to  read  as  follows: 

1.  By  striking  out  all  of  Chapter  XIII  which  provides 
for  the  financial  support  of  the  Oregon  Public  Health 
League  by  the  Oregon  State  Medical  Society  as  follows: 

Section  1.  The  proper  officers  of  this  Society  are  hereby 
authorized  and  directed  to  remit  as  rapidly  as  available  to 
the  duly  elected  Treasurer  of  the  Oregon  Public  Health 


League,  who  shall  be  properly  bonded,  a sum  of  money  not 
to  exceed  two  dollars  per  active  member  per  year;  but  in 
no  instance  shall  a sum  be  remitted  greater  than  fifty  per 
cent  of  the  amount  received  from  each  active  member 
during  the  year. 

Section  2.  In  consideration  of  the  sum  or  sums  of  money 
set  aside  for  the  Oregon  Public  Health  League  as  provided 
for  in  Section  1,  of  the  Chapter,  the  Executive  Secretary 
of  the  League  shall  be  required  to  perform  the  work  of 
an  e.xecutive  secretary  of  the  Oregon  State  Medical  Society 
under  the  direction  of  the  Council  of  this  Society. 

2.  By  renumbering  Chapter  XIV  to  make  it  Chap- 
ter XIII. 

3.  By  amending  Section  8 of  Chapter  XIII  to  read  as 
follows: 

The  Council  shall  employ  a lay  executive  secretary,  an 
attorney  and  such  other  persons  as  may  be  necessary  to 
carry  on  the  affairs  of  the  Society  properly.  The  Council 
shall  fix  the  compensation  of  the  executive  secretary,  at- 
torney and  all  other  employees. 

Wilson  Johnston  moved  the  amendment  of  the  amend- 
ments proposed  by  A.  M.  Webster  by  restoring  Section  1 
of  Chapter  XIII  of  the  By-Laws  and  amending  it  so  as  to 
read  as  follows: 

Section  1.  The  proper  officers  of  this  Society  are  hereby 
authorized  and  directed  to  remit  as  rapidly  as  available 
to  the  duly  elected  Treasurer  of  the  Oregon  Public  Health 
League,  who  shall  be  properly  bonded,  a sum  of  money  not 
to  exceed  two  dollars  per  active  member  per  year;  but 
in  no  instance  shall  a sum  be  remitted  greater  than  fifty 
per  cent  of  the  amount  received  from  each  active  member 
during  the  year. 

This  motion  was  seconded.  C.  L.  Booth  rose  to  a point 
of  order,  stating  that  the  matters  under  discussion  involved 
amendments  to  the  By-Laws  and  that  such  proposals  must 
lie  on  the  table  for  one  day.  .\fter  considerable  discussion, 
Karl  H.  Martzloff  moved  the  previous  question.  The  roll 
was  called  on  Wilson  Johnston’s  motion  which  was  lost 
by  a vote  of  42  to  11. 

The  House  then  voted  unanimously  to  adopt  the  pro- 
posal to  amend  the  amendments  to  the  By-Laws  presented 
at  the  1930  session  by  the  Portland  delegation  as  amended 
by  A.  M.  Webster’s  motion. 

President  Griffith  called  for  the  report  of  the  Conference 
Committee  on  the  Relations  between  the  Oregon  Public 
Health  League  and  the  Oregon  State  Medical  Society  ap- 
pointed at  the  1930  session.  E.  B.  McDaniel,  chairman 
of  the  committee,  stated  that  in  view  of  the  action  just 
taken  by  the  House,  there  was  no  need  for  a report  from 
this  committee. 

Upon  motion  duly  made  and  seconded,  it  was  v'oted  to 
adjourn  until  7:00  a.m.,  Saturday,  October  24. 


HOUSE  OF  DELEG.ATES 
Third  Session 
Saturday,  October  24 

The  House  was  called  to  order  by  President  Griffith  at 
7:00  a.m.,  in  the  Banquet  Room  of  the  Eugene  Hotel. 

On  roll  call  the  following  officers  and  councilors  were 
present:  Thomas  E.  Griffith,  E.  L.  Zimmerman,  H.  J. 
Clements,  John  H.  Fitzgibbon,  Frederick  D.  Strieker,  Jo- 
seph A.  Pettit,  William  Kuykendall,  Wilson  Johnston, 
C.  L.  Booth,  Charles  E.  Sears,  W.  B.  Morse,  E.  B.  Mc- 
Daniel, and  Thompson  Coberth. 

The  following  delegates  were  present:  D.  C.  Reynolds 
of  Corvallis,  Benton  County  Medical  Society;  D.  C.  Stan- 
ard  and  Charles  E.  Hunt  of  Eugene,  Central  Willamette 
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Medical  Society;  R.  J.  Piikington  of  Astoria,  Clatsop 
County  Medical  Society ; Lew  a Wilkes  of  La  Grande  and 
A.  W.  McMurdo  of  Heppner.  Eastern  Oregon  District 
Medical  Society;  E.  B.  Pickel  of  Medford.  Jackson  County 
Medical  Society;  G.  A.  Massey  of  Klamath  Falls,  Klamath 
and  Lake  Medical  Society;  O.  A.  Waller  of  Eugene.  Lane 
County  Medical  Society;  W.  W.  Baum  and  R.  E.  Lee 
Wood  of  Salem,  Polk-Yamhill-Marion  Medical  Society; 
Homer  P.  Rush.  Louis  P.  Gambee,  John  G.  Cheetham. 
J.  Earl  Else.  T.  Tharaldsen,  Albert  W.  Holman,  Frank 
E.  Butler,  Helen  A.  Cary,  Goodrich  C.  Schauffler,  W.  H. 
Bueerman,  A.  M.  Webster,  Karl  H.  Martzloff,  B.  A.  Van 
Loan,  and  C.  J.  McCusker,  of  Portland.  Portland  City  and 
County  Medical  Society;  F.  G.  Swedenburg  of  Ashland. 
Southern  Oregon  Medical  Society,  David  Robinson  of 
Tillamook,  Tillamook  County  Medical  Society;  James  J.D. 
Haun  of  La  Grande  Union  County  Medical  Society;  John 
H.  Rankin  of  Xewberg,  Yamhill  County  Medical  Society. 

Alvin  W.  Baird  of  Portland.  Clarence  A.  Smith  of  Se- 
attle, and  the  Executive  Secretary  were  also  present. 

Homer  P.  Rush,  Chairman  of  the  Credentials  Committee, 
reported  that  one  of  the  delegates  representing  the  Central 
Willamette  Medical  Society  was  absent,  but  that  Harr>‘ 
G.  Talbot  of  Eugene  was  present  and  eligible  to  be  seated, 
and  one  of  the  delegates  representing  the  Lane  County 
Medical  Society  was  absent,  but  that  Leslie  S.  Kent  of 
Eugene  was  present  and  eligible  to  be  seated.  Dr.  Rush 
further  reported  that  the  Chairman  of  the  Portland  dele- 
gation had  appointed  Raymond  E.  Watkins,  A.  G.  Bettman, 
C.  Ulysses  Moore,  and  Robert  L.  Benson  in  place  of  four 
absent  delegates.  Upon  motion  duly  made  and  seconded, 
Drs.  Talbot,  Kent.  Watkins,  Bettman.  Moore,  and  Ben- 
son were  seated  by  vote  of  the  House. 

Dr.  Strieker  announced  that  the  officers  and  councilors 
of  the  Society  had  been  invited  to  attend  the  football 
came  in  the  evening  as  the  guests  of  President  Hall  of  the 
University  and  that  complimentary  tickets  could  be  secured 
from  him  (Dr.  Strieker). 

Report  of  the  Committee  on  Public  Health 
and  Disease  Prevention 

Frederick  D.  Strieker,  Chairman,  presented  the  following 
report; 

The  members  of  the  Oregon  State  Board  of  Health  are 
also  members  of  this  committee  and  their  duties  bring  them 
in  touch  with  developments  and  problems  in  the  field  of 
public  health.  The  committee  has  endeavored  to  be  of 
service  to  the  community,  to  the  county  and  city  health 
authorities  and  to  the  health  welfare  organizations  of  the 
state. 

The  greatest  problem  in  the  State  of  Oregon  is  that  of 
providing  an  adequate  distribution  of  modern  medical 
service  to  the  entire  population  at  a reasonable  cost.  An 
adequate  and  official  program  of  disease  prevention  is  an 
essential  of  an  up-to-date  medical  service.  It  is  clear  that 
the  knowledge  of  preventive  medicine  is  far  in  advance 
of  its  application  to  the  needs  of  the  people.  The  responsi- 
bility for  carrying  out  the  program  of  disease  prevention 
has  been  assumed  by  health  agencies  who  have  tried  to 
demonstrate  the  value  of  a particular  health  program. 
The  control  of  communicable  disease  is  certainly  a respon- 
sibility of  the  legally  authorized  health  departments,  but  at 
that,  most  of  the  work  is  done  by  the  practicing  physician. 
Modern  medicine,  and  particularly  modern  preventive  med- 
icine, is  fundamentally  the  application  of  modern  medical 
research.  Preventive  medicine  should  be  a cooperative  un- 
dertaking. There  should  be  a definite  understanding  be- 
tween the  physician,  the  parent,  the  child  and  the  health 
department.  Only  through  such  a cooperative  effort  includ- 


ing everyone  in  the  community  can  disease  be  reduced  to 
a minimum  and  life  prolonged  to  its  fullest  extent. 

It  is  here  that  the  Medical  Society  should  make  a study 
of  unnecessary  illness  and  premature  deaths  and  determine 
what  the  organization  can  do  to  preserve  health  and 
prevent  disease.  Such  a study  necessarily  assures  the  pres- 
ervation of  the  professional,  ethical  and  economic  status  of 
the  physician.  We  cannot  hope  to  enjoy  the  leadership  in 
which  we  are  rightfully  entitled  to  deal  with  medical 
problems  unless  we  prepare  a program  that  will  demon- 
strate to  the  public  that  we  are  doing  everything;  to  protect 
the  public  health. 

Respectfully  submitted, 

Frederick  D.  Stricker,  Chairman 

H.  H.  Foskett 

-Albert  Movxt 

George  E.  Hovck 

J.  P.  Brexx.^x 

X.  E.  Irvixe 

J.  H.  Rosenberg 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  report  be  accepted  and  placed  on  file. 

Report  of  the  Committee  on  State  Industrial  Affairs 

The  Executive  Secretary  read  the  following  report  of 
the  committee: 

For  three  years  our  Society  had  tried  in  every  honorable 
way  to  cooperate  with  the  State  Industrial  .Accident  Com- 
mission, and  to  offer  our  services,  so  far  without  definite 
results. 

We  are  sure  that  the  intentions  of  our  Society  are  per- 
fectly sincere  in  wishing  to  help,  and  we  are  equally  sure 
of  our  ability  to  be  of  great  assistance  to  the  Commission 
and  the  injured  workmen  whom  they  and  we  are  striving 
to  serve. 

In  spite  of  our  efforts  the  Commission  persists  in  refusing 
the  help  which  is  offered  free  of  cost  and  that  could 
surely  be  of  great  advantage. 

In  our  report  last  year,  we  favored  the  establishment 
of  a Liaison  Committee.  The  Commission  expressed  their 
approval  of  this  recommendation  in  a meeting  which  your 
committee  had  with  them  in  June.  Their  attitude  at  the 
present  time  is  shown  by  the  following  letter  to  the  chair- 
man of  your  committee: 

Salem.  Ore.,  Sept.  21.  1931. 

Dr.  W.  B.  Morse, 

Salem.  Ore. 

My  dear  Doctor: 

I have  in  mind  my  recent  promise  to  you  that  the  Com- 
mission could  express  themselves  in  writing  resarding  the 
appointment  of  a committee  of  doctors  to  confer  with 
them  on  troublesome  matters  with  other  doctors  which 
occasionally  arise. 

-After  due  consideration,  we  have  decided  for  the  present 
we  would  not  ask  that  such  a committee  be  appointed, 
but  we  do  think  well  of  the  suggestion  and  think  perhaps 
that  around  the  first  of  the  year,  at  which  time  we  will 
take  this  up  with  you  further,  we  shall  be  in  a mood  for 
something  of  this  kind.  We  are  in  the  midst  of  certain 
statistical  information  that  will  by  that  time  give  us  more 
reliable  data  than  we  at  this  time  have. 

.Assuring  you  of  our  earnest  desire  to  cooperate  at  all 
times,  we  are 

Yours  very  truly, 

St.\te  Ixdustri.\l  .Accidext  Commission', 
Charles  T.  Early,  Chairman. 

You  will  please  note  that  this  letter  indicates  that  the 
Commission  would  narrow  the  field  of  action  of  this 
committee  to  merely  conferring  with  the  Commission  on 
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troublesome  matters  which  occasionally  arise  between  doc- 
tors and  the  Commission.  Our  plan  has  been  to  have  this 
liaison  committee  cover  a much  wider  field. 

During  the  past  year  your  committee  has  spent  a great 
deal  of  time  on  this  work  and  has  had  frequent  meetings, 
to  which  all  the  members  of  the  State  Industrial  Accident 
Commission  were  invited,  and  while  the  old  Commission 
was  in  office,  considerable  progress  was  made  in  clearing 
up  differences.  We  learned  a great  deal  about  the  difficulties 
of  the  Commission  and  they  learned  a great  deal  about 
our  side  of  the  case,  and  we  feel  that,  had  the  old  Com- 
mission been  retained,  something  constructive  might  have 
been  accomplished. 

We  are  aware  that  there  is  a wide-spread  dissatisfaction 
among  the  members  of  our  profession  with  the  recent  cut 
in  fees  established  by  the  Commission.  It  seems  the  Acci- 
dent Commissions  of  the  several  states  have  worked  out  a 
ratio  between  the  total  amount  paid  to  workmen  and  the 
total  amount  paid  for  medical  aid,  and  it  was  found  that 
the  proportion  paid  for  medical  aid  in  Oregon  was  much 
greater  than  the  average  of  other  states.  There  are  several 
reasons  why  this  proportion  is  greater  in  Oregon  than  in 
other  states. 

First,  padded  accounts.  We  who  attended  the  meeting 
in  June  were  shown  abundant  evidence  of  this,  if  we  were 
not  convinced  of  it  before. 

Second,  unsuccessful  or  even  improper  work,  causing 
much  additional  cost  before  cases  were  cleared  up. 

Third,  a tremendous  W'aste  at  the  Portland  Physio- 
Therapy  Department. 

Fourth,  cases  reported  as  accident  cases  which  were  not. 

Had  these  things  been  properly  approached  with  com- 
plete cooperation  between  the  Commission  and  the  Oregon 
State  Medical  Society,  much  might  have  been  accomplished 
in  cutting  the  medical  aid  total,  probably  enough  to  have 
made  the  general  cut  in  fees  unnecessary. 

In  our  opinion  the  cut  in  fees  will  not  correct  the  evils 
existing  but  will  rather  tend  to  aggravate  them.  One  trouble 
for  the  Commission  which  will  result  from  the  recent  cut 
in  fees  is  that  many  competent  men  who  place  a proper 
value  on  their  services  will  refuse  to  accept  state  cases. 
One  type  of  competent  man  who  does  not  accept  these 
cases  will  do  so  with  the  feeling  that  he  is  a philanthropist, 
doing  his  bit  toward  helping  the  Commission  out  of  a 
difficult  situation.  Another  type  will  feel  that  he  is  being 
imposed  upon  and  will  do  this  work  with  bitterness  toward 
the  Commission. 

The  doctor  should  not  be  placed  in  such  a position  that 
he  feels  he  is  compelled  to  do  charity  work  for  the  state. 

Your  committee  not  only  worked  with  the  Commission, 
but  we  formulated  recommendations  which  we  presented 
to  the  Governer’s  Interim  Committee,  appointed  by  the 
late  Governor  Patterson.  Our  efforts  with  this  committee 
proved  fruitless. 

.Although  your  committee  has  not  been  able  to  accom- 
plish the  results  desired,  we  feel  that  a foundation  for  suc- 
cessful work  has  been  laid. 

We  believe  that  the  work  of  the  committee  should  not 
end  with  this  session,  despite  the  attitude  of  the  State  In- 
dustrial -Occident  Commission,  but  should  continue  to  the 
end  that  our  aims  may  be  written  into  the  laws  of  the 
state.  We  should  persist  in  our  activities  until  a liaison 
committee  is  established  by  law,  with  broad  powers  in 
dealing  with  the  State  Industrial  Accident  Commission  on 
one  hand  and  the  doctors  on  the  other.  This  liaison  com- 
mittee should  be  consulted  in  all  cases  where  a change  in 
the  fee  schedule  is  considered  by  the  Commission,  and 


in  all  cases  where  there  is  a misunderstanding  between  the 
Commission  and  the  doctor  concerning  the  treatment  of  a 
given  case  or  charge  for  services  rendered  the  same. 

We  believe  the  attending  physician  should  be  the  judge 
as  to  the  amount  and  character  of  service  that  should  be 
rendered  given  cases,  but  should  there  be  a disagreement 
between  him  and  the  Commission,  the  liaison  committee 
should  be  called  in  and  any  adjustment  they  may  make 
should  be  final. 

This  would  do  much  to  establish  the  cordial  relations 
which  should  exist  between  the  workman,  the  Commission 
and  the  physician,  and  cooperation  would  take  the  place 
of  mutual  hostility. 

We  feel  that  it  is  important  and  greatly  to  our  ad- 
vantage to  perfect  our  county  and  state  organizations,  to 
lay  aside  personal  differences  and  solidify  our  forces  so 
that  we  can  act  unitedly  and  forcefully  to  protect  our  pro- 
fession. We  believe  that  a great  deal  of  attention  should  be 
given  to  secure  the  election  to  the  Legislature  of  vigorous, 
alert  and  progressive  physicians  and  that  by  doing  so  we 
can  ultimately  bring  about  the  reforms  needed  and  protect 
our  rights. 

This  report  embodies  our  own  ideas  and  the  ideas  of 
many  physicians  throughout  the  state,  with  whom  we  have 
discussed  these  problems. 

In  conclusion,  we  submit  the  following  resolutions. 
Resolved  by  the  House  of  Delegates  of  the  Oregon  State 
Medical  Society: 

1.  That  we  invite  the  cooperation  of  the  State  Industrial 
-Occident  Commission  with  our  Committee  on  State  Indus- 
trial Affairs. 

2.  That  we  favor  a change  in  the  Workmen’s  Compen- 
sation Law,  providing  for  the  appointment  of  a liaison 
committee,  constituted  and  with  duties  as  follows: 

a.  This  committee  to  consist  of  three  or  five  regularly 
licensed  physicians  appointed  by  the  Governor  from  a list 
of  six  or  ten  nominees  presented  to  him  by  the  Council 
of  the  Oregon  State  Medical  Society.  All  the  members 
of  this  committee  to  receive  a per  diem  compensation 
fixed  by  law. 

b.  The  duties  of  this  committee  shall  be: 

(1) .  To  act  as  an  intermediary  between  individual  doc- 
tors and  the  Commission,  to  take  up  grievances  and,  so  far 
as  possible,  adjust  differences. 

(2) .  To  study  the  workings  of  the  Workmen’s  Com- 
pensation Law,  and  recommend  such  changes  as  may  im- 
prove the  law  and  the  regulations  and  rules  of  the  State 
Industrial  Accident  Commission. 

(3) .  To  study  the  activities  of  the  Commission  in  Physio- 
Therapy  and  make  recommendations. 

(4)  . To  investigate  reported  cases  in  favoritism  in  steer- 
ing cases  to  favorite  doctors. 

(5) .  To  consider  contract  practice,  price-cutting  and 
underbidding. 

We  recommend  that  the  By-Laws  of  our  Society  be 
amended  to  make  the  Committee  on  Industrial  .\ffairs  a 
standing  committee,  instead  of  a special  committee. 

We  recommend  that  copies  of  this  report  be  sent  to 
Governor  Meier  and  to  the  State  Industrial  Accident 
Commission. 

Respectfully  submitted, 

W.  B.  Morse,  Chairman 
William  T,  John'sox 
J.  A,  Pettit 
A.  M,  Webster 
E,  B.  McDaniel 

Upon  motion  duly  made  and  seconded,  it  was  voted  that 
this  report  be  accepted  and  referred  to  the  Committee 
on  Resolutions,  Following  out  one  of  the  recommendations 
in  the  report,  Wilson  Johnston  proposed  the  following 
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amendment  to  the  By-Laws  to  make  the  Committee  on 
Industrial  Affairs  a standing  committee: 

By  inserting  in  Section  1 of  Chapter  \’III  following 
the  words  “Committee  on  Public  Education,’’  the  words 
“Committee  on  State  Industrial  Affairs.’’ 

Report  of  the  Committee  on  Health  and  Accident 
Insurance  by  the  State  Medical  Society 

J.  Earl  Else,  Chairman,  made  a brief  progress  report  as 
follows: 

The  committee  has  had  several  meetings  during  the 
year.  They  have  many  problems  under  consideration  for 
which  at  the  present  time  they  do  not  have  the  basic 
knowledge  from  which  to  draw  conclusions. 

Three  or  four  plans  are  now  being  tried  in  various  parts 
of  the  state  and  the  committee  desires  that  these  be  con- 
tinued as  a basis  for  further  study. 

Re.'ipectfully  submitted, 

J.  E.arl  Else,  Chairman 
Fr.\xk  R.  Mount 
Homer  P.  Rush 
Louis  P.  G.\mbee 
R.^lph  a.  Fenton 

Upon  motion  duly  made  and  seconded,  it  was  voted  to 
accept  this  report  and  continue  the  committee  for  another 
year. 

Report  of  the  Liaison  Committee  to 
Woman’s  Auxiliary 

The  E.xecutive  Secretary  read  the  following  report: 

This  committe  held  one  meeting  at  which  all  the  mem- 
bers were  present.  The  report  of  the  president  of  the 
Woman’s  .Auxiliary  was  read.  In  order  to  help  overcome 
the  difficulty  experienced  in  keeping  the  component  socie- 
ties active  the  election  of  district  councilors  was  advised. 
The  duties  of  the  councilor  would  be  to  enlist  every  phy- 
sician’s wife  as  a member  of  the  State  .Auxiliary  and  to 
keep  the  members  in  the  district  informed  as  to  its  ac- 
tivities. 

We  commend  the  work  of  the  .Auxiliary  and  can  see 
how  it  can  be.  of  great  benefit  to  the  Oregon  State  Medi- 
cal Society. 

Respectfully  submitted, 

Wilson  Johnston,  Chairman 
Ch.arles  Edwin  Sears 
Noble  Wilev  Jones 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  report  be  accepted  and  placed  on  file. 

Report  of  the  Committee  on  Welfare 

John  H.  Fitzgibbon,  Chairman,  made  a brief  verbal 
report  outlining  the  activities  of  the  committee  during  the 
past  year.  Upon  motion  duly  made  and  seconded,  it  was 
voted  to  accept  this  report  and  to  continue  the  committee 
for  another  j-ear. 

Report  of  the  Committee  on  Prevention  of  Blindness 

The  Executive  Secretary  read  the  following  report  of  the 
Committee: 

In  part  as  a result  of  the  activity  of  the  Committee  last 
year,  the  Portland  School  Board  recently  established  a 
sight-saving  class  at  the  Holaday  School.  .A  teacher  who 
has  received  special  training  in  this  work  at  Columbia 
University,  New  York  City,  is  in  charge  of  the  class.  The 
school  nurses  are  also  giving  particular  attention  to  the 
detection  of  eye  defects  among  the  children.  Pupils  with 
apparent  defects  are  recommended  for  diagnos’s  and  treat- 
ment to  the  family  physician  or,  if  unable  to  pay,  to  the 
University  of  Oregon  Medical  School  Clinic.  The  Commit- 


tee urges  more  complete  cooperation  in  this  activity  on 
the  part  of  the  medical  profession. 

The  Committee  received  an  increasingly  larger  number 
of  requests  from  local  parent-teacher  groups  for  speakers 
on  eyesight  conservation.  These  requests  were  filled  through 
the  Speakers’  Bureau  at  our  headquarters. 

Respectfully  submitted. 

Frederick  .A.  Kiehle,  Chairman 
Lee  B.  Bouvy 
.A.  B.  Dvkman 

Report  of  the  Committee  on  Public  Education 

Goodrich  C.  Schauffler,  Chairman,  presented  the  fol- 
lowing report: 

Several  informal  meetings  of  your  Committee  have  been 
held  during  the  past  ten  months.  Considerable  material 
has  been  scrutinized  in  relation  to  the  question  of  the 
advisability  of  group  advertising  by  the  Society  as  a 
whole.  Your  committee  has  sponsored  lectures  on  this  sub- 
ject by  a member  of  the  Oregon  State  Medical  Society 
before  the  meeting  of  the  secretaries  of  its  component 
societies,  before  the  Lane  County  Medical  Society,  and 
before  the  Portland  Lions  Club.  Our  impression  as  a result 
of  the  discussions  following  these  lectures,  together  with 
our  scrutiny  of  the  opinions  of  societies  in  other  states  and 
particularly  that  of  the  .American  Medical  .Association, 
leads  us  to  believe  that  the  time  is  not  ripe  for  any  large 
scale  undertakings  of  this  sort.  In  particular,  we  have 
been  in  conference  with  those  responsible  for  the  recent 
newspaper  campaign  by  the  physicians  of  Tacema  and 
surrounding  territory.  We  agree  with  what  seems  to  be  the 
majority  opinion  of  those  who  have  sponsored  this  under- 
taking that  it  has  not  at  this  time  entirely  justified  itself 
as  far  as  results  are  concerned. 

This  committee  wishes  to  go  on  record  as  frankly  op- 
posed to  the  growing  tendency  of  physicians  to  put  them- 
selves or  allow  themselves  to  be  put  before  the  public 
through  the  medium  of  advertising  campaigns  such  as  those 
put  on  by  yeast  concerns,  the  Listerine  people,  and  other 
blatantly  prejudiced  advertisers.  We  feel  that  definite 
harm  is  done  to  the  best  interests  of  the  profession,  not 
only  through  such  procedures,  but  also  through  the  prac- 
tice of  patent  publicity  seeking  through  the  medium  of 
the  press  in  whatever  capacity.  The  committee  feels  that 
this  has,  in  some  instances,  been  overdone  by  members  of 
this  society  to  a point  which  has  actually  called  forth 
a mild  form  of  ridicule. 

This  committee  has  been  consulted  in  an  advisory  capac- 
ity in  regard  to  material  published  in  the  Bulletin  of  the 
Oregon  State  Medical  Society  and  in  the  Oregon  Medical 
Blue  Book. 

Through  the  cooperation  of  the  committee,  speakers  have 
been  furnished  for  several  addresses  to  lay  groups,  notably 
the  medical  series  sponsored  by  the  Y.  M.  C.  .A.  of  Portland. 

In  submitting  this  report  the  committee  wishes  to  record 
that  it  has  not  acted  with  the  enthusiasm  which  might 
have  characterized  it,  had  the  credentials  committee  of 
the  .Association  accepted  the  recommendations  of  the  com- 
mittee made  before  this  meeting  last  year.  .At  that  time  we 
pointed  out  that  any  attempt  to  advertise  the  profession 
favorably  must  be  undertaken  through  the  medium  of  es- 
tablishing the  reputation  of  the  individual  physician 
through  his  connections  with  the  Oregon  State  Medical 
Society.  With  this  in  mind  we  recommended  that  a more 
stringent  oversight  of  the  activities  of  certain  members, 
apparently  in  good  standing  in  the  Society,  be  instituted, 
with  a view  to  possible  disciplinary  measures  or  expulsion 
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from  the  Society.  Not  only  has  this  apparently  not  been 
done,  but  during  the  past  year  the  credentials  committee 
has  failed  to  make  critical  statements  in  regard  to  candi- 
dates for  election,  at  least  one  of  whom  should  have  had 
very  careful  consideration.  The  committee  recommends 
again  at  this  time  that  this  problem  of  undesirable  mem- 
bers who  bring  the  Society  as  a whole  into  disrepute  be 
given  more  serious  consideration.  The  committee  does  not 
feel  justified  in  recommending  campaigns  which  must  be 
based  upon  the  ethical  integrity  of  the  Society  members 
as  long  as  the  Society  remains  open  to  the  sort  of  criticism 
which  ma>-  justly  be  made  of  certain  of  its  present 
members.  \ 

Respectfully  submitted, 

Goodrich  C.  Schauffler,  Chairman 
W.  K.  Livixgstox 
L.  Howard  Smith 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  report  be  accepted  and  placed  on  file. 

Report  of  the  Committee  on  Honorary  Membership 

The  Executive  Secretary  reported  that  J.  F.  Dickson, 
Chairman,  was  unable  to  be  present  and  that  the  com- 
mittee had  not  found  it  possible  to  prepare  a report. 
There  was  considerable  discussion  concerning  various  can- 
didates for  honorary  membership.  Upon  motion  duly  made 
and  seconded,  it  was  voted  to  recommend  to  the  Society 
the  names  of  George  De  Bar  of  Eugene,  John  F.  Dickson, 
William  O.  Spencer,  and  Amelia  Ziegler  of  Portland,  and 
C.  Gertrude  French  of  The  Dalles. 

Report  of  the  Committee  on  Necrology 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  William  Kuykendall,  Chairman,  be  requested  to  pre- 
sent his  report  at  the  general  session  of  the  Society. 

Report  of  the  Committee  on  Resolutions 

The  Executive  Secretary  read  the  following  report  of 
the  committee; 

1.  The  committee  recommends  the  adoption  of  the  fol- 
lowing resolution  in  appreciation  of  the  efforts  of  the 
Woman’s  Auxiliary: 

Whereas,  the  Woman’s  Auxiliary  has  made  notable  prog- 
ress during  the  past  year  in  organizing  the  wives  of  physi- 
cians and  interesting  them  in  the  dissemination  of  sound 
health  information  to  the  lay  public,  particularly  in  their 
various  local  clubs;  and 

Whereas,  the  aid  of  the  Auxiliary  is  indispensable  in 
the  promulgation  of  such  knowledge  and  assisting  the  medi- 
cal profession  in  the  w'ork  of  educating  lay  people  to  the 
great  truths  of  scientific  medicine;  therefore,  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Oregon 
State  Medical  Society  express  to  the  Woman’s  Auxiliary 
its  deep  appreciation  of  these  invaluable  services  and  pledge 
its  wholehearted  support  to  their  future  program. 

Upon  motion  duly  made  and  seconded,  it  w’as  voted  that 
this  resolution  be  adopted. 

2.  The  committee  recommends  the  adoption  of  the  fol- 
lowing resolution  proposing  a study  of  the  use  of  narcotics 
and  barbituric  acid  derivatives: 

Whereas,  the  use  of  narcotics  and  barbituric  acid  deriva- 
tives in  the  State  of  Oregon  is  becoming  a menace  to 
society;  and 

Whereas,  there  seem  to  be  no  facilities  for  the  treatment 
of  those  who  have  become  addicts;  and 

Whereas,  the  study  of  this  subject  is  within  the  especial 
scope  of  this  organization ; therefore,  be  it 

Resolved,  that  there  be  and  is  hereby  created  a special 
committee  of  this  organization  consisting  of  members,  the 
personnel  to  be  selected  by  the  President,  said  committee 
to  make  a study  of  the  use  of  narcotics  in  the  State  of 


Oregon,  and  the  addicts  therein  and  to  make  such  recom- 
mendations to  the  Governor  or  the  next  session  of  the 
Legislature  as  to  method  of  treatment  and  the  proper 
facilities  therefor  as  they  may  deem  justified  by  such 
findings. 

Upon  motion  duly  made  and  seconded,  it  was  voted  that 
this  resolution  be  adopted. 

3.  The  committee  recommends  the  adoption  of  the  fol- 
lowing resolution  of  thanks  to  various  organizations  in 
Eugene: 

Whereas,  the  present  meeting  of  the  Oregon  State  Medi- 
cal Society  has  been  one  of  the  most  pleasurable  and  suc- 
cessful in  the  history  of  the  Society;  and 

Whereas,  the  civic  organizations  of  Eugene,  and  par- 
ticularly the  Lane  County  Chamber  of  Commerce,  the 
hotels,  and  newspapers,  as  well  as  the  Lane  County  Medi- 
cal Society  and  the  Lane  County  Graduate  Nurses  Asso- 
ciation, have  contributed  largely  to  the  cordial  reception 
we  have  received;  therefore,  be  it 

Resolved,  that  the  Oregon  State  Medical  Society  expresses 
its  sincere  appreciation  to  these  organizations  and  to  the 
people  of  Eugene  for  the  splendid  spirit  of  hospitality 
which  has  been  evident  throughout  our  session. 

LTpon  motion  duly  made  and  seconded,  it  was  voted 
that  this  resolution  be  adopted. 

4.  The  committee  recommends  the  adoption  of  the 
following  resolution  of  appreciation  to  Dr.  E.  A.  Sommer 
of  Portland: 

Whereas,  Dr.  Ernst  A.  Sommer,  past  president  and  coun- 
cilor of  this  Society,  has  over  a period  of  years  devoted 
his  time  and  his  energies  to  the  service  of  the  medical 
profession  and  the  interests  of  the  public  health  of  the 
community;  and 

Whereas,  he  has  been  prevented  by  illness  from  attending 
this  session  of  the  Society;  therefore,  be  it 

Resolved,  that  the  House  of  Delegates  and  the  Society  as 
a whole  extend  to  Dr.  Sommer  our  sincere  appreciation  for 
the  work  he  has  done  and  our  best  wishes  for  a speedy 
recovery. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  resolution  be  adopted. 

Report  of  the  Committee  on  Unfinished  Business 

J . Earl  Else,  Chairman,  reported  that  there  was  no  un- 
finished business  to  be  considered,  but  suggested  that  this 
committee  review  the  proceedings  after  each  annual  session 
and  bring  in  a report  of  matters  to  be  reconsidered  at  the 
following  meeting. 

Report  of  the  Committee  on  New  Business 

The  Executive  Secretary  read  the  following  report  of 
the  committee: 

1.  The  committee  recommends  that  the  1932  session  of 
the  Society  be  held  at  Klamath  Falls. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  recommendation  be  adopted. 

2.  The  committee  recommends  the  adoption  of  the 
Shoulders’  resolution  referred  to  in  the  report  of  the 
Committee  on  Public  Policy.  The  resolution  is  as  follows: 

Whereas,  the  federal  government  has  inaugurated  the 
policy  of  rendering  medical  and  hospital  benefits  to  vet- 
erans of  the  World  War  with  nonservice  connected  disa- 
bilities; and 

Whereas,  this  policy  was  inaugurated  over  the  opposition 
of  the  American  Medical  .Association ; and 

Whereas,  the  policy  now  in  force  if  carried  to  its  logical 
conclusions,  involves  the  construction,  the  staffing,  and 
the  maintenance  of  a sufficient  number  of  hospitals  to 
accommodate  the  hospital  needs  of  all  the  veterans  of  the 
World  War;  and 

Whereas,  the  present  policy  is  of  unequal  benefit  to 
veterans  by  reason  of  the  fact  that  many  disabled  veterans 
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cannot  (for  one  reason  or  another)  avail  themselves  of  the 
benefit ; therefore,  be  it 

Resolved,  that  the  House  of  Delegates  of  the  American 
Medical  Association  petition  the  Congress  of  the  United 
States  and  the  American  Legion  to  abandon  the  policy  of 
rendering  hospital  and  medical  benefits  to  veterans  of  the 
World  War  with  nonservice  connected  disability,  and  sub- 
stitute therefor  a plan  of  disability  insurance  benefits  with 
the  following  provisions: 

First,  the  creation  of  a Bureau  of  Disability  Insurance  in 
the  Veterans  Bureaus  as  now  constituted. 

Second,  the  issuance  of  a disability  insurance  policy  to 
each  veteran  with  a disability  benefit  clause,  as  follows: 

a.  The  payment  of  a weekly  cash  benefit  during  a period 
of  total  disability,  and 

b.  The  payment  of  liberal  hospital  benefit  sufficient  to 
cover  the  hospital  e.xpenses  of  a veteran  during  a period  of 
hospitalization  for  any  disability.  Such  benefits  to  be  paid 
to  a veteran  on  satisfactoiy  proof  of  total  disability,  and 

c.  Such  other  provisions  as  are  necessary  for  the  proper 
administration  of  the  act.  Be  it  further 

Resolved,  that  the  proper  officers  of  this  association  be 
instructed  to  approach  the  officers  of  the  American  Legion 
with  the  view  to  securing  the  adoption  of  the  policy  above 
set  out  as  a part  of  the  legislative  program  of  the  .American 
Legion;  and  be  it  further 

Resolved,  that  each  state  medical  association  be  requested 
to  form  a committee  whose  duty  it  will  be  to  approach  the 
state  and  local  Legion  posts  throughout  the  country  with 
a view  to  securing  the  adoption  of  this  program  by  them. 

Upon  motion  duly  made  and  seconded,  it  was  voted  that 
this  resolution  be  adopted. 

3.  The  committee  recommends  the  substitution  of  the 
following  amendments  to  the  By-Lacvs  for  the  amend- 
ments proposed  by  the  Committee  on  .Auditing  and  .Appro- 
priations: 

(1)  That  Section  1 of  Chapter  VHI  be  amended  to 
change  the  name  of  the  “.Auditing  and  .Appropriations  Com- 
mittee” to  the  “E.xecutive  Committee.” 

(2)  That  a new  Section  8 be  added  to  Chapter  ATII  to 
read  as  follows: 

Section  8.  The  E.xecutive  Committee  shall  consist  of  the 
President,  the  Secretarx',  and  two  other  members  of  the 
Council  to  be  -appointed  by  the  Council  for  a period  of 
three  years;  provided  that  immediately  following  the  adop- 
tion of  this  amendment,  one  shall  be  appointed  for  one 
\ ear,  one  for  two  years,  and  one  for  three  j-ears.  Xot  more 
than  sixty  days  after  each  annual  session,  each  committee 
and  subsidiary  organization  seeking  financial  support  from 
the  Society  shall  present  to  it  a proposed  program  of  activi- 
ties for  the  ensuing  year  with  an  estimate  of  the  money  re- 
quired to  carry  out  their  proposed  programs.  The  E.xecu- 
ti\e  Committee  shall  thereupon  prepare  a complete  annual 
budget  for  the  ensuing  year  and  present  the  same  to  the 
Council  for  their  consideration.  The  further  duties  of  this 
committee  shall  be  to  direct  the  activities  of  the  headquar- 
ters office,  approve  the  employment  of  personnel,  approve 
necessary  emergency  expenditures  and  care  for  any  other 
emergencies  which  may  arise  during  the  interim  between 
meetings  of  the  Council.  .A  report  of  these  interim  activities 
shall  be  made  by  the  committee  at  the  following  regular 
meeting  of  the  Council. 

John  H.  Fitzgibbon,  Chairman  of  the  Committee  on 
.Auditing  and  .Appropriations,  stated  the  substitute  amend- 
ments were  acceptable  to  his  committee.  Upon  motion  dulv 
made  and  seconded,  it  was  voted  that  the  substitute  amend- 
ments be  accepted  and  the  By-Laws  amended  in  conformity 
thereto. 

4.  The  committee  recommends  that,  in  accordance  with 
the  suggestion  of  Irvin  R.  Fox  of  Eugene,  the  following 


general  principles  be  adopted  as  a basis  for  the  conjoint 
work  of  the  medical  profession  and  voluntarx-  and  public 
health  agencies  in  carrying  on  public  health  work  in  the 
state. 

(1)  The  essential  part  of  public  health  work  being  pre- 
x-entix-e  medicine,  there  should  be  no  failure  on  the  part 
of  official  and  unofficial  health  and  welfare  organizations 
to  recognize  the  importance  of  the  local  practicing  physi- 
cian. 

(2)  .All  those  associated  in  the  conduct  of  public  health 
actix-ities  must  recognize  fully  that  prex-entive  medicine  is 
the  doctor’s  rightful  field  and  that  laymen  must  at  all  times 
look  to  the  medical  man  for  guidance  and  leadership 
therein. 

(3)  Public  health  xvork  xvithin  a county  involx'es  three 
participating  factors — lay  organizations,  official  gox-ernmen- 
tal  agencies,  and  the  members  of  the  county  medical  pro- 
fession. 

(4)  The  ex'olution  of  a county  health  program  should  be 
the  ex-olution  of  medical  forces  within  the  county.  It  is  the 
duty  of  the  local  physicians  to  assume  leadership  in  the  or- 
ganization of  a county  health  department. 

(5)  The  function  of  lay  organizations  and  employees  of 
the  county  health  organizations,  acting  under  the  leadership 
of  the  practicing  physicians  of  the  county,  includes  assist- 
ance in  educational  xvork,  in  helping  those  xxho  are  unable 
to  carry  out  the  doctor’s  advice,  and  in  prox'iding  means 
whereby  the  public  health  program  may  be  carried  out. 

(6)  Lay  organizations  are  needed  in  the  county.  Their 
cooperation  is  to  be  xvelcomed  by  the  physicians.  They  are 
needed  for  the  great  educational  xvork  they  can  do,  for 
their  influence  on  public  opinion,  legislation  and  laws,  and 
in  many  other  ways.  But  preventix’e  medicine  must  be  con- 
trolled and  guided  by  the  medical  men  of  the  country. 

(7)  .As  the  function  of  the  county  health  officer  is  not  to 
exercise  the  functions  of  the  physicians  of  the  county  but 
to  explain  the  facilities,  and  stimulate  the  use  of  these  fa- 
cilities by  the  citizens,  therefore,  before  any  other  innova- 
tions are  put  into  effect  by  a demonstration  or  other 
agency,  they  should  first  be  thoroughly  studied  and  dis- 
cussed by  the  local  medical  society  and  the  professional 
membership  of  the  county  board  of  health. 

(8)  .All  local  publicity  should  be  of  fact  and  simply  to 
inform  the  people  of  the  county  xvhy  it  is  being  done,  and 
why  it  should  be  done. 

.After  considerable  discussion,  upon  motion  duly  made 
and  seconded,  it  was  voted  that  the  proposed  principles  be 
referred  to  the  Council. 

S.  The  committee  recommends  that  the  Council  appoint 
as  soon  as  possible  a special  committee  on  postgraduate 
education  to  bring  to  physicians  in  all  parts  of  the  state 
practical  instruction  in  the  diagnosis,  treatment,  and  man- 
agement of  the  various  common  conditions  encountered  in 
medical  practice  by  means  of  teams  of  clinicians,  motion 
pictures,  and  other  media  of  instruction. 

Upon  motion  duly  made  and  seconded,  it  was  voted  that 
this  recommendation  be  adopted. 

Report  of  Committee  on  Nominations 

VV’ilson  Johnston,  Chairman,  presented  the  folloxving  rec- 
ommendations of  the  committee: 

For  Officers  and  Councilors  to  be  elected  by  the  Society 

For  President-Elect,  A.  E.  Mackay,  Portland. 

For  First  Vice-President.  H.  J.  Clements.  Salem. 

For  Second  Vice-President,  William  T.  Johnson,  Corval- 
lis. 

For  Third  Vice-President,  Frank  E.  Butler,  Portland. 
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For  Secretary,  Albert  W.  Holman,  Portland. 

For  Treasurer,  R.  H.  Wellington,  Portland. 

For  Councilors  for  three-year  term  ending  in  1934:  F'irst 
District,  C.  L.  Booth,  Portland;  John  H.  Fitzgibbon,  Port- 
land. Seventh  District,  Joseph  P.  Brennan,  Pendleton. 

Upon  motion  duly  made  and  seconded,  these  nomina- 
tions were  approved  for  submission  to  the  Society. 

For  Officers  to  be  Elected  by  the  House  of  Delegates 

For  member  of  Committee  on  Publication  for  three-year 
term  ending  in  1934,  Charles  E.  Hunt,  Eugene. 

Upon  motion  duly  made  and  seconded,  it  was  voted  that 
the  nominations  be  closed,  and  the  Secretary  instructed  to 
cast  an  unanimous  ballot  for  Dr.  Hunt.  The  Secretary,  as 
instructed,  cast  an  unanimous  ballot  for  Dr.  Hunt  and  he 
was  declared  elected. 

For  Delegate  to  the  .\merican  Medical  Association  for 
two-year  terni  ending  in  1933,  William  Kuykendall,  Eugene. 

Dr.  Kuykendall  spoke  briefly,  thanking  the  Society  for 
the  honor  of  permitting  him  to  serve  in  this  capacity  for 
many  years  and  stated  that  he  would  prefer  not  to  serve 
longer.  Dr.  Kuykendall  thereupon  withdrew  his  name  and 
proposed  the  name  of  Ralph  A.  Fenton  of  Portland.  Homer 
P.  Rush  seconded  the  nomination  of  Dr.  Fenton  and  fur- 
ther proposed  a vote  of  thanks  to  Dr.  Kuykendall  for  his 
long  and  able  service  as  the  Society’s  representative  in  the 
House  of  Delegates  of  the  American  Medical  Association. 
The  proposed  vote  of  thanks  was  unanimously  adopted. 
Thereupon,  on  motion  duly  made  and  seconded,  it  was 
voted  that  the  nominations  for  delegate  be  closed  and  the 
Secretary  instructed  to  cast  an  unanimous  ballot  for  Ralph 
A.  Fenton.  The  Secretary,  as  instructed,  cast  an  unanimous 
ballot  for  Dr.  Fenton  and  he  was  declared  elected. 

T.  Homer  Coffen  and  Richard  B.  Dillehunt  were  nomi- 
nated for  the  office  of  alternate  delegate  to  the  American 
Medical  Association.  The  members  of  the  House  voted  by 
individual  secret  ballot,  following  which  President  Griffith 
announced  that  Richard  B.  Dillehunt  had  been  elected. 

G.  A.  Massey  of  Klamath  Falls  expressed  the  apprecia- 
tion of  the  Klamath  and  Lake  Medical  Society  for  the 
selection  of  Klamath  Falls  as  the  meeting-place  of  the  So- 
ciety in  1932,  particularly  to  the  delegation  of  the  Portland 
City  and  County  Medical  Society,  who,  according  to  long- 
established  custom  were  entitled  to  next  year’s  meeting. 

■At  9:00  a.m.,  the  House  adjourned  sine  die. 


GENERAL  BUSINESS  SESSION  OF  THE  SOCIETY 
Saturday,  October  24 

The  business  session  of  the  Society  was  called  to  order 
by  President  Thomas  E.  Griffith  at  11:30  a.m.,  in  the  audi- 
torium of  the  Chamber  of  Commerce. 

President  Griffith  introduced  Mrs.  A.  B.  McGlothlan  of 
St.  Joseph,  Missouri,  President  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association.  Mrs.  McGlothlan 
spoke  briefly  on  the  aims  and  accomplishments  of  the  local, 
state  and  national  auxiliaries,  and  urged  the  hearty  support 
of  the  Auxiliary’s  efforts  to  assist  the  medical  profession  in 
its  work  of  public  education. 

Irvin  R.  Fox  made  an  announcement  concerning  the  ar- 
rangements for  the  night  football  game  at  Hayward  Field. 
Charles  E.  Hunt  called  attention  to  the  stunt  dinner  at  the 
Osborn  Hotel  and  announced  that  the  time  had  been 
changed  from  6:30  to  6:00  p.m. 


Report  of  the  House  of  Delegates 

Frederick  D.  Strieker,  Secretary,  made  the  following  re- 
port of  the  actions  of  the  House  of  Delegates: 

•As  Secretary  of  the  Society,  I desire  to  present  for  your 
consideration  the  following  summary  of  the  actions  of  the 
House  of  Delegates: 

General  Actions 

1.  Adopted  the  recommendation  of  the  Committee  on 
State  Industrial  .Affairs  that  the  State  Workmen’s  Compen- 
sation -Act  be  amended  to  provide  for  an  advisory  com- 
mittee to  the  State  Industrial  .Accident  Commission  to  con- 
sist of  three  or  five  physicians  to  be  appointed  by  the  Gov- 
ernor from  a list  of  six  or  ten  nominees  presented  by  the 
Council  of  the  Oregon  State  Medical  Society. 

2.  .Adopted  the  recommendation  of  the  Committee  on 
State  Industrial  .Affairs  that  this  committee  be  made  a 
standing  committee  and  to  accomplish  this  purpose  pre- 
sented an  amendment  to  the  By-Laws  for  final  action  at 
the  1932  session. 

3.  .Adopted  the  recommendation  of  the  Committee  on 
New  Business  that  the  Council  appoint  a special  committee 
on  postgraduate  education  to  bring  to  physicians  in  all 
parts  of  the  state  practical  instruction  in  the  diagnosis, 
treatment  and  management  of  the  various  common  condi- 
tions encountered  in  medical  practice  by  means  of  teams 
of  clinicians,  motion  pictures  and  other  media  of  instruc- 
tion. 

4.  .Authorized  the  continuance  of  the  special  Committee  • 
on  the  Study  of  Health  and  .Accident  Insurance  during  the 
ensuing  year. 

5.  Voted  to  hold  the  1932  annual  session  at  Klamath 
Falls. 

Resolutions  Adopted  ^ 

1.  .A  resolution  expressing  appreciation  of  the  services  of 
Dr.  Ernst  .A.  Sommer  in  the  interests  of  the  medical  pro- 
fession and  public  health. 

2.  A resolution  of  appreciation  to  the  Woman’s  .Auxiliary 
for  their  efforts  of  the  past  year. 

3.  .A  resolution  expressing  appreciation  to  the  civic  or- 
ganizations of  Eugene,  including  the  Lane  County  Cham- 
ber of  Commerce,  the  Eugene  Gleemen,  the  hotels  and 
newspapers,  as  well  as  the  Lane  County  Medical  Society 
and  the  Lane  County  Graduate  Nurses  .Association,  for  the 
splendid  spirit  of  hospitality  which  has  made  this  meeting 
one  of  the  most  successful  in  the  history  of  the  Society. 

4.  The  Shoulders’  resolution  proposed  by  the  .American 
Medical  .Association  and  recommending  a system  of  disa- 
bility insurance  for  sick  and  disabled  veterans  in  order  to 
enable  them  to  secure  medical  and  hospital  service  in  their 
own  local  communities. 

5.  .A  resolution  calling  for  the  appointment  of  a special 
committee  by  the  president  of  the  Oregon  State  Medical 
Society  to  make  a study  of  the  use  of  narcotics  and  bar- 
bituric acid  derivatives  in  the  state  of  Oregon. 

Amendments  to  the  By-Laws 

The  following  amendments  to  the  By-Laws  were  adopt- 
ed: 

1.  That  Chapter  XIII  be  stricken  in  its  entirety.  This 
section  was  as  follows: 

Chapter  XIII 

Section  1.  The  proper  officers  of  this  Society  are  hereby 
authorized  and  directed  to  remit  as  rapidly  as  available  to 
the  duly  elected  Treasurer  of  the  Oregon  Public  Health 
League,  who  shall  be  properly  bonded,  a sum  of  money  not 
to  exceed  ten  dollars  per  active  member  per  year;  but  in 
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no  instance  shall  a sum  be  remitted  greater  than  fifty  per 
cent  of  the  amount  received  from  each  active  member  dur- 
ing the  year. 

Section  2.  In  consideration  of  the  sum  or  sums  of  money 
set  aside  for  the  Oregon  Public  Health  League  as  provided 
fo  rin  Section  1,  of  the  Chapter,  the  Executive  Secretary  of 
the  League  shall  be  required  to  perform  the  work  of  an 
executive  secretary  of  the  Oregon  State  Medical  Society 
under  the  direction  of  the  Council  of  this  Society. 

2.  That  Chapter  XI\"  be  renumbered  to  make  it  Chap- 
ter XIII. 

3.  That  Section  8 of  Chapter  VII  be  amended  so  as  to 
read  as  follows: 

Section  8.  The  Council  shall  employ  a lay  executive  sec- 
retary, an  attorney,  and  such  other  persons  as  may  be  nec- 
essary to  carry  on  the  affairs  of  the  Society  properly.  The 
Council  shall  fix  the  compensation  of  the  executive  secre- 
tary, attorney  and  all  other  employees. 

4.  That  Section  1 of  Chapter  VUI  be  amended  by  sub- 
stitution for  the  words  “Committee  on  Auditing  and  .Ap- 
propriations,” the  words,  “Executive  Committee.” 

5.  That  a new  Section  8 be  added  to  Chapter  ATII  to 
read  as  follows: 

Section  8.  The  Executive  Committee  shall  consist  of  the 
President,  the  Secretary  and  three  other  members  of  the 
Council  to  be  appointed  by  the  Council  for  a period  of 
three  years,  provided  that  immediately  following  the  adop- 
tion of  this  amendment,  one  shall  be  appointed  for  one 
year,  one  for  two  years,  and  one  for  three  years.  Not  more 
than  sixty  days  after  each  annual  session,  each  committee 
and  subsidiary  organization  seeking  financial  support  from 
the  Society  shall  present  to  it  a proposed  program  of  activi- 
ties for  the  ensuing  year  with  an  estimate  of  the  money  re- 
quired to  carry  out  their  proposed  programs.  The  Execu- 
tive Committee  shall  thereupon  prepare  a complete  annual 
budget  for  the  ensuing  year  and  present  the  same  to  the 
Council  for  their  consideration.  The  further  duties  of  this 
committee  shall  be  to  direct  the  activities  of  the  headquar- 
ters’ office,  approve  the  employment  of  personnel,  approve 
necessary  emergency  expenditures  and  care  for  any  other 
emergencies  which  may  arise  during  the  interim  between 
meetings  of  the  Council.  -A  report  of  these  interim  activities 
shall  be  made  by  the  committee  at  the  following  regular 
meeting  of  the  Council. 

Elections  by  the  House  of  Delegates 

Member  of  Committee  on  Publication,  Three-year  Term 
ending  in  1934,  Charles  E.  Hunt,  Eugene. 

Delegate  to  the  .American  Medical  .Association,  Ralph  .A. 
Fenton,  Portland. 

.Alternate  Delegate  to  the  .American  Medical  .Association, 
Richard  B.  Dillehunt,  Portland. 

Respectfully  submitted, 

Frederick  D.  Stricker, 

Secretary. 

Upon  motion  duly  made  and  seconded,  it  was  voted  that 
this  report  be  accepted  and  that  the  actions  of  the  House 
of  Delegates  embodied  therein  be  approved. 

Joseph  .A.  Pettit  called  attention  to  Dr.  C.  J.  Smith's 
visit  to  Eugene  and  moved  that  a resolution  expressing  ap- 
preciation of  bis  continued  interest  in  organized  medicine 
as  shown  by  his  attendance  at  the  meeting  be  drafted  and 
delivered  to  him  at  the  Eugene  Hotel.  The  motion  was  sec- 
onded by  W,  B.  Morse.  Edward  .Allan  Pierce  and  .Andrew 
C.  Smith  spoke  in  praise  of  Dr.  C.  J.  Smith’s  long  service 
for  the  medical  profession  of  the  state.  Dr.  Pettit’s  motion 
was  then  unanimously  carried. 


C.  Ulysses  Moore  moved  that  resolutions  be  drawn  ex- 
pressing appreciation  of  the  services  rendered  to  the  So- 
ciety by  Dr.  William  Kuykendall  during  his  incumbency  as 
delegate  to  the  American  Medical  Association.  The  motion 
was  seconded  and  unanimously  carried. 

President  Griffith  appointed  Edward  Allan  Pierce,  W.  B. 
Morse,  and  Andrew  C.  Smith  to  prepare  the  resolutions  of 
appreciation  to  Drs.  Smith  and  Kuykendall. 

Election  of  Honorary  Members 

Secretary  Stricker  announced  that  the  House  of  Dele- 
gates had  recommended  the  names  of  George  De  Bar  of 
Eugene,  C.  Gertrude  French  of  The  Dalles,  and  J.  F.  Dick- 
son, William  O.  Spencer,  and  Amelia  Ziegler  of  Portland. 
Upon  motion  duly  made  and  seconded,  it  was  unanimous’y 
voted  to  elect  these  members  to  honorary  membership. 

Report  of  the  Committee  on  Necrology 

William  Kuykendall,  Chairman,  presented  the  following 
report: 

We,  your  Committee  on  Necrology,  beg  leave  to  submit 
the  following  report: 

Out  of  the  approximately  one  thousand  physicians  in  this 
state,  we  should  not  be  surprised  that  a considerable  num- 
ber fall  by  the  wayside  each  year. 

To  those  of  us  who  remain,  the  passing  of  a fellow-physi- 
sian,  here  or  there,  is  a mere  incident.  But  we  should  not 
forget  that  to  the  one  going  it  is  the  supreme  and  final 
incident  of  his  career.  To  his  family  it  is  the  supreme 
tragedy  of  their  lives.  How  helpless  we  all  feel  in  such  an 
hour  to  say  the  word  or  do  the  deed  that  will  soften  sor- 
row or  bring  comfort.  However  great  our  desire  to  help, 
we  know  by  sad  experience  how  futile  all  our  words  and 
plans  are  to  bring  relief  or  comfort  to  sorrowing  friends. 

As  for  our  departed  brothers,  we  cannot  now  say  or  do 
anything  to  help  them.  Our  opportunity  to  help  or  bless 
them  was  yesterday  or  last  year.  Let  us  hope  that  we  did 
not  miss  the  opportunity  of  that  hour. 

The  chief  lesson  we  may  learn  from  this  hour  is  the  old> 
old  one  that  we  should  hand  out  our  flowers  and  kind 
words  with  a free  hand  to  our  living  friends  and  not  save 
them  all  for  a funeral  or  memorial  service. 

However,  these  friends  and  associates  are  gone.  If  we 
failed  them  in  life,  it  is  too  late  now  for  remedy. 

Be  that  as  it  may,  it  is  clearly  our  duty  at  this  session 
of  the  Oregon  State  Medical  Society  to  halt,  at  least  a few 
minutes  in  the  busy  rounds  of  our  meeting,  out  of  respect 
for  the  noble  group  of  our  associates  who  have  passed  on 
during  the  year. 

.As  wo  pause,  let  memory  weave  a garland  of  flowers  out 
of  the  thousand  pleasant  associations  with  our  departed  fel- 
lows, which  we  may  lay  as  a sad  memorial  upon  their 
tomb. 

♦Calvin  S.  White,  of  Portland,  died  September  24,  1930, 
at  Portland. 

♦Hial  .A.  Wheeler,  of  Creswell,  died  October  12,  1930,  at 
Creswell. 

Prosser  Elwin  Clark,  of  Portland,  died  November  10,. 
1930,  at  Portland. 

♦David  Harriman  Rand,  of  Portland,  died  December  20, 

1930,  at  San  Francisco. 

W.  Carlton  Smith,  of  Salem,  died  December  24,  1930,  at 
Portland. 

■Ammi  Sibley  Nichols,  of  Portland,  died  January  23,  1931, 
at  Portland. 

Frederick  John  Laird,  of  Portland,  died  February  14, 

1931,  at  Portland. 

Horace  M.  Boyden,  of  Portland,  died  February  3,  1931, 
■at  Boston. 
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Willard  O.  Dutton,  of  The  Dalles,  died  March  3,  1931, 
at  Crates  Point. 

Frederick  P.  Schultz,  of  Portland,  died  March  3,  1931, 
at  Portland. 

♦William  T.  Phy,  of  Hot  Lake,  died  March  4,  1931,  at 
Hot  Lake. 

George  E.  Sewall,  of  Portland,  died  March  15,  1931,  at 
Portland. 

♦Samuel  F.  Sharp,  of  .\thena,  died  May  16,  1931,  at 
Athena. 

George  B.  Kuykendall,  of  Portland,  died  June  24,  1931, 
at  Portland. 

Madison  J.  Gray,  of  Portland,  died  June  26,  1931,  at 
Portland. 

Van  Gesner,  of  Portland,  died  July  4,  1931,  at  Portland. 

♦Benjamin  A.  Cathey,  of  Portland,  died  August  18,  1931, 
at  Portland. 

♦J.  Shelley  Saurman,  of  Salem,  died  August  18,  1931,  at 
San  Francisco. 

Richard  A.  Verdier,  of  Corvallis,  died  August  20,  1931, 
at  Eugene. 

Peter  H.  Jobse,  of  Wilsonville,  died  September  23,  1931, 
at  Portland. 

♦Member  of  Oregon  State  Medical  Society. 

Brothers,  may  your  rest  be  as  sweet  as  that  when  you 
slept  in  your  mothers’  arms,  from  which  may  you  only  be 
awakened  by  the  final  call  to  that  higher  field  of  useful- 
ness which  has  been  the  dream  of  humanity  through  all 
the  ages. 

To  those  left  desolate  by  the  departure  of  our  fellows 
we  can  only  offer  all  that  human  hands  and  hearts  can 
bring  of  sympathy,  love  and  remembrance.  In  addition  to 
this,  we  w'ant  to  bring  assurance  that  the  life  of  those  who 
are  gone,  crowned  as  they  have  been  by  splendid  service 
to  humanity,  will  always  be  an  inspiration,  a benediction 
for  those  of  us  who  remain.  We  are  richer,  our  profession 
is  richer,  our  whole  state  is  richer  because  these  splendid 
men  have  lived  and  served  among  us. 

As  a small  token  of  our  sympathy  and  respect,  we  rec- 
ommend that  this  report  be  spread  upon  the  records  of  the 
Oregon  State  Medical  Society  and  that  a copy  of  the  same 
be  sent  to  the  family  of  each  of  our  departed  members. 

Respectfully  submitted, 

William  Kuykendall,  Chairman 
E.  B.  PiCKEL 
A.  With  AM. 

Upon  motion  duly  made  and  seconded,  it  was  unani- 
mously voted  that  this  report  be  adopted.  Following  the 
adoption  of  this  report,  the  members  arose  and  paid  silent 
tribute  to  the  memory  of  the  physicians  who  died  during 
the  past  year. 

Election  of  Officers 

Secretary  Strieker  reported  that  the  House  of  Delegates 
had  voted  to  recommend  the  following  list  of  nominees  for 
the  various  offices  of  the  Society: 

President-Elect,  A.  E.  Mackay,  Portland. 

First  Vice-President,  H.  J.  Clements,  Salem. 

Second  Vice-President,  William  T.  Johnson,  Corvallis. 

Third  Vice-President,  Frank  E.  Butler,  Portland. 

Secretary,  Albert  W.  Holman,  Portland. 

Treasurer,  R.  H.  Wellington,  Portland. 

Councilors  for  three-year  term  ending  in  1934:  First 

District,  C.  L.  Booth,  Portland,  John  H.  Fitzgibbon,  Port- 
land; Seventh  District,  Joseph  P.  Brennan,  Pendleton. 

There  being  no  further  nominations  when  called  for  by 
President  Griffith,  it  was  moved  that  nominations  be  closed, 
the  rules  suspended,  and  the  Secretary  instructed  to  cast 
unanimous  ba'lots  for  the  following  nomineees:  President- 
Elect,  A.  E.  Mackay;  First  Vice-President,  H.  J.  Clements; 


Second  Vice-President,  William  T.  Johnson;  Third  Vice- 
President,  Frank  E.  Butler;  Secretary,  Albert  W.  Holman. 
The  Secretary  cast  unanimous  ballots  and  these  officers 
were  declared  elected. 

President  Griffith  called  for  additional  nominations  from 
the  floor  for  the  office  of  Treasurer.  Karl  H.  Martzloff  of 
Portland  was  nominated.  The  members  voted  by  individual 
secret  ballot.  Following  the  counting  of  the  ballots.  Presi- 
dent Griffith  announced  that  Dr.  Martzloff  had  received  a 
majority  and  he  was  declared  elected. 

President  Griffith  called  for  additional  nominations  for 
Councilors  for  the  First  District.  A.  M.  Webster  of  Port- 
land was  nominated.  C.  L.  Booth  of  Portland,  whose  name 
had  been  presented  by  the  Committee  on  Nominations,  an- 
nounced that  he  wished  to  withdraw  his  name  and  nomi- 
nated Helen  A.  Cary  of  Portland.  The  members  voted  by 
individual  secret  ballot.  Following  the  counting  of  the  bal- 
lots, President  Griffith  announced  that  John  H.  Fitzgibbon 
and  A.  M.  Webster  had  received  the  highest  number  of 
votes  and  they  were  declared  elected. 

President  Griffith  called  for  additional  nominations  from 
the  floor  for  Councilor  for  the  Seventh  District.  There  being 
no  further  nominations,  upon  motion  duly  made  and  sec- 
onded, it  was  voted  that  the  nominations  be  closed,  the 
rules  suspended,  and  the  Secretary  instructed  to  cast  an 
unanimous  ballot  for  Joseph  P.  Brennan.  The  Secretar3', 
as  instructed,  cast  the  unanimous  ballot  for  Dr.  Brennan 
and  he  was  declared  elected. 

J.  Earl  Else  called  attentin  to  the  proposed  Cancer  Sur- 
vey of  Portland  to  be  made  by  the  field  staff  of  the  Ameri- 
can Society  for  the  Control  of  Cancer  under  the  auspices 
of  the  Portland  City  Club  and  stated  that  the  survey  had 
been  endorsed  by  the  Portland  City  and  County  Medical 
Society.  Dr.  Else  said  that  it  was  possible  and  desirable 
to  make  the  survey  statewide  and  asked  for  the  endorse- 
ment of  the  Society.  Upon  motion  duly  made  and  second- 
ed, it  was  voted  that  endorsement  be  given  to  the  state- 
wide survey’. 

President  Griffith  made  a brief  talk,  expressing  his  ap- 
preciation of  the  opportunity  and  privilege  of  serving  the 
Society  as  president  during  the  past  y’ear,  following  which 
he  announced  that  it  was  now  in  order  to  seat  the  new 
president,  E.  L.  Zimmerman.  Dr.  Zimmerman  was  then 
escorted  to  the  chair  by  Wilson  Johnston. 

Dr.  Zimmerman  made  a short  speech,  expressing  his 
thanks  for  the  honor  conferred  by  the  Society  in  enabling 
him  to  serve  as  its  president  and  pledged  himself  to  work 
for  its  continued  progress  during  his  incumbency.  A unani- 
mous vote  of  thanks  was  then  given  retiring  President 
Grifiith  for  his  earnest  efforts  of  the  past  year. 

The  business  session  of  the  Society  was  declared  ad- 
journed at  12:45  p.m. 

OREGON  PUBLIC  HEALTH  LEAGUE 

REPORT  OF  THE  ANNU.4L  MEETING  HELD  IN  THE 
DINING  ROOM  OF  THE  OSBORN  HOTEL,  EUGENE, 
ORE.,  FRIDAY,  OCTOBER  23,  1931 

The  annual  meeting  of  the  Oregon  Public  Health  League 
was  called  to  order  by  Vice-President  Ralph  A.  Fenton  at 
12:30  p.m.  Approximately  one  hundred  members  were 
present. 

Upon  motion  duly  made  and  seconded,  it  was  voted  to 
dispense  with  the  reading  of  the  minutes  of  the  last  meet- 
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ing,  the  same  having  been  printed  in  the  November  1930 
issue  of  Northwest  Medicine. 

Dr.  Fenton  made  a brief  talk  concerning  the  purpose.=i 
of  the  League  and  its  activities  of  the  past  year. 

In  the  absence  of  Frank  E.  Boyden,  Treasurer,  the  Exe- 
cutive Secretary  made  a verbal  report  of  the  financial  con- 
dition of  the  League  as  of  June  30,  1931,  based  upon  the 
report  of  P.  W.  Janney,  certified  public  accountant.  The 
certified  report  was  as  follws: 


Assets 


Cash  in  First  National  Bank  SI '088.28 

Cash  on  Hand  277.50 

Prepaid  Rent  50.00 

Office  Furniture  222.70 

-Accounts  Receivable.  Oregon  State  Medical  Socie- 
ty (one-half  of  unpaid  dues  owing  by  members 

of  the  Oregon  State  Medical  Society) 2,012.00 

$3,650.48 

Li.abilities 

.Accounts  Payable  $ 7.35 


Net  Worth 


C.XPIT.XL 


$ 3,643.13 
$3,650.48 


Summary  of  Cash  Receipts  and  Disbursements. 
January  1,  1931  to  June  30,  1931 
Balance.  December  31,  1930...' $ 759.57 


Summary  of  Cash  Receipts  and  Disbursements. 
January  1,  1931  to  June  30,  1931 
Balance.  December  31,  1930 $ 759.5 
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Receipts.  Oregon  State  Medical  Society 

1931  Receipts  $4,274.50 

December,  1930  237.50  $4,512.00 

Medical  Society  Telephone 

Service,  1931  Period 300.00 

December,  1930  50.00  350.00 

Disbursements 

Salaries  2,400.00 

Office  Supplies  and  Expenses 88.60 

Rent  300.00 

Publicity  35.00 

Postage  - 81.60 

Travelling  Expense,  Executive  Secty...  159.87 

Legislative  Expense  1,105.36 

Telephone  and  Telegraph 4.40 

Janitor  Service  25.00 

-Auditing  31.25 

Fidelity  Bonds  20.50 

Miscellaneous  4.21 

Balance,  June  30,  1931 


4,862.00 

$5621.57 


4,255.79 

$1,365.78 


Statement  of  Income  and  Surplus,  June  30,  1931 
Income.  Oregon  State  Medical  Society..$5,304.10 


Medical  Society  Telephone  Service.  ..  300.00  5,604.10 

Expense.  Disbursements  4,255.79 

-Accounts  Payable  7.35  4,263.14 

Net  Income  1,340.96 

Net  Worth.  December  31,  1930 2.309.52 

Net  Worth.  June  30,  1931 $3,650.48 


Upon  motion  duly  made  and  seconded,  it  was  voted  that 
this  report  be  accepted  and  placed  on  file. 

The  Executive  Secretary  presented  a summary  of  the 
legislative  activities  of  the  League  during  the  past  year  and 
referred  the  members  to  the  complete  report  presented  in 
the  April  1930  issue  of  the  Bulletin. 

Dr.  Fenton  announced  that  the  next  order  of  business 
was  the  election  of  seven  directors  for  the  three-year  term 
ending  in  1934,  three  to  be  elected  from  Multnomah  Coun- 
ty and  four  from  outside  Multnomah  County. 

The  following  nominations  were  made:  Frank  E.  Boyden, 


T.  Homer  Coffen,  and  Wilson  Johnston  of  Portland;  Lee 
B.  Bouvy  of  La  Grande,  G.  .A.  Massey  of  Klamath  Falls, 
Charles  E.  Hunt  of  Eugene,  and  Ernest  .A.  Woods  of  .Ash- 
land. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  nominations  be  closed  and  the  Executive  Secre- 
tary instructed  to  cast  an  unanimous  ballot  for  these  can- 
didates. The  Executive  Secretary,  as  instructed,  cast  the 
unanimous  ballot  for  these  candidates  and  they  were  de- 
clared elected. 

Dr.  Fenton  then  introduced  Senator  J.  C.  Booth  of  Le- 
banon, who  gave  a very  complete  and  interesting  account 
of  the  cult  schools  and  the  need  for  a basic  science  law. 
Dr.  Booth  also  gave  a most  vivid  account  of  the  fight  for 
the  basic  science  bill  in  the  1931  session  of  the  legislature 
and  predicted  that  the  bill  would  pass  in  1933. 

The  meeting  adjourned  at  2:00  p.m. 


MEETING  OF  DIRECTORS 

-A  meeting  of  the  directors  of  the  League  was  held  im- 
mediately following  the  general  meeting.  Present  were: 
Homer  P.  Rush,  Irvin  R.  Fox,  J.  Earl  Else,  Noble  Wiley 
Jones,  Thomas  E.  Griffith,  William  Kuykendall,  Frank  R. 
Mount,  T.  Homer  Coffen,  Wilson  Johnston,  Lee  B.  Bouvy, 
G.  .A.  Massey,  Ralph  .A.  Fenton,  and  the  Executive  Sec- 
retary. 

Upon  motion  duly  made  and  seconded,  it  was  unani- 
mously voted  that  a telegram  be  sent  to  Dr.  E.  .A.  Som- 
mer expressing  sympathy  and  regret  at  his  absence  and  in- 
forming him  that  the  directors  would  be  glad  to  have  him 
serx’e  as  an  ex-officio  member  of  the  Board  as  long  as  he 
desires. 

Nominations  for  officers  and  the  executive  committee  for 
the  ensuing  year  were  then  made  as  follows; 

President,  Ralph  .A.  Fenton,  Portland. 

First  Vice-President,  G.  A.  Massey,  Klamath  Falls. 

Second  Vice-President,  Wilson  Johnston,  Portland. 

Secretary,  the  elected  secretary  of  the  Oregon  State  Medi- 
cal Society. 

Treasurer,  Louis  P.  Gambee,  Portland. 

Executive  Committee,  E.  B.  McDaniel,  -Albert  W'.  Hol- 
man, Homer  P.  Rush  and  J.  Earl  Else,  Portland;  and 
Thomas  E.  Griffith,  The  Dalles. 

Upon  motion  duly  made  and  seconded,  it  was  voted  that 
the  nominations  be  closed  a^nd  the  Executive  Secretary  in- 
structed to  cast  an  unanimous  ballot  for  these  candidates. 
The  Executive  Secretary,  as  instructed,  cast  the  unanimous 
ballot  and  the  above-mentioned  candidates  were  declared 
elected. 

The  meeting  adjourned  at  2:30  p.m. 


OREGON 

JACKSON  COUNTY  MEDICAL  SOCIETY 
Pres.,  C.  F".  Sweeney;  Secty.,  E.  W.  Schockley 
Jackson  County  Medical  Society  held  its  annual  election 
at  Medford,  December  2. 

Dr.  Mattie  B.  Shaw  of  .Ashland  was  elected  president,  suc- 
ceeding Dr.  Charles  T.  Sweeney  of  Medford.  Dr.  A.  F.  W. 
Kresse  of  Medford  was  elected  vice-president  and  E.  W. 
Schockley,  Medford,  was  reelected  secretary-treasurer.  Dr. 
Sweeney  was  named  delegate  to  the  state  society  meeting 
next  year  and  Dr.  R.  W.  Sterns  was  chosen  as  alternate. 
The  scientific  portion  of  the  program  was  presented  by 
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Dr.  Mattie  B.  Shaw  in  a paper  entitled,  “Criminal  Abor- 
tion and  Birth  Control.” 


POLK-YAMHILL-MARION  SOCIETY 
Pres.,  R.  L.  Wood;  Secty.,  W.  W.  Baum 
The  regular  meeting  of  Polk-Yamhill-Marion  Medical 
Society  was  held  December  1,  at  Marion  Hotel,  Salem.  The 
following  program  was  presented.  “The  Laboratory  as  an 
Aid  in  the  Clinical  Practice  of  Medicine,”  by  E.  E.  Os- 
good, director  of  Laboratories,  University  of  Oregon  Medi- 
cal School.  Discussion  opened  by  Prince  Byrd.  “Medi- 
cal Practices  and  State  Medicine,”  by  H.  A.  Gueffroy, 
Salem.  Laboratory  technicians  were  guests  of  the  society. 


PORTLAND  CITY  AND  COUNTY  SOCIETY 
Pres.,  N.  W.  Jones;  Secty.,  H.  P.  Rush 
Portland  City  and  County  Medical  Society  held  a meet- 
ing at  Portland  December  2. 

The  following  program  was  presented,  “Treatment  of 
Thoracic  Empyema,”  Ralph  C.  Matson.  “Indications  for 
Cholecystectomy,”  Edwin  St.  Piere.  “The  Progress  of 
Diphtheria  Immunization  in  the  Schools,”  Helen  J.  Cary. 

The  society  held  its  annual  banquet  and  election  of  offi- 
cers at  Benson  Hotel,  December  16.  Dr.  Walter  Wood- 
ward of  Seattle  was  the  speaker  of  the  evening. 

New  officers  elected  for  1932  were  as  follows:  president, 
M.  Webster;  vice-president,  Homer  P.  Rush;  secretary, 
Ivan  M.  Woolley;  treasurer,  A.  G.  Bettman. 

UNION  COUNTY  MEDICAL  SOCIETY 
Pres.,  W.  R.  Ross;  Secty.,  Lena  Wickes 
Union  County  Medical  Society  met  November  24  at  the 
La  Grande  hotel.  La  Grande,  for  a dinner  meeting. 

Dr.  W.  R.  Ross,  president  of  the  society,  presided.  Dr. 
Canfield  Beattie,  member  of  the  Multnomah  County  So- 
ciety, read  a paper  on  “Chronic  Sinus  Disease.”  Dr.  W. 
G.  Bishop  of  Hot  Lake  discussed  the  subject,  “Hyper- 
emesis Gravidarum.” 


YAMHILL  COUNTY  SOCIETY 
Pres.,  J.  G.  Manning;  Secty.,  Zilpha  Galloway 
A meeting  of  Yamhill  County  Society  was  held  at  Mc- 
Minnville, December  8.  A paper  was  read  on  “Diagnosis 
of  Early  Tuberculosis  and  Its  Relation  to  Adult  Tuber- 
culosis.” by  Grover  C.  Bellinger,  superintendent  of  the  Ore- 
gon Tuberculosis  Hospitals,  Salem.  Graduate  nurses  of 
the  county  were  guests. 

WASHINGTON 

KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  Fred  Slyfield;  Secty.,  A.  W.  Bowles 
A joint  meeting  of  King  County  Medical  Society  and 
Seattle  District  Dental  Society  was  held  December  7 at 
the  Auditorium  of  Medical-Dental  Building,  Seattle,  Presi- 
dent Frederick  Slyfield  presiding. 

Dr.  Victor  Cefalu  reported  a case  of  actinomycosis  of 
the  liver  with  microscopic  and  gross  specimens. 

Dr.  J.  M.  Chilson  presented  a paper  on  “Pyorrhea  and 
Its  Systemic  Effects.”  Pyorrhea  is  a breaking  up  or  de- 
tachment of  the  tissues  surrounding  teeth.  Etiology  was 
described,  infection  in  peridontal  disturbances  playing  an 


important  part.  Microorganisms  involved  were  enumerat- 
ed. Symptoms  and  diagnosis  were  described  together  with 
systemic  effects.  Treatment  by  the  essayist  is  a radical 
procedure,  removing  infected  tissues  in  their  entirety  fol- 
lowed by  curettment.  The  field  of  operation  is  covered 
with  a zinc  o.xide  cement  which  serves  as  a protection  dur- 
ing the  growth  of  the  new  epithelial  tissues. 

Mr.  John  Schlarb,  Jr.,  of  Tacoma,  presented  a paper  on 
“Organization  and  Operation  of  Business  Bureaus.”  The 
purpose  of  the  bureau  is  protection  of  the  material  inter- 
ests of  physicians  and  dentists  which  can  be  met  only  by 
an  efficient  organization  and  supervision  by  the  members 
of  these  professions.  The  Business  Bureau  of  Tacoma  was 
described  in  detail,  its  different  activities  comprising  col- 
lection of  accounts,  the  supervision  of  telephone  exchange 
and  the  nurses’  organization.  It  includes  a tracing  depart- 
ment, staff  of  outside  collectors,  as  well  as  office  staff  for 
clerical  work.  It  was  reported  that  collections  had  been 
more  successful  than  during  previous  periods.  The  ulti- 
mate goal  is  not  alone  collection  of  professional  accounts 
but  a better  understanding  with  the  public,  by  which  may 
be  recognized  its  obligations  to  the  medical  and  dental  pro- 
fessions, whose  purpose  is  the  preservation  of  life  and 
health. 

The  following  applications  for  membership  were  pre- 
sented: A.  E.  Baldwin,  E.  J.  Callow,  G.  G.  Grover,  M.  S. 
Harmon,  I.  E.  Kaveney,  J.  N.  Merrick,  W.  V.  Muller,  E. 
A.  Reiswig,  C.  L.  Senecal,  E.  R.  Tiffin,  O.  L.  Zeschin. 

The  following  amendment  to  Article  III,  Section  2,  of 
the  By-Laws  was  read:  The  payment  of  five  dollars  ($5.00) 
to  the  building  fund  may  be  suspended  for  a period  of 
not  to  exceed  one  year  by  a two-thirds  vote  of  members 
present  at  any  general  meeting,  notice  having  been  given 
in  the  Bulletin. 

A resolution  was  adopted,  presented  by  H.  J.  Davidson, 
protesting  the  redistribution  of  industrial  cases  without 
giving  cause  or  explanation. 

On  motion  of  P.  V.  von  Phul  it  was  voted  that  the  so- 
ciety endorse  W.  H.  Corson  as  superintendent  of  Harbor- 
view  Hospital.  On  motion  of  H.  J.  Davidson  it  was  fur- 
ther voted  that,  if  the  board  of  trustees  of  the  hospital 
dismiss  Dr.  Corson,  the  reason  for  such  action  be  given 
to  the  trustees  of  this  society. 

The  following  nominations  for  officers  for  1932  were 
made:  President-elect,  W.  C.  Speidel  and  C.  E.  Gray.  Sec- 
retary-Treasurer, V.  W.  Spickard.  Trustees,  G.  C.  Miller, 
E.  B.  Brookbank,  B.  T.  King,  W.  O.  Copps,  T.  T.  Man- 
zer,  J.  H.  Mathews,  M.  W.  McKinney. 

LEWIS  COUNTY  MEDICAL  SOCIETY 
Pres.,  H.  B.  Cravens;  Secty.,  Rush  Banks. 

The  regular  meeting  of  Lewis  County  Medical  Society 
was  held  December  14,  at  St.  Helens  Hospital,  Chehalis. 

The  scientific  program  of  the  evening  consisted  of  the 
following  papers:  Dr.  J.  W.  Baker  of  Seattle  on,  “Surgical 
pitfalls  in  Acute  Appendicitis”;  R.  L.  King  on,  “The  Drug 
Therapy  of  Chronic  Heart  Disease”;  and  Dr.  Lester  Palm- 
er of  Seattle  on,  “Diabetes  in  Children,”  showing  moving 
pictures  of  diabetic  children. 

PIERCE  COUNTY  MEDICAL  SOCIETY 

The  regular  meeting  of  Pierce  County  Medical  Society 
was  held  in  the  auditorium  in  the  Rhodes  Medical  Arts 
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Building,  Tacoma,  December  8.  1931,  Dr.  R.  C.  Schaeffer 
presiding. 

The  scientific  program  was  given  over  to  a symposium 
on  diabetes.  Dr.  \V.  B.  Penney  gave  the  first  discussion, 
covering  in  a general  way  the  changes  in  the  treatment, 
especially  in  regard  to  diets,  during  the  last  ten  years. 

Dr.  F.  R.  Maddison  talked  on  “Newer  Developments 
in  Diabetes,”  calling  special  attention  to  the  work  being 
done  with  cholesterol  in  diabetic  patients. 

"Prognosis  and  Ultimate  Results”  was  considered  by  Dr. 
J.  R.  Turner,  who  called  attention  to  the  almost  universal 
arteriosclerotic  conditions  in  older  people. 

Dr.  D.  H.  Johnson  spoke  of  “Diabetes  in  Obstetrics,” 
and  Dr.  \V.  C.  Cameron  discussed  “Ocular  Dislurbances  in 
the  Diabetic.” 

Dr.  \V.  W.  Mattson  concluded  with  a discussion  of 
“Surgery  in  the  Diabetic.” 

These  papers  evoked  considerable  discussion,  which  was 
participated  in  by  Drs.  McPhail,  Drues,  Lundvick  and  Gul- 
likson. 

Miss  Helen  VVilco.x,  of  the  Public  Health  League,  gave 
a talk  on  what  we  might  expect  from  the  next  legislature. 

Mr.  John  Schlarb  called  attention  to  the  collection  de- 
partment of  the  Business  Bureau. 

The  application  for  membership  of  Dr.  Edwin  C.  Muir 
was  read. 


WALLA  WALLA  VALLEY  SOCIETY 
Pres.,  R.  W.  Smith;  Secty.,  E.  J.  Rhoades 
Walla  Walla  Yalley  Medical  Society  held  its  regular 
meeting  December  11  at  the  Grand  Hotel,  Walla  Walla. 

Speakers  on  the  program  included  Drs.  H.  J.  Whitacre 
of  Tacoma,  president  of  the  state  association,  A.  H.  Pea- 
cock of  Seattle  and  R.  B.  Dillehunt  of  Portland,  who  pre- 
sented a paper  on  osteomyelitis.  The  society  went  on 
record  unanimously  to  oppose  any  invasion  of  hospital 
associations  into  their  community. 


IDAHO 

POC.ATELLO  MEDICAL  SOCIETY 
Pres.,  C.  F.  Schultz;  Secty.,  W.  F.  Howard 

Pocatello  Medical  Society  held  a dinner  meeting  at 
Hotel  Bannock,  Pocatello,  December  5.  Thirty  members 
and  visitors  were  present.  This  was  a complimentary  din- 
ner given  by  Dr.  E.  N.  Roberts,  president-elect  of  the 
State  Association. 

Drs.  R.  A.  Pearce,  president  of  the  Utah  Medical  Asso- 
ciation; J.  N.  Davis,  president  of  the  Idaho  .\sscciation ; 
E.  R.  Dumke,  and  J.  G.  Olsen,  Ogden,  were  guests  of  the 
society.  Drs.  G.  M.  Fister  and  Lindsay  of  Utah,  and 
Daynes  of  Preston  were  visitors. 

Dr.  O.  F.  Call  was  elected  president.  Dr.  C.  P.  Groom, 
vice-president  and  Dr.  W.  F.  Howard  secretary-treasurer 
for  1932.  Plans  were  discussed  for  the  annual  asscciation 
meeting  to  be  held  in  Pocatello. 

The  speakers  on  the  program  were  Dr.  E.  R.  Dumke, 
Ogden,  whose  subject  was  “Recent  Considerations  in  Goi- 
ter with  Report  of  One  Hundred  and  Twenty  Cases”;  and 
Dr.  J.  G.  Olsen,  Odgen,  who  discussed  Spinal  .\nesthes.a. 
Both  subjects  were  well  studied  and  well  presented.  .4 
social  few  hours  of  cards  followed. 
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Edited  by  KENELM  WINSLOW,  M.D. 


Surgical  P.atholocv  of  the  Skix,  F.ascla,  Muscles, 
Tendons,  Blood  .and  Lymph  Vessels.  By  Arthur  E.  Hertz- 
ler,  M.D.,  Professor  of  Surgery,  University  of  Kansas,  etc. 
260  Illustrations,  301  pp.  $5.00.  J.  B.  Lippincott  & Co., 
Philadelphia,  Montreal  and  London.  1931. 

Under  the  axiom,  “tiny  lesions  are  important,”  the  au- 
thor has  briefly  and  concisely  considered  the  life  histories 
of  some  of  the  discussed  lesions  from  incipiency  and  be- 
nignancy  to  malignancy.  He  has  stressed  the  clinical  judg- 
ment necessary  in  treating  such  tiny  benign  lesions  in  view 
of  their  future  malignancy.  The  book  on  the  whole  is  di- 
dactic in  nature,  discussing  the  various  lesions  according  to 
pathogenesis,  pathology  and  histology.  Throughout,  the 
author  does  not  hesitate  to  infuse  his  own  viewpoint,  sub- 
stantiated by  his  own  clinical  experience  or  experimental 
evidence.  Seme  of  these  will  have  to  stand  the  test  of 
time. 

The  more  comprehensive  chapters  are  those  concerning 
ulcers  of  the  skin,  benign  and  malignant  epithelial  tumors, 
the  melanomas,  thrombosis  and  embolism.  Two  chapters 
are  devoted  to  benign  and  malignant  skin  tumors.  In  ad- 
dition to  the  usual  classification  of  basal  and  prickle  cell 
epitheliomas,  the  author  has  added  another  clinical  entity 
under  the  name  of  adenoid  epithelioma.  This  tumor  is 
supposedly  midway  between  the  basal  and  prickle  cell 
tumors  in  malignancy  and  tendency  to  metastasis ; accord- 
ing to  the  author  it  should  be  recognized  and  treated  as 
such.  There  was  considerable  confusion  in  the  mind  of  the 
reviewer  in  the  use  of  the  terms  gland  carcinoma,  adeno- 
carcinoma, adenoid  carcinoma,  adenoid  epithelioma,  when 
evidently  applied  to  the  same  lesion,  the  malignant  form 
of  the  benign  adenoma  of  skin,  the  sweat  or  fat  gland 
adenoma.  The  terms  prickle  cell  carcinoma  and  prickle 
cell  epithelioma  also  appeared  to  be  used  interchangeably. 

The  chapter  on  benign  and  malignant  melanoma  is  well 
written  and  contains  the  author’s  own  classification  and 
many  clinical  facts  of  importance  concerning  these  interest- 
ing lesions.  In  the  chapter  on  malignant  tumors  of  fascia, 
the  author  stresses  the  fact  that  recurrent  lipomata  have  a 
tendency  to  malignancy,  passing  gradually  through  the 
stages  of  myxolipoma,  myxoliposarcoma  to  pure  sarcoma. 
The  author’s  views  on  surgical  thrombosis  are  unique,  the 
presence  of  fibrillary  fibrin  and  cement  substance  leading 
to  thrombosis  by  first  intention;  the  absence  of  fibrillary 
fibrin  and  the  presence  of  granular  fibrin  leading  to  throm- 
bosis by  second  intention.  In  the  latter  condition  the 
thrombus  is  readily  released,  resulting  in  embolism;  this 
latter  condition,  thrombosis  by  secondary  intention,  has 
led  to  the  author’s  axiom,  “never  ligate  a vein  in  a state 
of  reaction.” 

The  triteness  and  conciseness  of  the  text  is  evidenced 
further  by  the  large  number  of  illustrations  which  add 
much  to  the  descriptive  matter.  Commendable  and  refresh- 
ing as  this  conciseness  is,  one  wishes  that  more  at  length 
was  noted  regarding  such  conditions  as  X'olkman’s  Du- 
puytren’s  contractures  and  so  on.  Raynauds  disease  was 
not  considered.  There  is,  however,  a good  bibliography  at 
end  of  each  chapter  with  some  personal  comments  by  the 
author.  This  feature  will  appeal  strongly  to  those  who  have 
the  incentive  to  look  a little  further.  The  volume  will  find 
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a ready  response  to  surgeons  and  to  students  of  surgical 
pathology,  especially  to  those  who  desire  the  monographic 
form  of  their  surgical  literature. 

COXRAD  JaCOBSOX. 


Health  Protectiox  for  the  Preschool  Child.  A Na- 
tional Survey  of  Preventive  Medical  and  Dental  Service  for 
Children  Under  Six.  Report  of  the  Section  on  Medical 
Service.  George  Truman  Palmer,  Dr.  P.  H..,  Chairman 
Subcommittee  on  Statistics.  Mahew  Derryberry,  Research 
Assistant.  Philip  Van  Ingen,  M.D.,  Chairman  Committee 
on  Medical  Care  for  Children.  White  House  Conference 
on  Child  Health  and  Protection.  275  pp.  $2.50.  The  Cen- 
tury Co.,  New  York  and  London.  1931. 

From  the  White  House  Conference  on  Child  Health  and 
Protection  comes  this  comprehensive  report  as  an  answer 
to  the  question,  “What  is  being  done  to  protect  the  health 
of  the  children  in  the  United  States?”  In  the  form  of  a 
survey  the  book  is  divided  into  four  parts.  The  first  deals 
with  the  general  status  of  preventive  measures  for  children 
over  the  country.  The  second  gives  the  results  of  a survey 
of  the  use  of  preventive  medical  and  dental  service  for 
preschool  children  in  156  cities  and  in  the  rural  areas  of 
forty-two  states.  The  third  and  fourth  parts  contain  de- 
tailed statistical  tables  with  descriptions  of  methods  and 
forms  used. 

The  cities  of  the  Pacific  Coast  stand  particularly  high 
in  the  proportion  of  medical  and  dental  health  examina- 
tions. For  the  former,  an  average,  called  the  United  States 
Midway  City,  examines  47  per  cent  of  all  its  preschool 
children.  Berkeley,  California,  leads  the  country  with  82 
per  cent,  while  Roanoke,  Virginia,  is  low  with  only  11  per 
cent.  Seattle,  with  53  per  cent,  occupies  an  en%-iable  posi- 
tion in  this  special  field.  Statistics  are  given  to  show  the 
attitude  toward  vaccination  against  smallpox  and  immuni- 
zation against  diphtheria.  It  is  interesting  to  note  that,  ac- 
cording to  the  report,  “The  preschool  children  of  the 
United  States  are  not  extensively  protected  against  small- 
pox.” The  survey  discloses  that  but  21  per  cent  of  all 
city  children  have  been  vaccinated  and  only  7 per  cent 
of  all  rural  children. 

Some  correspondence  relative  to  the  gathering  of  this 
data  is  excerpted  in  the  final  pages  of  the  survey.  From 
various  sections  of  the  country  word  comes  that  already 
the  information  and  suggestions  contained  therein  are  being 
put  to  practical  use  in  the  practice  and  teaching  of  preven- 
tive medicine  among  the  preschool  children  of  the  United 
States.  W.  B.  Seelye. 


Moderx  Proctology.  By  Marion  C.  Pruitt,  M.D.,  L.R. 
C.P.,  S.  (Ed),  F.R.S.C.  (Ed.),  FA.C.S.,  Atlanta,  Ga.  As- 
sociate in  Surgerj’,  Emory  University  School  of  Medicine, 
etc.  With  233  Illustrations.  404  pp.  $8.00.  The  C.  V.  Mos- 
by  Co.,  St.  Louis.  1931. 

The  author  in  his  preface  states,  “it  has  been  my  aim 
to  offer  a book  that  is  concise  and  comprehensive.”  Just 
how  it  is  possible  to  write  a comprehensive  work  covering 
the  entire  field  of  proctologx'  in  a book  of  this  size,  one- 
third  of  which  is  given  up  to  illustrations,  it  is  hard  for 
the  reviewer  to  see.  The  book  is  certainly  concise  and 
could  be  properly  considered  a student’s  hand  book  or 
compend. 

The  book  as  a whole  is  orthodox  and  up-to-date.  The 
author’s  method  of  treating  internal  hemorrhoids  by  the 


injection  method  would  hardly  escape  criticism  by  most 
authorities  on  this  subject.  It  is  generall}-  accepted  that 
hemorrhoids  of  the  third  degree  should  not  be  treated  by 
this  method.  According  to  the  author  he  injects  all  piles 
of  this  type  at  one  sitting.  These  patients  are  put  to  bed 
until  the  protruding  parts  recede  into  the  rectum  which  is 
“five  to  ten  days.”  During  this  period  there  is  of  course 
a great  deal  of  mucoserous  discharge  with  swelling  and  in- 
flammatory reaction.  We  would  hesitate  to  replace  a clean 
surgical  operation  under  local  anesthesia  by  such  a pro- 
cedure as  this  under  any  circumstances.  Crook.all. 


Matas  Birthday  Volume.  A Collection  of  Surgical  Es- 
says Written  in  Honor  of  Rudolph  Matas,  New  Orleans. 
With  102  Illustrations,  5 in  Color,  and  Portrait  of  Dr. 
Matas.  396  pp.  $10.00.  Paul  B.  Hoeber,  Inc.  New  York, 
1931. 

This  collection  of  surgical  essays  written  in  honor  of 
Professor  Rudolph  Matas  does  credit  to  those  friends  and 
former  pupils  who  planned  its  publication  as  a birthday 
memorial.  Eighteen  leading  surgeons,  leaders  of  the  pro- 
fession in  France,  Spain  and  America,  have  written  twenty- 
two  articles  to  comprise  a volume  of  four  hundred  pages. 
Each  essay  is  a classic.  Nothing  else  would  be  worthy  as 
a tribute  to  one  who,  as  professor  of  surgery  at  Tulane 
University,  has  been  such  a great  leader  and  inspiring 
teacher  for  more  than  thirty  years.  Forbes. 


Lixtxg  the  Liter  Dht.  By  Elmer  A.  Miner,  M.D., 
Independence,  Kansas.  With  Introduction  by  William  P. 
Murphy,  M.D.,  Instructor  in  Medicine,  Harvard  Medical 
School.  106  pp.  $1.50.  The  C.  V.  Mosby  Company,  St. 
Louis,  1931. 

The  author  of  this  monograph  is  himself  a victim  of 
pernicious  anemia,  so  that  facts  herein  related  are  the 
result  of  personal  experience,  written  both  from  the  view- 
point of  physician  and  patient.  It  includes  not  only  sug- 
gestions for  liver  diet  but  also  formulae  for  reducing  diet 
as  well  as  for  other  purposes.  Liver  is  prepared  as  a loaf, 
liver  on  toast,  macaroni,  as  salad  sandwich  or  liver  souffle, 
all  intended  to  make  this  therapeutic  food  more  palatable. 
There  are  also  discussions  of  various  vegetable  foods  and 
starches  with  suggestions  as  to  their  proper  dietary  pro- 
portions.   

The  Surgical  Clixics  of  North  .\merica.  (Issued 
serially,  one  number  every  other  month.)  Volume  11,  No.  6. 
(Philadelphia  Number — December  1931.)  309  pages  with 
87  illustrations.  Per  Clinic  Year  (February  1931  to  De- 
cember 1931).  Paper,  $12.00;  Cloth,  S16.00  net.  Phila- 
delphia and  London:  W.  B.  Saunders  Company,  1931. 

This  volume  features  a series  of  interesting  clinical  re- 
ports by  Jackson  and  Bancock.  Laryngectomy  for  cancer 
of  the  larynx  is  presented  with  full  details  of  surgical  pro- 
cedures, with  numerous  illustrations  depicting  the  various 
steps.  They  report  two  cases  of  ganglioneuroma,  one  intra- 
thoracic,  the  other  retroperitoneal.  These  rather  rare  tumors 
grow  from  the  sympathetic  ganglias  or  suprarenals  and 
commonly  appear  in  the  abdomen,  thorax  or  neck.  Many 
other  interesting  surgical  conditions  are  presented  by  lead- 
ing Philadelphia  surgeons  concerning  abdominal  and  bone 
pathology.  Every  surgeon  will  find  much  of  interest  in 
this  volume. 
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A PATHOLOGIC  STUDY  OF  THE  CRITERIA 
DIFEERENTIATING  CHRONIC  GASTRIC 
ULCER,  CANCER-ON-ULCER  AND  ULCER- 
ATING CARCINOMA  OF  THE  STOMACH* 

W.  H.  Bueermann,  M.D.,  Ph.D. 

PORTLAND,  ORE. 

Those  who  have  been  in  medical  practice  within 
the  past  three  decades  have  witnessed  the  clarify- 
ing of  the  various  organic  dyspepsias  into  syn- 
dromes amenable  to  practical,  rational  treatment. 
The  two  factors  largely  responsible  for  this  change 
have  been  the  careful  roentgenologic  studies  con- 
ducted in  patients  presenting  a clinical  history  of 
dyspepsia  and  the  cooperative  efforts  of  the  surgical 
pathologist.  The  work  of  the  latter  has  been  to  re- 
construct the  sequence  of  the  pathologic  changes 
which  have  occurred  and  to  balance  these  against 
the  clinical  symptomatology.  In  order  to  accurate- 
ly accomplish  this  end,  the  surgical  pathologist  has 
established  a series  of  pathologic  pictures  which  are 
characteristic  of  the  various  stages  present  during 
the  progressive  course  of  the  disease  process.  Such 
fundamental  studies  have  been  of  particular  value 
in  the  study  of  the  pathology  underlying  the  be- 
nign and  malignant  ulcerative  lesions  of  the  stom- 
ach, and  the  relationship,  if  any,  existing  between 
such  lesions. 

It  is  of  historic  interest  to  note  that  Hippocrates^ 

* Read  before  the  Fifty-sixth  Annual  Meeting  of  Ore- 
gon State  Medical  Society,  Fortland,  Ore.,  Sept.  17-19, 
1930. 

1.  Hippocrates.  Quoted  by  Morgagni. 


in  his  .-Aphorisms,  classified  under  “morbus  niger” 
those  gastrointestinal  lesions  giving  rise  to  the  pres- 
ence of  digested  blood  in  the  stool,  and  that  Galen 
later  also  described  cases  with  emesis  of  blood  in 
the  sequence  of  digestive  disturbances  associated 
with  abnormal  pain.  It  was  not  until  1740,  how- 
ever, that  Hoffman  first  recognized  the  possible  eti- 
ologic  connection  between  the  terms  previously 
used  by  Hippocrates  and  gastric  lesions.  Bauhin  in 
the  sixteenth  and  Morgagni  in  the  eighteenth  cen- 
tury described  cases  of  perforating  gastric  ulcer 
with  postmortem  findings. 

The  first  investigator,  however,  to  distinguish 
chronic  gastric  ulcer  from  chronic  gastritis  and  gas- 
tric cancer  was  Cruveilhier-  in  1839.  From  his 
studies  he  even  intimated  a possible  relationship 
existing  between  gastric  ulcer  and  cancer  of  the 
stomach.  Rokitansky‘S  in  1842  then  gave  the  first 
classic  description  of  the  chronic  gastric  ulcer  and 
differentiated  it  from  the  acute  ulcer.  He  also  ob- 
served the  association  of  ulcer  and  cancer  of  the 
stomach  and  suggested  that  cancer  may  have  its 
origin  in  ulcer.  Friedlander^  in  1877  described 
atypical  glandular  proliferations  in  ulcerative  areas 
during  the  stage  of  hyperplasia  and  healing.  These 
changes  were  later  observed  by  Hauser^  in  the 

2.  Cruveilhier,  J. : Anatomie  Pathologique  du  corps 
humain,  etc  Paris.  1829-1835. 

3.  Rokitansky,  C. : I^ehrbuch  der  Speciellen  Patho- 
logische  Anatomie.  Sydenham  Soc.,  III.  1849. 

4.  Friedlander,  C. : Ueber  Epithelwucherung  und 

Krebs.  Anatomische-Untersuchungen.  Strassburg,  1877. 

5.  Hauser,  G.:  Das  Chronische  Magengeschwur,  sein 
Vernarbungs  process,  und  dessen  Beziehungen  zur  Ent- 
wicklung  des  Magen-Carcinoma.  Leipzig,  1883. 
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edges  of  healing  gastric  ulcers.  Cohnheim  about 
this  time  also  recognized  the  possibility  of  mistak- 
ing benign  regenerative  hyperplasia  and  malignant 
invasive  hyperplasia. 

Zenker®  in  1882  ventured  the  opinion  that  all 
gastric  carcinomata  had  their  origin  in  preexisting 
ulcer.  It  was  fortunate  indeed  that  shortly  follow- 
ing this  Waldeyer's’  monograph  appeared,  in  which 
he  gave  his  findings  on  the  etiology  of  gastric  can- 
cers, describing  accurately  the  changes  taking  place 
in  the  base  of  gastric  tubules  in  cancer,  and  the 
cellular  overgrowth,  hypertrophy  and  the  develop- 
ment of  the  carcinomatous  acini  from  the  bases  of 
the  gastric  tubules. 

Hauser  in  1883  was  the  first  investigator  to  un- 
dertake a systematic  histologic  study  of  this  prob- 
lem by  means  of  serial  sections  of  healed  simple  ul- 
cers, chronic  gastric  ulcers  and  a carcinomatous 
ulcer  which  Zenker  believed  to  be  a case  of  cancer 
arising  from  preexisting  ulcer.  Following  the  pre- 
cepts of  Friedlander  and  Waldeyer,  Hauser  demon- 
strated the  atypical  glandular  proliferation  seen  in 
the  edges  of  healing  gastric  ulcers  and  differentiat- 
ed these  from  the  invasive  hyperplasia  seen  in  car- 
cinomatous ulcers.  Hauser  was  the  first  investiga- 
tor to  establish  a group  of  criteria  w^hich  could  be 
used  as  a basis  for  determining  the  primary  or  sec- 
ondary nature  of  carcinoma  of  the  stomach. 

Fiitterer®  in  1902  made  a collection  of  fifty-two 
cases  of  cancer-on-ulcer  from  the  literature.  !Many 
of  these  were  doubtful  and  did  not  include  the 
pathologic  findings.  He  was,  however,  the  first  to 
recognize  the  importance  of  studying  the  entire  ul- 
cer in  cross-section  in  order  to  recognize  differences 
which  might  aid  in  identifying  evidence  of  previous 
benign  ulceration. 

The  work  of  Wilson  and  ^lacCarty®  in  1909,  at 
The  Mayo  Clinic,  gave  a new  impetus  to  the  study 
of  this  problem  by  emphasizing  the  close  associa- 
tion of  carcinoma  with  ulcer.  They  reported  that 
71  per  cent  of  all  resected  specimens  of  the  stom- 
ach for  carcinoma  were  associated  with  definite  ul- 
cers and  that  68  per  cent  of  the  resected  ulcers, 
including  duodenal  ulcer,  were  associated  with  car- 
cinoma. The  terms  “carcinoma  associated  with  ul- 
cer” and  “ulcer  associated  with  carcinoma”  as  used 
in  this  paper  lent  themselves  to  a variety  of  inter- 
pretations. The  literature  following  the  appearance 

6.  Zenker:  Quoted  by  Hauser. 

7.  Waldeyer,  W.:  Die  ICntwlckling  der  Carcinome 

Virehow's  Arcli.  f.  Path.  .Anat.,  41,  470-523.  1868. 

8.  F'utterer,  G. : The  Origin  of  Carcinoma  of  the 

Stomach  from  Clironic  Round  Ulcer  of  the  Stomach. 
J.  A.  M.  .A.  38:693-699.  March  14.  1902. 

9.  Wilson,  I>.  B.,  and  MacCarty.  W.  C.:  Pathological 

Relationships  of  Gastric  Ulcer  and  Gastric  Carcinoma. 
Tr.  Am.  Phys.,  24:  593-602.  1909. 


of  this  article  in  some  cases  interpreted  the  word 
“associated”  as  being  synonymous  with  sequence. 
It  is  of  particular  interest,  however,  to  note  that 
Wilson  and  ^MacCarty  followed  no  definite  group  of 
criteria  and  made  no  attempt  to  determine  these 
factors  which  might  suggest  sequence  from  the  be- 
nign to  the  malignant  stage.  MacCarty  referred  to 
the  atypical  gland  proliferation  previously  report- 
ed by  Waldeyer,  Friedlander  and  Hauser  as  sec- 
ondary cytoplasias.  These  he  considered  as  precan- 
cerous  and  even  early  cancer  in  some  instances,  al- 
though he  later  wrote  that  benign  and  malignant 
hyperplasias  in  ulcers  were  indistinguishable. 

We  have,  therefore,  today  two  definite  theories 
regarding  the  development  of  carcinoma  of  the 
stomach.  According  to  the  first  theory,  carcinoma 
arises  in  the  majority  of  cases  from  some  form  of 
preexisting  ulceration  of  the  stomach,  most  gener- 
ally a benign  chronic  calloused  ulcer.  The  adherents 
of  this  theory  believe,  in  general,  that  such  ulcera- 
tion precedes  the  onset  of  carcinoma  by  a period 
extending  from  two  years  as  a minimum  to  several 
decades.  Some  advocates  of  this  theory  have  even 
gone  to  the  extreme  and  stated  that  a primary  car- 
cinoma of  the  stomach  is  a relatively  rare  occur- 
rence and  that  the  almost  constant  presence  of  ul- 
ceration in  early  carcinomata  argues  for  the  exist- 
ence of  such  ulceration  prior  to  the  onset  of  the 
carcinoma.  Others  have  accepted  the  heterotopic 
changes  observed  in  the  edges  of  benign  ulcers  to- 
gether with  the  marked  cytoplasias  observed  as  evi- 
dence of  a precancerous  state  and  even  of  the  pres- 
ence of  an  early  carcinoma. 

Supporters  of  the  second  theory  have  admitted 
that  carcinoma  can  and  does  arise  on  preexisting 
ulceration  or  gastritis,  but  that  this  change  is  of 
very  infrequent  occurrence.  They  further  state  that 
the  majority  of  the  malignant  lesions  observed  in 
the  stomach  are  primary  carcinomata  which  have 
undergone  secondary  peptic  ulceration.  Adherents 
to  this  theory  do  not  class  heterotopic  changes  ob- 
served in  the  edges  of  chronic  ulcers  as  malignant, 
although  some  of  them  admit  they  may  be  precan- 
cerous. Displacements  of  glandular  elements  in  the 
base  near  the  edge  of  a gastric  ulcer  is  not  consid- 
ered by  them  sufficient  evidence  of  malignancy  in 
the  ulcer,  unless  supported  by  more  definite  evi- 
dence. 

\’arying  opinions  have  been  expressed  by  clini- 
cians, surgeons  and  pathologists  in  support  of  these 
two  theories  and  percentages  have  ranged  from  0 
to  100  per  cent  as  to  the  number  of  cancers  arising 
from  preexisting  benign  ulceration. 
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Fig.  1. 

Fig.  1,  a.  Cross-section  drawing  of  an  ulcerating  car- 
cinoma of  the  stomach,  muscle  intact,  b.  Cross-section 
drawing  of  typical  chronic  gastric  ulcer,  muscle  de- 
stroyed and  tilting  upwards. 

Fig.  2,  a.  Cross-section  drawing  of  a primary  ulcerat- 

Theory  should  be  subservient  to  observed  facts. 
In  order  to  better  acquaint  ourselves  with  opinions 
based  upon  such  facts,  we  will  review  briefly  a 
group  of  criteria  established  by  investigators  who 
have  given  this  problem  particular  thought. 

Hauser  was  among  the  first  investigators  of  this 
problem  to  establish  a definite  criterion  for  differ- 
entiating carcinoma-on-ulcer  from  ulcerating  carci- 
noma. 

Hauser’s  criteria  for  cancer-on-ulcer 

1.  Deep,  sharply  cut  excavation  with  overhanging  proxi- 
mal edge  and  base. 

2.  Sharp  upward  tilting  of  muscularis  so  as  to  meet  with 
muscularis  mucosa  at  the  mucous  membrane  edge. 

3.  Partial  carcinomatous  infiltration  of  one  ulcer  edge 
with  fusion  and  fixation  of  that  edge. 

4.  Ulcer  base  contains  fibrous  tissue  with  frequent  ex- 
tension of  cicatrix  to  surrounding  structures. 

5.  Ulcer  base  must  be  free  of  cancer  cells. 

6.  Cancer  usually  begins  at  edge  nearest  pylorus. 

Both  Anschutz  and  Konjetzny^®  have  given  con- 
siderable time  and  attention  to  this  problem  and 
have  outlined  a set  of  criteria  which  they  used  as 
a basis  for  their  selection  of  cases  of  carcinoma-on- 
ulcer. 

ANSCHUTZ  AND  KONJETZNY’s  CRITERIA 
FOR  CANCER-ON-ULCER 

1.  The  ulcer  in  question  must  possess  all  of  the  char- 
acteristics of  a chronic  gastric  ulcer. 

10.  Anschutz.  AV.,  and  Konjetzny,  G.:  Das  Ulkus  Kar- 
zinom  des  Magens.  Deutsche  Ztschr.  f.  Chir.,  154,  1-40. 
1920. 


Fig.  2.  Fig.  3. 

ing  carcinoma,  b.  Cross-section  drawing  of  a carcino- 
ma-on-ulcer. 

Fig.  3.  Schematic  drawing  showing  the  various  stages 
in  the  development  of  an  ulcerating  carcinoma  of  the 
stomach  (primary). 

2.  Only  partial  involvement  of  the  ulcer  crater  edge  or 
base  must  be  present. 

3.  The  cancer-on-ulcer  is  an  undifferentiated  scirrhous 
cancer ; highly  differentiated  cancers  speak  against  origin 
from  ulcers  or  scars. 

4.  Cancer-on-ulcer  usually  does  not  have  an  atrophic  or 
proliferating  associated  gastritis. 

Stromeyer,!^  in  his  studies  of  the  chronic  gastric 
ulcer,  noticed  morphologic  changes  which  were 
characteristic  of  the  cross-sections  of  these  ulcers. 
These  findings  formed  the  basis  of  his  criteria. 

STROMEYER’S  CRITERIA  FOR  CANCER-ON-ULCER 

1 . A funnel-shaped  form  of  ulcer. 

2.  A steep  perpendicular  proximal  edge  which  is  usually 
overhanging. 

3.  A gradual  slope  from  base  upwards  on  the  distal  side 
(pyloric  side). 

4.  Splitting  up  or  fragmentation  of  the  muscularis  on 
the  distal  side. 

5.  The  presence  of  cancer  on  one  edge  and  none  in  the 
base  or  in  the  muscle  of  the  base. 

Ewing,^'-  from  his  broad  expsrience  with  neoplas- 
tic diseases,  has  made  a careful  study  of  the  rela- 
tionship existing  between  the  ulcerating  carcino- 
mata and  the  cancer-on-ulcer  group  of  cases.  He 
has  outlined  the  criteria  which  he  has  used  in  mak- 
ing the  differentiation  between  primary  ulcerating 
carcinoma  and  carcinoma-on-ulcer  (figs.  1 and  2). 

11.  Stromeyer,  F. : Die  Pathogenese  des  Ulcers  Ven- 
triculi,  zugleich  ein  Beitrag-  zur  FTage  nach  den  Bezie- 
hungen  Zwischen  Ulcus  und  Carcinom.  Beitr.  z.  Path. 
Anat.  u.  z.  allg.  Path.,  54:1-67.  1912. 

12.  Ewing,  J.;  The  Relation  of  Gastric  Ulcer  to  Can- 
cer. Am.  Surg.,  67:715-723.  June,  1918. 
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Ewing’s  criteria  for  cancer-on-ulcer 

1.  Ulcerating  carcinomata  are  usually  broad,  widely  and 
uniformly  infiltrating.  The  ulceration  is  an  erosion  or  ir- 
regular evacuation  beginning  in  the  center  and  extending 
over  much  of  the  surface. 

2.  Chronic  peptic  ulcers  are  sharply  cut,  edges  flat  but 
overhanging  and  the  base  indurated  and  free  from  cancer. 

3.  Peptic  ulcers  occasionally  show  the  mucosa  to  be  the 
seat  of  glandular  hypertrophy  with  atypical  changes  in  iso- 
lated glands  and  interstitial  growth  of  connective  tissue 
causing  some  derangement  of  glands.  This  is  not  cancer 
secondary  to  ulcer  but  may  well  predispose  to  cancer. 

4.  Deep  excavations  may  occur  in  portions  of  estab- 
lished carcinoma,  especially  in  pylorus,  due  to  powerful 
muscular  contractions  with  hernia  of  weakened  muscle. 

5.  Gastric  digestion  may  strip  a primary-  carcinoma  down 
to  the  muscularis  or  deeper,  leaving  no  trace  of  carcinoma 
over  the  base,  but  only  a peripheral  ring  of  tumor  tissue 
which  is  protected  by  mucosa. 

6.  When  the  ulcer  base  is  uniformly  infiltrated  with  car- 
cinoma, especially  of  diffuse  or  atypical  small  alveolar 
type,  the  condition  is  difficult  to  reconcile  with  an  origin 
from  the  edge.  Hence  the  importance  of  the  base  in  dif- 
ferentiating primary  from  secondary  carcinoma. 

7.  The  occurrence  of  atypical  epithelial  proliferation  in  the 
glands  on  the  edge  of  the  ulcer  is  not  sufficient  evidence 
that  the  lesion  is  going  on  to  cancer. 

8.  Only  chronic  gastric  ulcers  are  the  site  of  cancer-on- 
ulcer;  simple  acute  gastric  ulcers  never. 

9.  In  order  to  be  acceptable  as  a diagnosis  of  cancer-on- 
ulcer,  there  must  be  a previous  history  of  ulcer  covering  a 
period  of  ten  to  thirty  years  and  in  less  attested  cases  two 
years. 

Spilsbury^”  has  also  laid  down  a number  of  axio- 
matic statements  which  have  aided  him  id  his  cri- 
terion between  primary  and  secondary  carcinoma 
of  the  stomach. 

spilsbury’s  criteria  for  cancer-on-ulcer 

1.  Gastric  ulcers  are  undergoing  destruction  or  regenera- 
tion. 

2.  During  the  regenerative  stage,  processes  of  repair  and 
regenerative  changes  become  evident.  .\t  this  stage  there 
is  commonly  found,  at  the  edge  of  the  ulcer,  gland  cells 
which  have  penetrated  deeply  into  the  scar  tissue  and  are 
cut  off  from  the  regenerating  glands;  they  may  exhibit  an 
atypical  glandular  arrangement  or  may  form  narrow  solid 
columns  of  cells;  isolated  cells  are  also  seen.  It  is  these 
cells,  detached  from  the  regenerative  epithelium  and  buried 
in  the  fibrous  tissue  of  the  ulcer,  which  are  sometimes  re- 
ferred to  as  precancerous,  and  which  from  their  position 
and  irregular  arrangement  are  regarded  as  indicating  a 
maligna.~.t  transformation  in  the  ulcer. 

3.  When  dense  fibrous  tissue  of  the  base  is  infiltrated 
everywhere  with  cancer  cells,  regard  such  a tumor  as  a 
primary  cancer  with  secondary  ulceration. 

Warthin”  presented  his  conception  of  the  criteria 
necessary  to  distinguish  between  the  carcinoma 
arising  on  the  basis  of  a preexisting  ulcer  and  a 
primary  carcinomatous  ulcer. 

13.  Spilsbury.  B.  H.:  The  Morbid  Anatomy  and  His- 
tology of  Gastric  Ulcer  witli  Specific  Reference  to  its 
Relationship  to  Carcinoma  of  the  Stomach.  Proc.  Roy. 
Soc.  Med..  15:25-29.  October.  1922. 

14.  Cabot,  S..  and  -Vdie.  G.  C.:  Etiology  of  Cancer 
of  the  Stomach.  Ann.  Surg.,  82:  8G-108.  July,  1925. 


warthin’s  criteria  for  C.ANCER-ON-ULCER 
(C.ABOT  AND  ADIE) 

1.  There  must  be  convincing  evidence  of  the  existence 
of  an  older  ulcer  in  the  presence  of  an  induration  or  cica- 
tricial fibrosis  extending  through  the  stomach  w-all  w-ith 
characteristic  sclerosis  of  the  blood  vessels,  the  greater  part 
of  this  cicatrix  being  entirely  free  from  carcinomatous  in- 
filtration, the  latter  being  limited  to  the  borders  or  surface 
of  the  ulcer.  The  carcinoma  must  be  a relatively  early  de- 
velopment, infiltrating  the  ulcer  scar  to  but  a slight  extent, 
so  that  there  can  be  no  doubt  that  the  fibrosis  is  the  re- 
sult of  the  healing  of  an  older  ulcerative  process  and  not 
secondary  to  the  carcinoma. 

2.  If  the  induration  is  the  result  of  a primary  carcino- 
matous ulcer,  it  will  be  infiltrated  throughout  with  cancer 
cell  nests. 

3.  Xo  diagnosis  of  cancerous  or  precancerous  states  can 
be  made  from  the  characteristics  of  individual  cells  of 
such  regenerative  conditions,  either  in  size,  form  or  strain- 
ing qualities  of  nuclei  or  cytoplasm. 

4.  The  diagnosis  of  carcinoma  depends  wholly  upon  the 
presence  of  free-growing  cells  in  the  tissue-spaces,  infil- 
trating the  scar  tissue,  producing  a secondary  inflammatory 
reaction  in  the  latter  and  presenting  the  appearances  of 
mature  cancer  nests,  and  not  connected  (in  serial  sections) 
with  the  normal  glands  at  the  border  of  the  ulcer.  In 
serial  sections  the  continuity  of  regenerative  proliferations 
with  the  bordering  epithelium  can  always  be  demonstrat- 
ed; in  cancer  no  continuity  between  normal  gland  epithe- 
lium and  carcinoma  can  be  shown.  A destructive  infiltra- 
tion of  the  mucosa  at  the  border  of  the  ulcer  with  cords 
and  masses  of  epithelial  cells  more  or  less  atypical,  grow- 
ing without  relationship  to  the  basement  membrane,  should 
be  interpreted  as  carcinoma. 

Dible’^^  has  reviewed  the  various  aspects  of  the 
problem  of  carcinoma-on-ulcer  and  primary  ulcer- 
ating carcinoma.  The  results  of  his  investigation 
were  presented  before  the  Manchester  Pathological 
Society  as  the  criteria  w'hich  he  considered  of  im- 
portance in  deciding  in  favor  of  a case  of  cancer- 
on-ulcer  (fig.  3). 

dible’s  criteria  for  cancer-on-ulcer 

1.  The  mere  presence  of  an  ulcer-like  crater  is  not  of 
the  slightest  significance. 

2.  The  presence  of  endarteritis  obliterans  of  the  ve.ssels 
of  the  ulcer  area  is  no  criterion  of  the  presence  of  a pre- 
existing ulcer,  since  it  is  frequently  seen  in  frank  cases  of 
ulcerating  carcinoma. 

3.  The  presence  of  fibrosis  or  scarring  is  constant  in  ulcer 
but  it  is  just  as  constant  in  the  scirrhous  type  of  carcino- 
ma, and  hence  not  a trustworthy  guide.  Fibrosis  in  a gas- 
tric cancer  may  be  interpreted  as  evidence  of  ulcer  w'hen 
it  exists  entirely  free  from  malignant  cells,  and  a scar  in- 
filtrated with  tumor  cells  maj'  equally  well  be  the  product 
of  an  ulcer  undergoing  malignant  invasion,  or  wholly  the 
result  of  a scirrhous  type  of  tumor  growth.  In  malignant 
disease  the  absence  of  a scar  is  useful  evidence  in  negativ- 
ing previous  ulcer,  but  its  presence  is  of  little  value  by  it- 
self in  pointing  to  the  existence  of  that  condition. 

4.  Chronic  ulcer  destroys  the  muscle  coat  in  toto  in  the 
ulcer  base  and  this  is  true  of  practically  every  case.  Cancer 

15.  Dible,  J.  H. : Gastric  Ulcer  and  Gastric  Carcinoma; 
An  Inquiry  into  Tlieir  Relationship.  Brit.  Jour.  Surg., 
12:  666-700.  April.  1925. 
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Fig.  4.  Cioss-section  of  a chronic  ga.stric  ulcer  show- 
ing destruction  of  muscularis  with  muscle  tilting  up- 
wards to  meet  the  mucosa. 

F^g.  5.  Cross-section  of  an  ulcerating  carcinoma  of 
the  stomach  showing  the  intact  muscularis  invaded  by 
carcinoma. 

may  or  may  not  do  this.  The  e.xtent  to  which  it  does  this 
depends  upon  its  type,  duration  and  rate  of  growth,  but 
where  we  can  trace  muscle  as  a solid  band  through  the  en- 
tire base  of  the  tumor,  we  can  safely  say  that  the  evidence 
is  wholly  against  there  having  been  any  preceding  ulcer. 

Stewart^®  gave  special  attention  to  the  microsco- 
pic changes  observed  in  chronic  gastric  ulcers. 
These  changes  were  compared  with  the  microscopic 
findings  in  the  primary  carcinomata  of  the  stomach 
(figs.  4,  5,  6 and  7). 

Stewart’s  criteria  for  cancer-on-ulcer 

AND  ULCERATING  CARCINOMA 
I.  Ulcerating  Carcinoma  of  the  Stom.ach 

1.  A replacement  of  the  functional  activity  of  a cell  by 
vegetative  activity:  cellular  and  nuclear  heteramorphism, 
including  the  replacement  of  columnar,  mucin-forming  cells 
by  those  which  are  rounded  or  polygonal,  increased  fre- 
quency of  mitosis  and,  therefore,  of  the  number  of  mitotic 
figures  in  a given  field,  nuclear  hyperchromatism,  mitotic 
irregularity  and  the  formation  of  solid  epithelial  columns 
instead  of  acini.  These  changes  may  be  met  with  also  in 
active  regenerative  changes  and  hence  should  lead  to  search 
for  further  evidence  of  neoplasia. 

16.  Stewart,  M.  J.:  The  Pathological  Relationship  Be- 
tween Gastric  Ulcer  and  Gastric  Carcinoma.  Cancer 
Review,  1:  223-224.  1926. 


Fig.  6.  Cross-.section  of  small  ulcerating  carcinoma  of 
the  stomach.  Note  carcinomatous  invasion  of  intact 
muscularis. 

Fig.  7.  Cross-section  of  an  ulcerating  carcinoma  of 
the  stomach.  Note  intact  muscularis  with  adherent 
omentum  and  raised  edges  of  the  ulcer. 

2.  Epithelial  infiltration  through  the  muscularis  mucosa 
and  of  the  muscularis,  associated  with  cellular  changes  de- 
scribed under  1.  Care  must  be  taken  to  differentiate  ma- 
lignant invasion  from  nonmalignant  heterotopia  or  the  in- 
vasion of  the  submucous  tissue  by  glandular  tissue  either 
as  a developmental  error  or  in  association  with  healed  or 
healing  ulcerations. 

3.  The  presence  of  groups  of  epithelial  cells,  solid  or 
acinar  within  the  lymph-glands  of  the  stomach  is  conclu- 
sive proof  of  malignancy. 

II.  Evidence  for  Preexisting  Simple  Chronic  Ulceration 

1.  Complete  destruction  of  an  area  of  muscle  correspond- 
ing in  size  roughly  to  the  floor  of  the  ulcer.  In  primary 
malignancy  a band  of  muscle  of  varying  width  is  present 
in  the  floor  of  the  lesion. 

2.  The  presence  of  a correspondingly  large  area  of  dense 
fibrous  and  granulation  tissue  in  the  floor  of  the  lesion 
which  in  the  majority  of  the  operable  cases  is  not  invaded 
or  only  in  part.  The  carcinoma  on  ulcer  arises  from  one 
point  in  the  circumference  and  growth  extends  outwards 
and  in  such  a way  as  to  encircle  the  ulcer  rather  than  to 
invade  the  fibrous  floor. 

3.  Obliterative  endarteritis  and  organized  thrombophle- 
bitis are  frequently  met  with  in  the  floor  of  chronic  ulcers 
and  are  much  less  often  seen  in  primary  cancer. 

There  is  a practical  aspect  to  this  seemingly  aca- 
demic discussion.  If  gastric  ulcer  develops  into  gas- 
tric carcinoma  in  a high  percentage  of  cases,  the 
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surgical  removal  of  benign  gastric  ulcers  should 
then  be  good  prophylactic  treatment  for  cancer  of 
the  stomach.  If,  however,  the  percentage  of  gastric 
ulcers  developing  secondarily  into  carcinoma  lies 
within  the  percentage  incidence  of  cancer  develop- 
ing upx)n  a nonulcerative  stomach,  the  problem 
then  becomes  one  of  clinically  distinguishing  be- 
tween the  benign  or  malignant  nature  of  any  gas- 
tric ulcer.  The  danger  lies  not  so  much  in  cancer 
developing  upon  any  given  ulcer  but  rather  in  the 
uncertainty  that  an  early  ulcerating  carcinoma  may 
be  masking  under  the  morphology  and  clinical  pic- 
ture of  a benign  calloused  ulcer. 

CONCLUSIONS 

1.  Carcinoma  does  develop  secondarily  in  a small 
percentage  of  chronic  gastric  ulcers. 

2.  Definite  pathologic  criteria  should  be  followed 
in  determining  the  primary  or  secondary  nature  of 
carcinomatous  ulcers. 

3.  Early  primary  ulcerating  gastric  cancers  may 
very  closely  resemble  a chronic  gastric  ulcer  clini- 
cally. The  uncertainty  underlying  clinical  judg- 
ment in  some  of  these  cases  outweighs  the  danger 
to  be  feared  from  secondary  carcinomatous  degen- 
eration. 

4.  Surgical  treatment  of  gastric  ulcers  is  justified 

in  those  cases  which  cannot  be  adjudged  benign  by 
clinical  methods. 
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statistical  study  of  the  incidence  of  cancer 
can  be  of  relative  value  only,  as  such  a study  must 
be  based  upon  the  death  certificates  in  the  Bureau 
of  Health.  The  diagnosis  in  a majority  of  the 
death  certificates  was  made  from  a clinical  study 
of  the  patient  and  not  from  autopsy  or  biopsy 
material.  The  incidence  of  death  due  to  visible 
cancer  is  probably  approximately  accurate,  but 
that  from  invisible  cancer  must  of  necessity  have 
a certain  degree  of  error.  This  degree  will  vary 
with  the  thoroughness  with  which  the  patient  has 

• From  the  Department  of  Surgery,  University  of 
Oregon  Medical  School. 


been  studied  previous  to  death.  When  multiple  lo- 
calizations of  cancer  were  named,  the  primary 
location  was  determined  as  nearly  as  possible  and 
recorded  as  that  most  probable  to  cause  the  me- 
tastatic lesions  according  to  pathologic  statistics. 

This  paper  is  based  upon  a study  made  by 
three  senior  medical  students,  New'som,  Betzer,  and 
Bennett,  reviewing  the  original  death  certificates  in 
the  Oregon  State  Bureau  of  Health  for  the  period 
from  January  1,  1920,  to  December  31,  1929. 
Classification  according  to  the  primary  location  of 
the  cancer,  as  suggested  by  the  United  States 
Bureau  of  Census,  was  used  except  that  group  43 
included  all  cancer  of  the  upper  digestive  tract  to 
the  gastric  cardia. 

Group  43  Cancer  of  the  buccal  cavity. 

Group  44  Cancer  of  the  stomach  and  liver. 

Group  45  Cancer  of  the  intestines  and  peritoneum. 

Group  46  Cancer  of  the  female  genital  organs. 

Group  47  Cancer  of  the  breast. 

Group  48  Cancer  of  the  skin. 

Group  49  Cancer  not  asigned  to  the  above  groups. 

The  data  were  secured  from  the  original  death 
certificates  and  were  checked  against  the  summary 
reports  of  the  Oregon  State  Board  of  Health.  No 
attempt  was  made  to  study  the  incidence  of  can- 
cer in  the  various  counties  or  according  to  the 
urban  or  rural  residence  of  the  patients,  as  many 
of  the  rural  patients  entered  city  hospitals  before 
exitus,  and  many  in  smaller  cities  came  to  Port- 
land. The  white  race  comprises  the  great  majority 
of  the  population  of  Oregon,  and  hence  no  racial 
division  of  the  data  was  made. 

CANCER  DEATHS  IN  OREGON  FROM  1920  TO  1929, 
INCLUSIVE 


Total 

Cancer 

Rate  per 

Percentage 

Year 

deaths 

deaths 

100,000 

cancer  deaths 

1920 

9,186 

742 

93.6] 

8.07 

1921 

8,324 

757 

93.6  1 

9.09 

1922 

9,381 

812 

98.5  } 97.5 

8.66 

8.90 

1923 

8.983 

822 

97.6  1 

9.15 

1924 

9.511 

899 

104.8  1 

9.44 

1925 

9.596 

941 

107.8  1 

9.81 

1926 

9.885 

992 

111.1  1 

10.02 

1927 

10,222 

992 

109.2  j 104.9 

9.70 

9.76 

1928 

10,493 

1,043 

113.0  1 

9.94 

1929 

Totals 

.'\verage 

10.680 

96,261 

998 

8,998 

106.0  J 

103.52 

9.35 

9.32 

The  total  number  of  deaths  in  Oregon  in  this 
ten  year  period  was  96,261  of  which  9.32  per  cent, 
or  8,998,  were  ascribed  to  cancer.  The  above  table 
indicates  an  increase  in  the  actual  number  of 
deaths  from  cancer  each  year  beginning  with  742 
in  1920,  and  reaching  the  maximum  with  1043  in 
1928.  Percentage  of  cancer  deaths  increased  in  a 
similar  manner.  The  average  percentage  of  the  last 
five  of  the  ten  year  period  shows  a significant 
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Fig.  1 


increase  over  the  corresponding  preceding  five 
years.  The  number  of  deaths  per  100,000  popula- 
tion per  year  is  estimated  from  the  following  fig- 
ures, derived  from  the  official  United  States  Census 
Bureau  reports  by  the  Oregon  State  Board  of 
Health. 


ESTIMATED  YEARLY  POPULATION  OF  OREGON 


United  States  Census  Bureau  official  census  figures: 


1920 783,389 

1930 953,786 

Oregon  State  Board  of  Health  estimates  as  July  1,  yearly: 


1920.. 

1921.. 

1922.. 

1923.. 

1924.. 

1925.. 

1926.. 

1927.. 

1928.. 

1929.. 


.791,701 

.808,325 

824,949 

841,573 

858,197 

.874,822 

.891,446 

.908,070 

.924,694 

941,318 


DEATHS  FROM  CANCER  IN  THE  VARIOUS  GROUPS 


Group 

Total 

Male 

Female 

43 

408 

333 

75 

44 

3,552 

2,124 

1,428 

45 

1,237 

624 

613 

46 

1,084 

1,084 

47 

703 

10 

693 

48 

293 

213 

80 

49 

1,721 

1,182 

539 

Totals 

8,998 

4.486 

(fig.  1.) 

4.512 

PERCENT.AGE  DISTRIBUTION  OF  C.ANCER  DE.ATHS  IN 


THE  GROUPS 

Percentage 

Percentage  of  group 

Group 

of  total 

Male 

Female 

43 

4.5 

81.5 

18.5 

44 

39.5 

60.0 

40.0 

45 

13.7 

50.5 

49.5 

46 

12.1 

100.0 

47 

7.8 

1.4 

98.6 

48 

3.3 

72.5 

27.5 

49 

19.1 

68.5 

3 1 .5 

100.0 

(fig. 

2.) 

AVERAGE 

.AGE  OF  DE.ATH 

IN  THE 

VARIOUS  GROUPS 

Group 

Total 

Male 

Female 

43 

68.5 

68.8 

67.0 

44 

66.2 

66.8 

65.3 

45 

62.8 

63.3 

62.2 

46 

58.6 

58.6 

47 

59.3 

62.5 

59.2 

48 

69.5 

68.5 

72.5 

49 

61.1 

63.1 

57.8 

Average 

63.15 

65.6 

60.5 

Fig.  2. 
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AGE  DISTRIBUTION'  OF  CAN'CER  DEATHS 


Pet. 

Pet. 

Pet. 

.\ge 

Total 

Total 

Male 

Group  Female  Group 

0 to  1 

8 

0.09 

4 

50.0 

4 

50.0 

1 to  9 

45 

0.50 

28 

62.0 

17 

38.0 

10  to  19 

44 

0.49 

30 

68.0 

14 

32.0 

20  to  29 

..  121 

1.34 

61 

50.5 

60 

49.5 

30  to  39 

..  408 

4.49 

147 

36.0 

261 

64.0 

40  to  49 

-.1,090 

12.11 

388 

35.5 

702 

64.5 

50  to  59 

.1,955 

21.77 

854 

43.5 

1,101 

56.5 

60  to  69 

..2,622 

29.15 

1,453 

55.5 

1,169 

44.5 

70  to  79 

..2,031 

22.57 

1,190 

58.5 

841 

41.5 

80  to  89 

..  614 

6.83 

310 

50.5 

304 

49.5 

90  to  99 

48 

0.53 

16 

33.3 

32 

66.7 

100  or  over.. 

0 

0.00 

0 

0.0 

0 

0.0 

Unknown  .... 

..  12 

0.13 

5 

41.5 

7 

58.5 

Totals  

-.8,998 

100.00 

4,486 

4,512 

.-Average  .... 

49.8 

50.2 

(Fig. 

3) 

DISCUSSION 

Group  44,  comprising  cancer  of  the  stomach  and 
liver,  has  the  greatest  incidence  with  3,552  deaths 
or  39.5  per  cent  of  the  total  cancer  deaths  for  this 
period.  There  are  2,124  males  and  1,428  females  in 
this  class.  As  far  as  possible,  all  deaths  reported 
as  cancer  of  the  liver  were  traced  to  their  primary 
location  and  recorded  under  that  heading.  When 
diagnosis  of  cancer  of  the  liver  is  made  clinically, 
the  lesion  is  usually  secondary  to  a primary  growth 
elsewhere.  This  primary  growth  may  be  anywhere 
in  the  region  drained  by  the  portal  system;  hence 
in  all  probability  many  of  the  deaths  included  in 
this  list  as  from  cancer  of  the  liver  belong  to  group 
45,  as  metastasis  from  cancer  of  the  intestinal 
tract  is  frequently  found  in  the  liver.  Eight  deaths 
occurred  before  the  age  of  twenty  years  and  are 
probably  embryonal  tumors.  The  average  age  of 
death  was  66.2  years.  Male  deaths  had  an  average 


age  of  66.8  years  and  female  deaths  65.3  years 
(fig-  4). 

The  ne.xt  largest  class  is  group  45,  including  can- 
cer of  the  intestinal  tract  and  peritoneum,  in  which 
there  were  recorded  1,237  deaths,  or  13.7  per  cent 
of  the  total  cancer  deaths.  Of  the  total  number  624 
were  male  and  613  female.  As  previously  stated, 
this  group  is  probably  larger  than  the  figures  quot- 
ed as  deaths  reported  under  group  44  undoubtedly 
contain  certain  ones  which  should  be  listed  in  this 
category-.  Nine  deaths  occurred  before  twenty  years, 
of  which  one  was  less  than  one  year  old.  The  aver- 
age age  at  death  was  63.3  years  for  males,  62.2 
years  for  females  and  62.8  years  for  the  total  group 
(fig.  5). 


Fig.  4 


February,  1932 


57 


CANCER  DEATHS ELSE  ET  AL 


The  third  largest  classification  is  cancer  of  the 
female  genital  organs  or  group  46.  The  total  deaths 
in  this  group  was  1,084  or  12.1  per  cent  of  total 
cancer  deaths.  Average  age  of  death  was  58.6  years. 
There  were  but  4 deaths  before  the  age  of  twenty 
years  (fig.  6). 

The  fourth  largest  group  is  cancer  of  the  breast, 
group  47.  Total  deaths  included  703  persons,  of 
whom  10  were  males  and  693  females.  Breast  can- 
cer comprised  7.8  per  cent  of  total  cancer  deaths. 
There  were  no  deaths  before  the  age  of  twenty 
years.  The  average  age  at  death  was  59.3  years  for 
the  total,  and  62.5  years  for  males  and  59.2  years 
for  females  (fig.  7). 

The  fifth  group  was  that  of  cancer  of  the  buccal 
cavity  and  upper  gastrointestinal  tract  or  group  43. 
These  comprise  408  deaths  or  4.5  per  cent  of  the 
total.  Males  comprised  333  of  this  group  and  fe- 
males 75.  The  average  age  of  death  was  68.5  years, 
with  males  averaging  68.8  years  and  females  67.0 
years.  There  were  no  deaths  at  less  than  twenty 
years  (fig.  8). 

The  sixth  group  is  that  of  group  48  or  cancer  of 
the  skin,  from  which  293  deaths  or  3.3  per  cent 
were  recorded.  There  were  213  males  and  80  fe- 
males in  this  group.  The  average  age  at  death  was 
69.5  years.  Averages  for  the  sexes  were  calculated 
at  68.5  years  for  males  and  72.5  years  for  females. 
Two  deaths  occurred  before  the  age  of  twenty  years 
(fig-  9). 

Group  49  is  a heterogeneous  class,  including  can- 
cer of  the  prostate,  kidney,  pancreas,  lungs,  supra- 
renal, thyroid,  testes,  penis,  brain  and  bone,  as  well 
as  unspecified  embryonal  tumors,  etc.  In  this  group 
there  was  a total  of  1721  deaths  or  19.1  per  cent 
of  the  total  cancer  deaths;  1,182  deaths  were  in 
males  and  539  in  females.  The  average  age  of  death 
was  63.1  years  for  males,  57.8  years  for  females 
and  61.1  years  for  the  group.  Seventy-four  deaths 
occurred  before  the  age  of  20,  of  which  6 were  less 
than  one  year.  Group  49  was  not  considered  in  the 
preceding  discussion  in  its  numerical  position,  for 
while  in  reality  it  was  the  second  largest,  the  group 
covered  such  unrelated  organs  that  it  was  of  but 
little  value  in  a comparative  study  of  the  age  inci- 
dence of  cancer  in  the  specific  organs. 

CONCLUSIONS 

Reported  cancer  deaths  during  this  period  in- 
creased from  742  in  1920  to  1043  in  1929.  This 
increase  is  not  entirely  due  to  increase  in  popula- 


tion, as  in  1920  the  rate  per  100,000  was  93.6, 
and  in  1928  was  113.0,  or  an  increase  of  19.4  per 
100,000.  During  the  last  five-year  period  the  aver- 
age rate  increased  7.6  per  100,000  over  the  previous 
five-year  period.  This  difference  cannot  be  ascribed 
to  newer  methods  of  diagnosis  as  very  little  ad- 
vance has  been  made  in  that  field  during  the  past 
decade.  The  increase  may  be  partly  due,  however, 
to  better  trained  physicians,  as  young,  better 
trained  physicians  have  replaced  many  who  gradu- 
ated before  the  advent  of  roentgenography  and 
other  diagnostic  methods. 

The  average  cancer  death  rate  for  the  State  of 
Oregon  for  the  ten-year  period  from  January  1, 
1920  to  December  31,  1929,  was  103.52  per  100,- 
000  population.  During  the  same  period  there  was 
a total  of  96,261  deaths,  of  which  cancer  comprised 
8,998  or  9.32  per  cent.  There  were  4,486  male  can- 
cer deaths  or  49.8  per  cent,  and  4,512  female  can- 
cer deaths  or  50.2  per  cent.  Of  the  cancer  deaths, 
cancer  of  the  stomach  or  liver  constituted  39.5  per 
cent;  intestines  and  peritoneum  13.7  per  cent;  fe- 
male genital  organs  12.1  per  cent;  breast  7.8  per 
cent;  buccal  cavity  and  alimentary  canal  to  the 
gastric  cardia  4.5  p>er  cent;  skin  3.3  per  cent  and 
unspecified  cancer  19.1  per  cent. 

The  average  age  at  death  was  63.15  years,  the 
male  average  being  65.6  years  and  female  60.5 
years.  Cancer  of  the  female  genitals  and  breast 
deaths  were  mainly  responsible  for  the  difference  in 
sex  death  ages.  Breast  carcinoma  in  the  male  com- 
prised 1.4  per  cent  of  the  group.  Ninety-seven 
deaths,  or  approximately  1 per  cent,  occurred  be- 
fore the  age  of  twenty  years,  of  which  8 or  0.09 
per  cent  were  in  infants  under  one  year.  These  are 
supposedly  tumors  of  the  embryonal  class  in  the 
main. 

Complete  classification  of  deaths  was  possible  in 
all  but  twelve  cases  or  0.13  per  cent,  in  which  the 
age  was  unknown.  There  were  no  cancer  deaths  in 
persons  over  100  years  of  age. 

During  the  first  five  years  percentage  of  cancer 
deaths  to  total  deaths  was  8.9  per  cent  and  the  rate 
per  100,000  was  97.5;  and  during  the  second  five- 
year  period,  from  1925  to  1929  inclusive,  the  cor- 
responding rates  were  9.76  per  cent  and  104.9  re- 
spectively. Considering  these  factors  in  relation  to 
the  problem  of  cancer  incidence,  it  seems  probable 
that  there  has  been  an  actual  increase  in  the  num- 
ber of  patients  developing  cancer  in  the  State  of 
Oregon  during  the  period  studied. 
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IXTRACRAXIAL  TUMORS  * 

Dorrell  G.  Dickerson,  M.D.,  F.A.C.S. 

SEATTLE,  WASH. 

During  comparatively  recent  years  the  subject  of 
intracranial  tumors  has  received  considerable  study. 
Today  it  is  rather  unusual  to  see  a patient  hope- 
lessly blind  from  a long  continued  state  of  increased 
intracranial  pressure.  On  the  whole,  the  profession 
has  reached  a high  degree  of  skill  in  the  recogni- 
tion of  these  conditions.  It  is  unfortunate  that 
after  the  recognition  of  optic  neuritis  or  frank 
choking  of  the  discs  many  of  these  patients  are  al- 
lowed to  continue  on  the  assumption  that  they  are 
suffering  from  some  focus  of  infection  or  general 
condition. 

Many  cases  are  now  referred  to  the  neurologist 
with  a diagnosis  of  brain  tumor  suspect  which 
oftentimes  prove  to  be  a vascular  lesion,  encepha- 
litis, etc.  This  shows,  in  general,  the  interest  of 
the  profession  and  indicates  the  general  alertness 
to  the  possibilities  of  intracranial  tumor. 

The  diagnosis  of  intracranial  tumor  presents 
many  difficulties.  The  clinical  diagnosis  depends, 
primarily,  upon  a carefully  taken  history.  Prac- 
tically all  intracranial  tumors  sooner  or  later  give 
rise  to  headache.  A tumor  may  be  present,  however, 
without  any  headache  whatever.  The  headache  of 
intracranial  tumor  is  due  to  a stretching  of  the 
dura.  It  occurs  chiefly  at  night  or  in  the  early 
morning  hours  and  is  dull  and  boring  in  character, 
at  times  reaching  such  intensity  as  to  be  almost 
unbearable.  It  is  made  worse  by  anything  w'hich 
increases  the  pressure  in  the  spinal  subarachnoid 
space  such  as  straining  or  coughing. 

The  headache  is  usually  generalized  but  under 
certain  conditions  may  be  local.  The  latter  is  of  little 
importance  as  a localizing  sign  and  more  often 
than  not  is  misleading.  It  is  well  known  that  cere- 
bellar tumor  may  produce  frontal  headache  and, 
vice  versa,  a frontal  tumor  may  give  rise  to  occipi- 
tal headache.’^^ 

Early  in  the  course  of  a posterior  fossa  expand- 
ing lesion  vomiting  is  frequently  the  forerunner  of 
all  other  symptoms.  Especially  is  this  true  in  chil- 
dren. It  also  occurs  with  more  frequency  in  tumors 
involving  the  cerebral  ventricles  than  those  involv- 
ing the  hemispheres.  In  some  tumors,  especially 
acoustic,  vomiting  may  be  a late  symptom.  It 

* Read  before  tlie  E'orty-second  .Annual  Meeting  of 
Wa.shington  State  Medical  Association.  .Aberdeen. 
Wash..  Aug.  3-5.  1931. 

1.  Stewart,  P. : The  Diagnosis  of  Nervous  I'iiseases. 
.Arnold.  6th  ed..  p.  .595. 


also  occurs  late  in  the  course  of  frontal  lobe  tumor. 
Vomiting  may  or  may  not  be  accompanied  by 
nausea.  Some  cases  are  accompanied  by  the  pro- 
foundest  nausea  and  discomfort.  This  is  especially 
true  of  ventricular  tumors.  Vomiting  is  due  to  an 
internal  hydrocephalus  and  it  can  be  readily  under- 
stood why  posterior  fossa  tumors  give  rise  to  early 
vomiting,  whereas  tumors  occurring  in  the  frontal 
lobes  usually  are  associated  with  late  onset  of 
vomiting. 

Vomiting  due  to  intracranial  tumor  occurs  usu- 
ally in  the  morning  or  on  first  awakening.  Slight 
changes  in  the  position  of  the  head,  such  as  get- 
ting up  or  lying  dowm,  may  be  attended  by  un- 
controllable vomiting.  It  is  well  known  that  in 
tumors  of  the  cerebellum  occurring  in  childhood, 
early  morning  vomiting  is  one  of  the  earliest 
symptoms  and  oftentimes  precedes  by  months  other 
symptomatology. 

These  are  the  principal,  general  symptoms  of 
intracranial  tumor.  One  might  mention  giddiness  or 
vertigo;  this  oftentimes  accompanies  the  vomiting. 
It  is  especially  noticeable  in  cerebellar  tumors. 
It  must  also  be  remembered  that  intracranial  tu- 
mors occurring  in  the  ventricle  are  oftentimes  ac- 
companied by  severe  vertigo.  It  has  been  ob- 
served in  those  patients  suffering  from  intra- 
cranial tumors  that  they  have  a habit  of  rubbing 
the  nose  and  they  frequently  scratch  the  forehead 
and  root  of  the  nose.  This  was  first  noticed  by 
Collier  and  has  been  observed  many  times  by  the 
author. 

Most  cases  of  intracranial  tumor,  at  some  time 
during  their  course,  are  attended  by  drowsiness  or 
mental  torpor.  This  is  due  to  internal  hydrocepha- 
lus and  progresses  with  the  other  symptoms.  These 
patients  are  slow  in  answering  questions;  they  are 
indifferent  and  show  little  interest  in  their  sur- 
roundings. Frontal  lobe  tumors  alone  do  not  pro- 
duce this  mental  hebetude.  Tumors  involving  the 
ventricle,  in  fact  any  intracranial  tumor  producing 
internal  hydrocephalus,  will  give  rise  to  mental 
hebetude. 

It  is  a frequent  observation  that  a marked  state 
of  increased  intracranial  pressure  with  a high  de- 
gree of  choking  of  the  discs  may  exist  with  normal 
vision.-  It  is  the  rule,  however,  in  intracranial 
tumor  that  vision  is  oftentimes  blurred  and  there 
may  be  sudden  loss  of  vision  in  cases  which  had 
heretofore  shown  a normal  visual  acuity. 

2.  Hordley,  J.  Jr.  and  Cushing,  H. : Observations  on 
Clioked  Disc.  J.  A.  A.  52:o5J-360.  Jan.  30.  1901^. 
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The  present  conception  of  visual  impairment  and 
choking  of  the  discs  is  believed  to  be  due  entirely 
to  internal  hydrocephalus.  Of  course  field  defects, 
hemianopsia,  etc.  may  be  due  to  the  local  impinge- 
ment of  intracranial  tumors  upon  the  optic  nerve, 
chiasm  or  the  optic  radiation.  It  is  only  occasion- 
ally that  one  sees  a patient  with  receding  choked 
discs  and  beginning  optic  atrophy,  where  operation 
can  be  of  value  as  far  as  the  preservation  of  vision 
is  concerned. 

Intracranial  expanding  lesions  produce  their  ef- 
fects chiefly  by  an  interference  with  cerebral  cir- 
culation or  drainage  of  cerebrospinal  fluid,  the 
former  in  a localized  area  of  the  brain  and  the 
latter  generally.  It  is  a well  known  fact  that  intra- 
cranial tumor  does  not  produce  a destructive  effect 
upon  the  nerve  fibers  or  nerve  cells.  Only  in  car- 
cinoma and  sarcoma  are  nerve  elements  destroyed. 
In  the  usual  nonmalignant  type  of  intracranial  tu- 
mor the  circulatory  disturbances  in  and  around  a 
tumor  are  primarily  responsible  for  the  focal  symp- 
toms. Practically  all  symptoms  are  produced  by 
local  vascular  occlusion,  moderate  compression  giv- 
ing rise  to  stasis  and  engorgement  of  the  veins  with 
hyperirritability  of  the  cortical  motor  cells.  As  in- 
creasing brain  pressure  develops,  this  gives  way 
to  a local  cerebral  anemia  with  impairment  of 
function  and  the  development  of  paralysis.  In  all 
intracranial  tumors  there  is  a wide  zone  of  cellular 
edema  about  the  mass. 

The  advancement,  in  our  understanding  of  the 
pathology  of  intracranial  tumors,  has  been  chiefly 
due  to  the  efforts  of  Cajal  and  his  pupil,  Del  Rio 
Hortega.®  The  use  of  newer  staining  methods  has 
increased  our  knowledge  of  intracranial  neoplasms 
and  has  led  to  a marked  improvement  in  their 
surgical  management. 

We  can  divide  intracranial  tumors  into  four 
groups: 

1.  Those  arising  from  the  structural  elements  of 
the  central  nervous  system ; tumors  which  are  made 
up  of  cell  types.  These  constitute  true  brain  neo- 
plasms and  comprise  about  45  per  cent  of  intra- 
cranial tumors  (gliomata). 

2.  Tumors  arising  from  the  meninges  and  the 
sheaths  of  the  cranial  nerves  (meningiomata,  fibro- 
mata). 

3.  Pituitary  tumors. 

4.  Inflammatory  expanding  lesions  such  as  gum- 
ma, echinococcus  cyst,  tuberculoma  and  abscess. 

3.  Cajal.  S.  Ramon  Y:  Una  formula  de  impregnacion 
-\rgentica  Trabaios  del  lab.  de  invest,  biol.  del  Un.  de 
Madrid.  19;71-87.  1924. 


Fig.  1.  Photomicrograph  of  meningioma,  palisadal  ar- 
rangement of  cells,  removed  with  the  electros\irgical 
knife. 

Pig.  2.  Photomicrograph  of  meningioma  showing 
whorl-like  arrangement  of  cells.  Section  from  intra- 
cranial tumor  removed  by  electrosurgical  knife. 

There  are  several  subdivisions  of  group  1.  We 
commonly  speak  of  these  as  the  gliomata  and,  until 
the  work  of  Cushing  and  Bailey,  there  was  a rather 
vague  conception  of  the  life  history  and  the  be- 
havior of  certain  forms  of  gliomata.^  Surgeons  have 
recognized  for  a long  time  that  gliomata  behaved 
differently  and  it  was  only  through  the  work  of 
these  men  that  we  have  reached  a better  under- 
standing of  why  some  patients  survive  and  others 
succumb,  when  the  gross  appearances  of  the  tumor 
are  apparently  the  same. 

The  fibroblastic  tumors  are  made  up  principally 
of  those  known  as  meningiomas  or  dural  endo- 
theliomas. These  have  their  origin  from  the  cells 
of  the  arachnoid  and  are  commonly  called  menin- 
geal fibroblastomas.  The  other  group  are  the  peri- 
neural fibroblastomas.  These  are  all  fibroblastic 
in  origin.  They  are  yellowish  and  contain  focal 
necrotic  centers.  The^e  are  no  nerve  fibers  seen  in 
these  tumors  (figs.  1,  2). 

4.  Bailey.  P and  Cusliing,  H. : Tumors  of  the  Glioma 
Group.  .1.  B.  T.ippincott  Go.,  p.  2fi.  1926. 
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The  gliomas  from  gross  appearances  present 
characteristic  features  as  well  as  histologically  sep- 
arate architecture.  They  may  be  cystic  or  encapsu- 
lated. Some  are  affected  by  the  roentgen-ray  and 
many  are  unaffected.  They  may  be  diffuse  and  in- 
filtrating. There  are  ten  separate  groups. 

Over  fifty  per  cent  of  all  gliomas  are  astrocy- 
tomas. These  are  the  most  favorable  of  all  gliomas. 
They  are  slow  growing,  have  more  or  less  well 
defined  borders,  and  often  contain  a nubbin  in 
the  wall  of  the  cyst.  Astrocytes  predominate  and 
there  are  numerous  processes  which  are  attached 
to  the  blood  vessels.  These  are  the  so-called  “sucker 
feet.”  They  may  occur  any  place  in  the  brain  and 
the  cyst  is  usually  near  the  surface. 

The  ependymoma  is  a rare  type  of  tumor.  It  is 
slow  growing,  encapsulated,  fairly  nodular  and  to 
general  appearances  looks  like  a meningioma.  It  is 
encountered  under  the  arachnoid,  chiefly  in  the 
posterior  fossa.  Calcifications  ver\'  frequently  are 
seen  in  this  type  of  tumor. 

The  astroblastoma  is  a rare  neoplasm.  It  is 
less  diffuse  than  the  astrocytoma  and  the  astro- 
blast  is  the  chief  cell.  They  have  poorly  defined 
margins  but  are  of  very  slow  growth  and  after 
complete  removal  offer  a good  prognosis. 

The  spongioblastoma  unipolare  is  a compara- 
tively rare  tumor  of  slow  growth,  and  all  of  the 
cells  are  of  a very  small  type  which  indicates 
that  it  is  a “young”  type  of  tumor.  It  is  difficult 
to  enucleate  and  in  general  is  inaccessible. 

The  oligodendrogliomas  constitute  a small  group 
but  offer  a very  good  prognosis,  if  removed  before 
the  tumor  has  reached  a size  which  is  incompatible 
to  life  or  function.  This  tumor  has  a firm,  granu- 
lar, pinkish  appearance  and  contains  calcifications. 
It  is  of  slow  growth  and  has  a tendency  to  burrow 
a nest  for  itself  in  the  brain  substance.  This  is  a 
type  of  glioma  which  often  manifests  itself  first  by 
generalized  convulsions.  In  fact,  the  only  symp- 
tomatic evidence  of  its  presence  may  be  a history 
of  long  continued  convulsive  seizures.  The  cells  are 
small,  have  dark  staining  spherical  nuclei  and  light 
staining  cytoplasm  (fig.  3). 

Medulloblastomas  are  seen  chiefly  in  children, 
although  they  occur  occasionally  in  adults.  We 
heretofore  have  felt  that  they  were  influenced  by 
radiation.  It  is  now  pretty  well  established  that 
radiation  only  serves  as  a temporary  inhibiting  in- 
fluence in  the  growth  of  this  type  of  neoplasm 
and  unless  completely  removed  the  outcome  is 
fatal.  These  tumors  have  a grayish  appearance. 


Fig.  3.  Photograph  of  patient  harboring  calcified  oli- 
godendroglioma. Removed  in  three  stagles  by  electro- 
surgery. History  of  generalized  convulsive  seizures  for 
eight  years. 

They  are  demarcated  from  the  rest  of  the  brain  and 
have  their  origin  in  the  cells  of  the  roof  of  the 
fourth  ventricle.  They  have  a tendency  to  invade 
the  meninges  and,  even  though  the  bulk  of  the 
tumor  may  be  removed,  recurrences  are  not  un- 
usual. Frequently  the  only  symptoms  indicating 
such  a tumor  in  childhood  are  projectile  vomiting 
and  mild  occasional  headaches.  The  tumor  may 
reach  a large  size  before  it  is  diagnosed  and  the  re- 
moval of  such  a neoplasm  is  an  extremely  hazardous 
procedure.  The  cells  grow  rapidly  and  contain  nu- 
merous mitotic  figures.  Spongioblasts  and  medullo- 
blasts  predominate.  It  is  an  embryonic  type  tumor. 

The  spongioblastoma  multiforme  constitutes  the 
largest  group  (fifty  per  cent)  of  gliomata  and  is  a 
malignant  form  of  tumor  insofar  that,  unless  com- 
pletely enucleated,  recurrence  is  ine\itable.  It  is  an 
undifferentiated  type  of  tumor  from  a cellular 
standpoint  and  grossly  there  is  no  line  of  demarca- 
tion or  cleavage  from  the  surrounding  tissue.  The 
growth  is  rapid.  It  is  pinkish  in  color  and  may 
contain  numerous  areas  of  necrosis.  Hemorrhages 
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Fig.  4.  Photograph  of  patient  after  removal  of  a 
large  spongioblastoma  miiltiforme,  removed  with  elec- 
trosurgical  knife.  Survival  period  36  months.  Now 
free  of  .'-ymptoms. 


Fig.  5.  Artist's  sketch  of  cortical  glioma  (spongio- 
blastoma multiforme)  during  j)rocess  of  removal  with 
electrosurgical  knife,  a,  Tumor  mass  with  cortical  ex- 
tension; b,  using  electrified  loop  to  scallop  out  tumor. 


Fig.  6.  Photograph  of  craniogram  showing  calcifica- 
tion in  the  rim  of  temporal  lobe.  Meningioma  eroding 
the  squamous  portion  of  the  temporal  bone.  Successful 
removal  in  three  stages,  a child  13  years  of  age. 


within  this  type  of  tumor  are  common  and  may 
produce  sudden  coma  and  death.  The  blood  supply 
in  parts  may  be  deficient  and  the  blood  vessels 
are  soft,  friable  and  poorly  developed,  leading  to 
spontaneous  hemorrhage.  The  cells  in  this  form  of 
tumor  show  various  degrees  of  degeneration  and 
repair,  and  in  general  it  has  the  appearance  of  a 
sarcoma  ■vvdth  which  it  was  formerly  confused.  The 
spongioblastoma  is  often  surrounded  by  wide  areas 
of  edema  and  the  entire  hemisphere,  wherein  a 
spongioblastoma  multiforme  is  found,  may  be  much 
bulkier  than  the  opposite  hemisphere.  This  is  large- 
ly due  to  the  edematous  changes  (figs.  4 and  5). 

The  diagnosis  of  intracranial  tumor  is  sometimes 
made  on  the  roentgenologic  findings  alone.  In  about 
one-fourth  of  the  cases  of  intracranial  tumor  there 
are  certain  changes  in  the  skull  which  are  evident 
in  the  craniograms,  enabling  us  to  make  a diag- 


Fig. 7.  Photograph  of  craniogram  showing  widening 
and  separation  of  the  cranial  sutures,  sella  deformation 
and  convolutional  atrophy  of  the  inner  table  (“beaten 
silver").  Intracranial  tumor  of  preadolescence,  posteri- 
or fossa. 

nosis.  These  roentgenologic  findings  are  divided 
into  several  groups: 

1.  Tumor  shadows  usually  due  to  calcifications, 
either  flecks  or  calcium  along  the  shell  or  periphery 
of  a tumor  or  calcified  particles  in  the  body  of  the 
tumor  mass  (fig.  6). 

2.  Evidence  of  increased  intracranial  pressure'. 

(a)  General  convolutional  atrophy  or  local  con- 
volutional atrophy  in  certain  areas  and  the  “beaten 
silver’’  appearance  of  the  inner  table. 

(b)  Separation  of  the  sutures,  especially  notice- 
able in  children  and  young  adults  and  occurring 
quite  frequently  in  posterior  fossa  tumors. 

(c)  Deformation  or  erosion  of  the  sella  or  cli- 
noidal  processes  (fig.  7). 
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Fifr.  8.  Hyperostosis  overlying-  cranial  meningioma. 
Tvimor  shown  in  actual  location,  removed  in  two  stages. 


3.  Changes  in  the  bony  tables  of  the  skull.  ^len- 
ingiomas  frequently  produce  thinning  or  thickening 
of  the  skull,  local  pressure,  atrophy,  spicule  forma- 
tion or  actual  erosion  of  the  bones  (fig.  8). 

4.  Special  changes  as  evidence  of  intracranial 
e.xpanding  lesions. 

There  are  sella  turcica  deformation,  increase  in 
the  depth  and  length  of  the  sella  turcica  and  ero- 
sion of  the  clinoidal  processes.  This  occurs  chiefly 
in  adenomas  of  the  pituitary  or 
tumors  involving  the  third  ventri- 
cle. Erosion  of  the  sella  is  seen 
occasionall}'^  in  posterior  fossa  tu- 
mors. An  intrasellar  tumor  tends 
to  e.xpand  the  sella  in  the  antero- 
posterior direction.  Suprasellar  tu- 
mors tend  to  push  the  sella  down- 
ward and  produce  a general  ex- 
pansion. Calcifications  may  occur 
in  the  sella  or  above  in  certain 
tumors  (Rathke  pouch  cysts) 

(figs.  9-a,  9-b,  10,  11). 

5.  Changes  in  the  vascular  sys- 
tem within  the  cranial  cavity. 

Deepening  and  widening  of  the 
meningeal  groove  is  frequently 
seen  in  meningeal  tumor.  These 
changes  occur  on  the  side  of  the 
lesion;  widening  and  engorgement 
of  the  diploeic  channels  and  the 
sinus  of  Brechet.  When  unilateral 
in  the  presence  of  symptoms  of 
increased  intracranial  pressure,  it 
is  strongly  suggestive  of  a menin- 
gioma (fig.  12). 

6.  Enlargement  of  the  bony  orifices.  This  is  no- 
ticeable in  a few  cases  of  acoustic  neuroma.  There 
is  frequently  an  enlargement  on  the  side  of  the 
tumor  of  the  porus  acousticus.® 

5.  Towne.  ET  B.:  Erosion  of  the  Petrous  Bone  l>.v 
.Xeoustic  Xerve  Tumoi-.  .\rch.  Otolar.,  t;.515-519,  .Aug.. 


7.  Pineal  shift.  The  pineal  gland  is  normally  cal- 
cified in  fifty  per  cent  of  the  cases  and,  if  shifted 
noticeably  from  one  side  to  the  other,  is  indica- 
tive of  an  e.xpanding  lesion  in  the  hemisphere  op- 
posite the  shift.®  In  cerebellar  tumors  this  is  fre- 
quently a deciding  factor  in  the  diagnosis,  as  there 
is  no  shift  in  the  posterior  fossa  tumor. 

The  use  of  air  in  the  diagnosis  of  an  intracranial 
expanding  lesion  is  occasionally  necessary.  There 
are  two  methods  at  our  disposal:  first,  the  direct 
insufflation  of  air  into  the  ventricle  and,  second, 
the  indirect  insufflation  through  the  spinal  suba- 
rachnoid space.  The  latter,  in  the  presence  of  in- 
creased intracranial  pressure,  is  a hazardous  pro- 
cedure." In  order  to  obtain  satisfactory  plates  the 
patient  must  be  in  the  upright  position,  and  a 
lumbar  puncture  in  the  presence  of  increased  intra- 
cranial pressure  in  the  upright  position  with  re- 

6.  Xaffziger,  H.  C.:  Method  for  Localization  of  Brain 

Tumor.  The  Pineal  Shift.  S.  G.  and  O..  40:481-484. 

April.  1925. 

7.  Xaffziger.  H.  C. : The  Localization  of  Brain  Tumors. 
Proceedings  Inter.  P.  G.  !^Ied.  .Assn,  of  Xo.  .Am.,  1921. 


Fig.  9.  a.  Photo.graph  of  craniogram  showing  crista 
gain  with  characteristic  calcification  in  olfactory  groove 
meningioma. 

E’ig.  9.  h.  Photograph  of  meningioma  removed  from 
the  olfactory  groove. 

F^ig.  10.  Photograph  of  craniogram  showing  sella  ero- 
sion and  widening  due  to  adenoma  of  the  pituitary 
bod.v.  Treated  by  radiation. 

E'’ig.  11.  Photograph  of  craniogram  showing  calcifica- 
tion of  Rathke  pouch  c.vst. 
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Fig.  12.  Photograph  of  craniogram  showing  engorge- 
ment of  cranial  diploeic  spaces  in  parasagittal  menin- 
gioma. 


moval  of  fluid  is  an  unsafe  procedure  (figs.  13, 
14,  IS,  16). 

A positive  localizing  neurologic  diagnosis  should 
be  made  in  over  eighty  per  cent  of  the  cases.  This 
will  vary  with  different  neurologists.  If  a positive 
localizing  diagnosis  is  impossible  with  the  ordinary 
methods  of  neurologic  examination,  perimetric 
studies  and  roentgenologic  examinations,  then  the 
use  of  air  becomes  necessary.  In  practically  all 
clinics  the  direct  puncture  of  a ventricle  is  the 
method  of  choice.  This  is  carried  out  under  a local 
anesthetic  and,  if  accurately  and  carefully  done, 
should  cause  no  harm.  This  puncture  may  disclose 


Fig.  16’.  Photograph  of  craniogram  showing  down- 
ward displacement  and  deformity  of  the  anterior  horn 
of  the  lateral  ventricle  due  to  large  frontal  lobe  menin- 
gioma, successfully  removed  by  electrosur.gery. 

an  unsuspected  cyst  or  tumor  in  the  region  of  the 
occipital  lobes  and  clinches  the  diagnosis  without 
the  use  of  air.  With  the  introduction  of  air  through 
a trephine  opening  into  the  cerebral  ventricles  and 
with  the  proper  roentgenologic  examination,  the 
diagnosis  in  practically  all  cases  is  possible.  There 
are  some,  however,  where  a localizing  diagnosis  is 
impossible.  There  are  cases  where  it  is  impossible  to 
correctly  interpret  the  ventriculograms. 

It  is  well  to  remember  that  frontal  tumors  are 
frequently  masked  by  posterior  fossa  symptoms  and 
tumors  involving  the  under  surface  of  the  temporal 


Fig.  13 

Fig.  13.  Photograph  of  craniogram  showing  bilateral 
symmetrically  dilated  ventricles  due  to  tumor  in  the 
Ijo.sterior  fo.s.*-a.  Direct  puncture  of  lateral  ventricle. 

Fig.  14.  Photograph  of  craniogram  showing  lateral 
displacement  of  ventricle.s  due  to  a frontal  lobe  tumor. 
Itirect  puncture  of  the  lateral  ventricle. 


Fig.  15 

Fig.  15.  Photograph  of  craniogram  in  a case  of  cere- 
bellar pontile  angle  tumor.  Ventricles  not  enlarged.  No 
displacement.  Compare  with  fig.  13.  Lesion  in  same 
region.  (This  is  an  unusual  picture  as  most  posterior 
fossa  tumors  are  accompanied  by  symmetrically  dilated 
ventricles). 


Fig.  14 
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lobe  may  give  symptoms  which  appear  to  be  ema- 
nating from  the  pituitary'  body. 

The  size  of  an  intracranial  tumor  bears  no  rela- 
tion to  the  symptoms.  small  intracranial  tumor, 
occluding  the  aqueduct  of  Sylvius  or  the  third  ven- 
tricle, may  give  rise  to  many  symptoms,  whereas 
a large  infiltrating  tumor  occupying  the  frontal  or 
temporal  lobes  may  be  practically  silent.  Tumors 
involving  the  ventricles  often  produce  fluctuating 
symptoms.  These,  of  course,  are  due  to  a blockage 
of  the  cerebrospinal  fluid  and  internal  hydrocepha- 
lus. Multiple  tumors  often  produce  symptoms  mis- 
taken for  encephalitis  or  vascular  disease. 

Grant  has  found  that  over  four  per  cent  of  intra- 
cranial tumors  are  of  metastatic  or  malignant  ori- 
gin.® It  is  important,  therefore,  to  make  a general 
physical  examination,  including  roentgenologic 
studies  of  the  chest. 

Intracranial  tumors  may  be  confused  with  sev- 
eral other  lesions  but  only  two  of  these  are  of  a 
surgical  nature.  These  are  abscess  and  chronic  sub- 
dural hematoma.  An  exact  differential  diagnosis 
between  intracranial  tumor,  abscess  and  chronic 
subdural  hematoma  may  be  impossible.  More  often 
than  not  intracranial  tumor  is  mistaken  for  enceph- 
alitis or  some  form  of  vascular  lesion.  Except  in 
the  presence  of  an  established  epidemic  of  en- 
cephalitis, one  must  be  extremely  guarded  in  giving 
a diagnosis  of  encephalitis.  The  history  and  eye- 
ground  findings  are  the  first  points  in  the  differen- 
tial diagnosis  between  intracranial  tumor  and  en- 
cephalitis. Choked  disc  rarely  occurs  and  visual 
field  defects  practically  never  occur  in  encephalitis. 
Cranial  nerv'e  involvement  is  common  to  both  and 
this  is  of  no  h^lp  in  deciding  the  diagnosis. 

In  the  majority  of  vascular  lesions  involving  the 
brain  the  chronology  of  the  story  is  of  chief  im- 
portance. In  some  cases,  particularly  adults  in  mid- 
dle life,  the  differential  diagnosis  between  intra- 
cranial tumor  and  arterial  cerebral  disease  is  prac- 
tically impossible.  Hypertension  associated  with 
edema  of  the  discs  and  focal  paralysis  may  be 
confused  with  tumor  but  the  differential  diagnosis 
should  not  be  difficult.® 

It  is  obvious  that  the  differential  diagnosis  be- 
tween intracranial  tumor  and  abscess  is  of  the 
utmost  importance,  the  treatment  of  abscess  being 
different  from  that  of  intracranial  tumor.  The 
story  is  again  the  deciding  point  between  intra- 

S.  Grant,  F.  C. : Concerniner  Intracranial  Malianaiit 
Metastasfs,  .Ann.  Sur.,  8 1 :635-6 4i5.,  November,  1926. 

9.  Wafrener.  H.  1’.:  Uetiniti.s  of  Malisnant  Ilyperteii- 
.'iitin.  Trans.  .Am.  Optb.  Soe.,  25:319,  1927. 


Fig.  17.  Photograph  of  collected  fragments  of  menin- 
gioma successfuily  removed  bv  electrosurgery;  circa. 
21.8  gm. 


cranial  tumor  and  brain  abscess.  A preexisting  in- 
fection, no  matter  how  insignificant  or  how  remote 
from  the  brain,  must  be  given  consideration.  Slow- 
ing of  the  pulse  is  more  noticeable  in  abscess  and 
the  fluctuation  of  symptoms  occurs  in  this  as  a 
rule.  Cerebrospinal  fluid  findings  usually  show  an 
increase  in  the  cells  in  brain  abscess.  Fever  may 
occur  in  intracranial  tumor  involving  the  temporal 
lobe  and  this  may  confuse  the  diagnosis  with  brain 
abscess  more  often  than  in  tumor. 

The  best  procedure  in  doubtful  cases  is  to  per- 
form a single  trephine  opening  over  the  area 
suspected  and  explore  with  the  abscess  needle. 
Severe  anemias,  lead  poisoning  and  syphilis  may 
occasionally  raise  an  issue  in  the  differential  diag- 
nosis of  intracranial  tumor.  Choked  discs  may 
occur  in  all  three  conditions  but  a careful  blood 
study  and  neurologic  examination  should  settle  the 
diagnosis. 

Chronic  subdural  hematoma  is  not  infrequently 
overlooked  and  the  diagnosis  of  intracranial  tumor 
is  made  more  frequently  than  the  former  diagnosis. 
Since  the  treatment  is  practically  the  same,  a dif- 
ferential diagnosis  is  not  a surgical  necessity.  Many 
times  retropharyngeal  malignant  growths  and  ma- 
lignancies involving  the  air  sinuses  present  a dif- 
ficult problem  in  the  differential  diagnosis  of  intra- 
cranial tumor.  .As  a rule,  the  presence  of  severe 
pain  occurs  in  a malignant  growth  and  eyeground 
changes  are  unusual  unless  the  tumor  erodes  through 
the  base  of  the  skull.  These  cases  offer  the  most 
baffling  difficulties  in  the  differential  diagnosis  from 
intracranial  tumor. 

The  surgery  of  intracranial  tumors  has  under- 
gone remarkable  changes  in  recent  years.  From  an 
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attitude  of  pessimism  and  bewilderment  on  the 
part  of  the  profession  (and  well  justified),  the  pic- 
ture today  is  one  of  beginning  optimism,  although 
far  from  a utopia. 

During  the  past  twenty  years  the  concentration 
of  intracranial  tumors  in  medical  centers  has  im- 
proved the  surgical  management  of  these  lesions. 
The  pioneering  of  such  men  as  Harvey  Cushing, 
Sir  Victor  Holmes  and  others,  and  the  advent  of 
the  electrosurgical  knife,  and  improved  technical 
devices  have  led  to  an  ever  increasing  score  of  suc- 
cesses in  this  gloomy  field  of  surgery.  As  intra- 
cranial tumors  vary  in  their  life  history  and  degree 
of  malignancy,  the  surgeon  has  to  deal  with  a sep- 
arate problem.  The  advances  in  our  knowledge  of 
the  surgical  pathology  of  intracranial  tumors  has 
changed  the  outlook  in  many  seemingly  hopeless 
situations  (fig.  17). 

Two  and  three  stage  operations,  local  anesthesia 
and  the  free  use  of  transfusion  decreases  the  opera- 
tive and  case  mortality. 

SUMMARY 

1.  The  diagnosis  of  intracranial  tumor  depends 
primarily  upon  a carefully  taken  chronologic  story. 

2.  The  localizing  diagnosis  is  made  on  the  story 
and  the  neurologic  findings,  supplemented  in  cer- 
tain cases  by  ventricular  air  insufflations. 

3.  A working  knowledge  of  tumor  classification, 
gross  as  well  as  microscopic  pathology,  are  funda- 
mental for  good  surgery. 

3.  Surgical  management  depends  upon  accurate 
localization  and  special  technical  devices,  supple- 
mented by  local  anesthesia  and  unstinting  transfu- 
sions. 

Medical  and  Dental  Building. 


HEAD  IN7URIES  IX  RELATION  TO 
OTOLOGY* 

A.  \V.  Howe,  M.B. 

TACOMA,  WASH. 

The  subject  of  head  injury  is  an  important  one 
today  because  of  the  frequency  wdth  which  we  meet 
these  cases.  'Sly  own  experience  comprises  a study 
of  twenty-eight  cases.  In  the  past  I have  found 
that  many  of  these  cases  do  not  get  the  proper  re- 
muneration and  that  others  get  too  much.  A little 
more  thorough  study  will  help  to  give  these  pa- 
tients a fair  settlement  and  a more  definite  prog- 

*  Read  before  the  Pug^et  Sound  Academy  of  Ophthal- 
mology, Tacoma,  Wa.sh.,  Feb.  18,  1931;  Pierce  County 
Medical  Society,  Tacoma,  Wash.,  Feb.  21.  1931  ; King 
County  Medical  Society  Seattle,  AVasli..  Apr.  6,  1931; 
and  Wa.shington  State  Medical  Association,  Aberdeen, 
Wa.sh.,  Aug.  4,  1931. 


nosis.  Too  much  knowledge  of  head  injury  is  based 
on  conjecture  and  too  little  on  fact. 

Today  we  have  recourse  to  ventricular  studies, 
spinal  fluid,  labyrinthine  and  otologic  studies,  neu- 
rologic, roentgenographic  and  eye  examinations. 
The  more  severe  the  injury  the  more  easy  it  is  to 
observe  physical  findings  that  will  correspond  to 
the  subjective  symptoms.  This  is  one  extreme,  the 
other  we  find  in  the  true  malingerer. 

It  is  the  purpose  of  this  paper  to  show  the  im- 
portance of  the  otologic  examination  in  relation  to 
head  injury.  Mygind  of  the  Copenhagen  Municipal 
Hospital,  who  has  done  a great  deal  of  work  along 
this  line  and  has  written  a book  on  traumatic  ves- 
tibular diseases,  has  explained  the  giddiness  so 
often  met  with  in  head  injury.  He  showed  that  this 
symptom  in  a large  percentage  of  cases  was  due 
to  the  disturbance  of  the  vestibular  apparatus.  His 
study  covered  one  hundred  forty-two  cases,  of 
which  fifty  per  cent  showed  otoscopic  changes.  In 
his  review  of  the  literature  he  showed  that  theories 
were  constructed  too  much  and  in  parts  were  ab- 
solutely wrong. 

Mygind  examined  these  cases  of  head  injuries  in 
order  to  learn  what  happens  to  the  vestibular  appa- 
ratus, not  only  in  some  few  exceptional  cases  but 
especially  as  a general  rule  the  ordinary  injury. 
The  greater  part  of  the  investigations  were  made 
without  consideration  as  supposed  lesions  of  the 
ear  and  the  vestibujar  apparatus.  All  patients 
brought  into  the  Copenhagen  Municipal  Hospital 
in  a certain  period  with  recent  injuries  to  the  head 
had  been  examined.  .About  two-thirds  were  ex- 
amined before  the  elapse  of  the  first  week,  and 
many  were  seen  by  him  a few  hours  after  the  in- 
jury had  taken  place.  He  was  generally  able  to 
carry  on  his  observations  through  several  months 
and  in  many  cases  for  more  than  a year. 

The  injury  to  the  head  was  in  some  cases  but 
very  slight,  severe  lesions  of  other  parts  of  the 
body  being  the  reason  for  a patient  being  brought 
to  the  hospital.  Otoscopic  examination  revealed 
traumatic  changes  in  not  less  than  fifty  per  cent. 
In  twenty-five  per  cent  the  changes  only  consisted 
of  a hyperemia  of  the  tympanic  membrane  which 
generally  soon  paled  and  disappeared.  In  the  other 
twenty-five  per  cent  more  considerable  changes 
took  place.  Simple  ruptures  of  the  membrane  were 
seen  and  several  forms  of  fracture  occurred. 

Lasting  perforations  were  not  seen,  unless  infec- 
tion had  occurred.  Alany  ruptures  and  other  severe 
alterations  healed  without  leaving  any  traces  at  all. 
.All  the  cases  showing  the  slightest  degree  of  trau- 
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matic  deafness  also  presented  changes  of  the  mid- 
dle ear,  when  examined  through  the  otoscope  in  the 
first  days  after  the  injury. 

The  vestibular  examinations  proved  vestibular 
symptoms  to  be  very  common  after  injuries  to  the 
head.  Most  patients  exhibiting  true  vestibular 
symptoms  suffered  from  giddiness,  but  there  were 
some  exceptions. 

The  sensation  of  giddiness  or  vertigo  was  care- 
fully analyzed.  Mygind  proved  that  there  was  true 
relationship  between  objective  vestibular  symp- 
toms and  the  subjective  vertigo  complained  of, 
which  were  both  of  the  same  organic  origin.  He 
also  proved  that  the  vestibular  symptoms  found 
were  not  always  prominent  early  in  the  injury 
cases,  but  more  clearly  established  themselves  after 
a long  period  of  time  has  elapsed.  Taken  as  a 
whole,  Mygind’s  material  and  conclusions  are  well 
adapted  to  show  the  ordinary  tj’pical  result  of  an 
injury  to  the  head. 

I wish  to  stress  one  point,  that  the  head  injury 
case  is  primarily  and  always  the  surgeon’s  case. 
The  otologist  is  the  consultant,  to  help  in  diagnosis, 
prognosis,  and  to  render  such  information  as  is  nec- 
essary in  legal  phases  and  in  the  final  settlement  of 
permanent  disability. 

Injuries  to  the  head  are  of  particular  interest  to 
the  otologist  because  in  so  many  cases  one  of  the 
divisions  of  the  ear  apparatus  is  affected.  A mild 
force  of  impact  sometimes  produces  damage  to  the 
labyrinth.  It  is  difficult  to  determine  exactly  what 
proportion  of  injuries  do  have  ear  symptoms  de- 
velop, as  the  patients  usually  are  seen  first  by  the 
surgeon  and  are  onlj'  referred  to  an  otologist  later, 
if  ear  trouble  is  suspected.  Careful  and  thorough 
examination  must  be  made  in  all  cases  as  soon 
after  the  injury  as  possible  and  again  at  regular 
intervals.  A superficial  examination  gives  onlj’  a 
poor  picture  of  the  real,  deep  underlying  changes 
present,  and  helps  to  put  these  patients  into  the 
class  of  malingerers  or  psychoneurotics. 

NATURE  OF  INJURY 

The  brain  may  or  may  not  be  injured.  There  is 
a great  deal  of  confusion  about  the  term,  “concus- 
sion of  the  brain.”  A pathologic  definition  of  con- 
cussion is  a condition  which  has  for  its  basis  scat- 
tered microscopic  contusions  and  petechial  hemor- 
rhages. .According  to  Miller,  a physiologic  defini- 
tion of  concussion  would  be  a group  of  symptoms 
which  are  the  result  of  temporary  inhibition  of  one 
or  more  of  the  medullary  centers,  but  which  are 
not  accompanied  by  pathologic  lesions.  Pure  con- 


cussion does  not  mean  cell  death  but  cell  paresis, 
and  complete  recovery  and  restoration  should  take 
place. 

The  more  often  one  examines  these  head  injury 
cases  the  more  frequently  he  finds  a more  or  less 
symptom-complex,  as  headache,  vertigo,  tinnitus, 
deafness,  partial  or  complete  in  one  or  both  ears, 
visual  disturbance,  localized  pain,  general  weak- 
ness, memory  and  sensory  disturbances.  The  per- 
sistence of  symptoms,  such  as  headache,  dizziness, 
tinnitus,  deafness,  and  general  weakness  is  consid- 
ered b\'  Stenger  as  a condition  of  the  labyrinth 
from  which  the  patient  has  not  recovered. 

MECHANICS  OF  INJURY 

There  are  three  phases  in  the  original  injury  of 
the  head.  First,  at  the  moment  of  impact  the  skull 
strikes  against  the  brain  because,  floating  in  the 
spinal  fluid,  it  lags  behind.  In  the  second  phase, 
the  brain  is  taken  along  with  the -skull  in  the  direc- 
tion of  the  force.  In  the  third  phase,  the  skull  is 
stopped  either  by  the  vertebra  or  impact,  and 
comes  to  rest.  The  brain,  still  moving  toward  the 
point  of  rest,  strikes  the  opposite  surface  of  the 
skull. 

Fractures  are  either  of  bending  or  bursting  type. 

force  applied  to  a small  area  of  the  skull  will 
produce  the  bending  tj^ie  of  fracture  in  its  imme- 
diate neighborhood.  The  bursting  or  explosive  type 
of  fracture  is  caused  b}"  a broad-acting,  compress- 
ing force  exerted  over  a large  area  of  the  skull,  and 
these  fractures  find  expression  at  the  base.  The 
skull  is  compressed  in  the  direction  of  the  acting 
force  and  spreads  at  right  angles  to  it,  producing 
the  bursting  type  of  fracture.  The  most  common 
place  of  fracture  is  at  the  base  of  the  skull. 

Of  the  three  fossae  the  weakest  is  the  middle, 
because  within  it  are  the  foramen  magnum  and 
other  foramina.  The  petrous  portion  of  the  tem- 
poral bone  lies  in  the  middle  fossa,  and  you  can 
picture  what  may  happen  when  you  get  a fracture 
there.  Schonbauer  and  Brunner  examined  fifty- 
seven  fractured  skulls.  Of  that  number  forty-five 
were  fractured  through  the  middle  fossa,  which 
shows  that  the  temporal  bone  is  probably  the  most 
frequent  point  of  injury. 

There  are  three  main  types  of  temporal  bone 
fracture.  One  is  the  longitudinal.  This  is  parallel 
to  the  pyramid  of  the  petrous  portion  and  anterior 
to  it.  The  second  t)p)e  is  the  transverse  fracture 
through  the  thick  base  of  the  pyramid.  The  third 
is  avulsion  of  the  tip  of  the  pyramid. 

The  longitudinal  type  seldom  causes  a fracture 
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of  the  labyrinth,  but  it  causes  hemorrhages  into  it. 
This  type  is  frequently  the  cause  of  bleeding  from 
the  ears.  The  transverse  type  causes  fracture 
through  the  labyrinth  or  internal  auditory  meatus, 
with  direct  injury  to  nerves  entering  as  well. 

.Avulsion  of  the  tip  injures  the  nerves  entering 
the  internal  auditory  meatus.  The  salient  pathologic 
feature  is  hemorrhage.  This  is  in  the  perilymph 
space,  unless  the  bony  labyrinth  capsule  is  frac- 
tured. In  the  latter  case  hemorrhages  are  found 
in  the  endolymph  space. 

In  humans  there  seems  to  be  a regular  sequence 
of  events,  consisting  of  hemorrhages  in  various 
places,  perilymph  spaces  in  the  basal  coil  of  the 
cochlea,  in  the  vicinity  of  the  round  window.  The 
e.xudation  or  transudation  of  blood  is  probably 
partly  absorbed  and  partly  organized,  leading  to 
atrophy  of  the  finer  nerve  branches  and  degenera- 
tion of  the  neuroepithelium  of  both  cochlea  and 
vestibule,  and  always  marked  in  the  region  of  the 
basal  coil  of  the  cochlea. 

The  otologic  symptomatology  of  injuries  of  the 
head  is  hard  to  understand  unless  one  has  some 
conception  of  the  pathologic  changes  produced  by 
the  trauma.  In  the  case  of  severe  injuries  which 
cause  death,  this  knowledge  can  be  obtained  at  the 
autopsy  table.  Knowledge  so  obtained  is,  however, 
not  sufficient,  for  the  pathologic  changes  in  patients 
who  recover  may  be  very  different  from  those  in 
patients  w'ho  die.  For  this  reason  animal  experi- 
ments must  be  resorted  to. 

Ulrich  maintains  that  true  labyrinthine  fracture 
is  at  right  angles  to  the  pyramid,  and  in  this  type 
of  fracture  the  cochlea  is  most  vulnerable.  When 
fractures  of  the  labyrinth  heal  they  usually  heal 
only  by  fibrous  union. 

.Another  type  of  damage  to  the  brain  should  be 
mentioned.  That  is  when  the  brain  in  the  sudden 
blow  is  compressed  by  the  fluid  from  the  third  to 
the  fourth  ventricle.  A whirlpool  action  on  the  floor 
of  the  fourth  ventricle  creates  trauma  to  the  blood 
A^essels  in  the  nuclear  area  here.  There  is  a trau- 
matic paralysis  to  the  vasoconstrictor  nerves,  tissue 
necrosis,  thrombosis,  edema  and  interruption  of 
function.  It  is  easy  to  see  why  you  get  such  a com- 
plex of  symptoms  when  the  floor  of  the  third  or 
fourth  ventricle  is  injured.  It  is  truly  the  central 
station  for  all  efferent  and  afferent  impulses. 

Now  let  us  begin  the  team  work  of  the  surgeon 
and  the  otologist.  The  latter  can  probably  give  the 
most  information.  Again,  the  neurologist  may  be 
called  if  the  case  falls  into  the  medicolegal  class. 

When  an  immediate  examination  is  made  by  an 


otologist,  blood  should  be  noted  in  the  ear,  redness 
of  drum,  any  evidence  of  spinal  fluid  in  the  ear, 
any  fracture  line  noted  or  any  blue  hematoma  be- 
hind the  drum.  Hearing  tests  cannot  be  made  on 
an  unconscious  patient  and  these  are  not  important 
immediately,  nor  is  a history  of  importance.  Any 
spontaneous  nystagmus  should  be  noted,  pupils 
should  be  examined  and  the  reaction  taken.  If  any 
bleeding  or  fluid  is  found  in  the  ear-canal  by  other 
than  the  otologist,  it  should  not  be  wiped  out  as 
infection  may  enter  this  route.  Keep  the  hands 
away  from  the  ears,  and  keep  sterile  cotton  placed 
in  the  outer  canals  only. 

THE  SUBSEQUENT  EXAMINATIONS 

When  the  time  comes  for  the  history,  one  should 
make  a very  careful  one.  Never  ask  any  leading 
questions.  Get  the  present  complaint.  Unconscious- 
ness is  not  a big  factor.  One  should  try  to  have 
the  patient  describe  what  took  place  immediately 
following  the  accident,  or  whether  there  was  any 
hemorrhage  from  the  nose,  mouth  or  ears,  or  if 
there  was  any  headache  or  pain  after  the  accident. 
The  word  dizziness  or  vertigo  should  never  be  men- 
tioned, unless  the  patient  refers  to  it.  V’ertigo 
means  vestibular  invasion. 

Tactile  vertigo  may  be  complained  of.  In  this 
type  the  patient  feels  that  he  or  the  chairs  are 
tilting,  and  at  times  things  go  dim  or  black  before 
him.  It  is  vestibular  in  origin  and  the  caloric  tests 
show  hyperirritability  of  the  labyrinth.  The  neu- 
rasthenic patient  shows  much  anxiety. 

Tactile  vertigo  is  a first  degree  symptom  of  laby- 
rinthine disturbance  and  shows  before  the  appear- 
ance of  true  nystagmus.  Nystabmus  is  a reflex, 
controlled  by  the  vestibular  apparatus. 

When  subsequent  examinations  are  made  and 
the  patient  is  convalescent  and  conscious,  the  eyes 
should  again  be  examined,  and  accommodation 
noted.  The  ear-canals  must  be  reexamined,  per- 
forations of  drums,  fracture  ridges,  suppuration  or 
any  thickening  of  the  drum-head  noted.  Many 
times  in  fractures  the  drum  is  thick  on  one  side. 
At  this  time  the  hearing  should  be  tested  with  all 
the  tuning  forks.  Practical  tests,  voice  and  whisper, 
should  be  made.  In  these  tests  an  assistant  should 
close  one  ear  at  a time,  the  patient  not  being  al- 
lowed to  do  it  himself.  Bone-conduction  should 
also  be  carefully  noted.  One  should  always  be  on 
the  alert  for  malingerers,  and  even  though  there 
may  be  definite  reason  for  many  symptoms,  one 
should  be  alert  for  exaggeration  of  same.  The  ma- 
lingerer can  fool  you  on  hearing  but  never  on  ves- 
tibular tests. 
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When  a nystagmus  is  observed,  the  investigator 
is  interested  in  determining  whether  it  is  of  peri- 
pheral or  central  origin.  By  central  one  means  cen- 
tral to  the  labyrinth,  peripheral  meaning  end-organ 
or  primary  labyrinthine  trouble. 

In  peripheral  labyrinthine  nystagmus  there  is 
harmony  in  intensity  between  nystagmus  and  ver- 
tigo; that  is,  the  more  dizziness  the  more  the  nys- 
tagmus. In  peripheral  nystagmus  the  patient  falls 
in  the  direction  of  the  slow  component  and  de- 
pends on  position  of  the  head.  In  central  nystag- 
mus and  injury  to  the  cerebellum,  the  patient  usu- 
ally falls  in  the  direction  of  the  quick  component 
and  is  independent  of  head  position.  Vertigo  may 
be  present  without  tinnitus  in  central  injury.  Ves- 
tibular nystagmus  tests  are  usually  typically  hori- 
zontal or  rotary,  with  slow  component  to  one  side 
and  a quick  component  to  the  opposite  side.  The 
amplitude  and  speed  of  nystagmus  are  not  a factor. 
There  is  no  harmony  between  nystagmus  and  ver- 
tigo in  central  injury. 

With  tumors  of  the  cerebellum  and  posterior 
fossa  the  falling  reaction  at  one  observation  may 
be  in  the  direction  of  the  quick  component,  and  at 
another  time  with  the  slow  component,  but  always 
independent  of  head  position.  In  injury  to  Deiter's 
nucleus  and  associated  nuclei  or  tracts  central  to 
the  end-organ,  falling  is  with  the  quick  component. 
This  is  also  true  in  inflammation  of  the  vestibular 
nerve  or  spinal  acoustic  root.  Central  nystagmus 
is  usually  coarse  and  slow.  The  normal  patient 
always  falls  opposite  to  the  quick  component. 

TESTS  USED  IN  DETERMINING  NYSTAGMUS 

1.  Observation  for  spontaneous  nystagmus. 

2.  Past  pointing  test.  This  is  of  clinical  value 
only  in  indicating  whether  or  not  the  cerebellum  is 
involved.  Only  past  pointing  clear  past  is  im- 
portant. 

3.  The  Romberg  test  which  is  of  value  in  check- 
ing muscle  tone  and  equilibrium.  The  true  Rom- 
berg is  not  an  anterior  and  posterior  movement,  but 
is  from  side  to  side.  It  should  be  tried  with  the 
feet  together,  and  also  with  heel  to  toe. 

4.  Of  value  in  eliciting  nystagmus  is  the  head 
movement  test.  This  was  originated  by  Brunner 
of  Vienna  and  is  done  b}'  taking  the  patient’s  head 
between  the  two  hands  and  shaking  it  back  and 
forth,  then  observing  for  nystagmus.  When  walk- 
ing the  patient  a few'  steps  with  the  eyes  closed,  he 
will  usually  walk  toward  the  injured  or  diseased 
side. 

Of  the  functional  tests  of  the  labyrinth  the  calo- 
ric or  mass  douching  test  is  the  most  valuable  of 


all.  Using  w'ater  at  sixty  degrees  Fahrenheit,  one 
gets  a nystagmus  of  the  quick  component  to  the 
opposite  side  in  one  or  tw'o  minutes.  If  water  is 
used  warm,  at  one  hundred  ten  degrees  Fahren- 
heit, nystagmus  is  obtained  toward  the  douched 
side.  Nystagmus  produced  in  less  than  one  minute 
means  hyperirritability.  Complete  severance  of  the 
vestibular  portion  of  the  eighth  nerve,  damage  to 
Deiter’s  nucleus  or  hemorrhage  may  produce  nega- 
tive labyrinthine  response. 

The  Barany  turning  test  is  second  in  importance 
in  the  study  of  the  labyrinth.  I will  not  dwell  on 
it  as  the  pictures  will  explain  this  feature. 

I wish  to  leave  this  impression,  that  the  turning 
tests  always  stimulate  both  labyrinths  at  the  same 
time.  The  caloric  test  stimulates  one  at  a time,  and 
therefore  has  greater  reliability.  And,  again,  in  the 
study  of  the  labyrinth  one  must  be  ever  mindful 
in  head  injuries  that  both  labyrinths  are  more  often 
affected  than  just  one  side,  and  knowing  that  the 
semicircular  canals  w'ork  in  pairs,  our  symptoms 
may  be  decompensation  of  function. 

COURSE  AND  PROGNOSIS 

If  the  vertigo  in  head  injurv'  is  truly  of  laby- 
rinthine origin,  little  or  no  improvement  may  be 
had  even  over  a long  period.  Brunner  follow'ed  ten 
cases  over  a long  period  and  observation  showed 
no  improvement  in  six  cases  in  ten  years. 

Vertigo  characterized  by  a sense  of  rotation  or 
produced  by  bending  the  head  quickly  and  accom- 
panied by  caloric  hyperirritability  is  always  laby- 
rinthine in  origin. 

Time,  treatment  and  monetary  settlement  will 
improve  neurotic  types  of  vertigo,  but  no  improve- 
ment is  seen  in  true  vestibular  types. 

As  regards  to  hearing,  when  bone-conduction  is 
short  and  deafness  not  of  obstructive  type  but  of 
inner  ear  type,  caused  by  hemorrhages  in  the  peri- 
lymph and  especially  the  endolymph  spaces,  the 
deafness  tends  to  progressive  nerve  deafness. 

The  prognosis  of  transverse  fracture  of  the  pe- 
trous pyramid  is  always  bad  for  the  life  of  the  pa- 
tient, and  if  he  recovers,  eventually  has  deafness  in 
the  side  involved.  Late  meningeal  infections  are 
rare  in  this  type. 

In  the  longitudinal  fracture  of  the  petrous  pyra- 
mid the  prognosis  is  better  for  the  life  of  the  pa- 
tient, and  is  better  for  hearing,  but  there  is  always 
danger  of  meningitis. 

CONCLUSIONS 

1 . .An  otologist  should  examine  head  injury  cases 
as  early  as  possible  and  again  at  regular  intervals. 
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2.  The  severity  of  injury  bears  no  direct  rela- 
tion to  cochlea  and  vestibular  symptoms. 

3.  The  force  of  head  injuries  finds  its  greatest 
expression  at  the  base  and  middle  fossa. 

4.  Fractures  of  the  temporal  bone  are  divided 
into  three  types. 

5.  The  salient  pathologic  feature  is  hemorrhage, 
which  is  labyrinthine  and  in  the  perilymph,  unless 
the  labyrinth  capsule  is  ruptured;  then  the  endo- 
lymph  is  involved.  Finally,  the  nerve  fibers  atro- 
phy and  atrophy  of  the  basal  coil  of  Corti’s  organ 
takes  place. 

6.  Vertigo  is  a cardinal  symptom. 

7.  Nystagmus  is  another  cardinal  symptom. 

8.  The  caloric  test  is  of  greater  value  than  the 
turning  tests,  as  it  stimulates  a labyrinth  on  one 
side  only. 

9.  Turning  tests  are  a stimulation  of  one  pair 
of  canals  at  a time. 

10.  Labyrinthine  tests  are  reliable  and  a maling- 
erer cannot  fool  you  in  them. 

I have  not  mentioned  roentgenography,  for  per- 
sonally I think  little  is  gained  with  it.  The  nega- 
tive roentgenogram  in  head  injury  leaves  one  in 
the  same  predicament  as  the  negative  Wassermann. 
935  Medical  .^rts  Building 

DISCUSSION 

Dr.  George  VV.  Swift,  Seattle:  This  paper  is  timely  in 
that  head  injuries  are  becoming  very  frequent,  and  any 
physician  may  be  called  upon  to  render  at  least  first  aid. 
This  is  particularly  true  of  those  who  are  associated  with 
small  hospitals  because  frequently  automobile  injuries  oc- 
cur on  the  highway  and  cases  are  rushed  to  the  nearest 
hospital.  It  is,  therefore,  important  that  all  physicians 
should  know  what  to  do  in  the  first  instance. 

In  a compilation  of  a series  of  100  cases  of  injuries  oc- 
curring in  industry  in  the  State  of  Washington,  the  chief 
complaints  eight  months  after  the  injury  in  the  average 
case,  show  headache  to  occur  in  78  per  cent,  dizziness  in 
61  per  cent,  loss  of  hearing  in  29  per  cent,  general  weak- 
ness in  25  per  cent.  Tinnitus  occurred  in  but  4 per  cent, 
nerve  deafness  in  16  per  cent  and  nystagmus  in  S per  cent. 
This  would  seem  to  show  that  in  the  state  cases  at  any 
late,  while  deafness  is  rather  a constant  complaint,  actual 
loss  of  hearing  due  to  injury  to  the  nerve  occurs  in  only 
16  per  cent  and  nystagmus  in  only  5 per  cent. 

When  this  study  was  carefully  done  it  certainly  did  not 
indicate  a very  marked  degree  of  involvement  of  the  ear 
in  the  series  of  head  injury  cases,  and  similar  findings  have 
been  noted,  I believe,  by  other  observers.  However,  if  in 
a single  case  something  can  be  done  to  prevent  or  relieve  a 
permanent  deafness,  tinnitus  or  vertigo,  in  that  particular 
instance  it  means  100  rather  than  5 per  cent  of  involve- 
ment. It  is  because  of  this  fact  that  we  should  be  very 
careful  in  the  care  of  each  case  showing  ear  involvement. 

From  the  standpoint  of  the  general  surgeon  I would  look 
upon  these  cases  a little  differently  than  perhaps  the  otolo- 
gist would.  In  the  first  place,  any  head  injury  having  a 


simple  type  of  involvement  of  the  ear,  namely,  hemor- 
rhage, should  be  treated  as  though  it  were  very  serious. 
Dr.  Howe  has  rightly  stated  that  the  maxim  should  be 
“keep  hands  off.”  Do  not  wash  out  the  ear  or  even  wipe 
it  out;  a little  plug  of  cotton  is  all  that  is  necessary. 

A little  more  severe  injury  is  found  when  we  have  a 
deafness  immediately  after  the  injury.  This  may  be  due 
to  hemorrhage  into  the  middle  ear.  It  may  be  due  to  an 
accumulation  of  wax  in  the  external  canal,  or  to  fracture 
involving  the  auditory  nerve  in  the  bony  canal.  Examina- 
tion easily  differentiates  the  cause.  These  cases,  again, 
should  be  treated  expectantly,  but  the  prognosis  when  the 
fracture  involves  the  bony  canal  is  much  more  serious  than 
in  the  preceding  group.  Usually  the  deafness  is  permanent. 

The  next  group  of  cases  comprises  those  in  which  the 
labyrinth  is  also  involved  with  or  without  complete  deaf- 
ness. The  chief  symptom  in  these  cases  is  vertigo  which  is 
almost  unbearable  at  first  and  gradually  becomes  better. 
I do  not  agree  with  Dr.  Howe  as  to  the  permanency  of 
labyrinthine  vertigo.  In  my  opinion,  as  time  goes  on  a 
compensatory  balance  develops  so  that  the  patients  are 
virtually  free  from  vertigo  after  eight  months  or  a year. 
Tnere  is  nothing  to  prevent  this  vertigo  nor  is  there  any- 
thing much  to  do  to  relieve  it.  Time  alone  acts  as  the 
great  equalizer. 

Lastly,  there  is  a group  of  cases  in  which  a fracture  is 
associated  with  a rupture  of  the  dura  with  or  without  lac- 
eration of  the  brain,  and  with  or  without  hemorrhage  from 
the  sinuses.  These  are  extremely  serious  cases  and  frequent- 
ly require  operative  interference  and  almost  always  lead 
to  severe  permanent  complications. 

Dr.  A.  C.  Stewart,  Tacoma.  Dr.  Howe’s  paper  brings 
out  clearly  the  necessity  for  ear  examination  in  order  to 
differentiate  between  the  neuroses  and  actual  pathologic 
conditions  of  the  brain,  when  accounting  for  certain  sub- 
jective symptoms  persisting  after  head  injuries.  Recently, 
while  examining  a case  for  an  insurance  company,  it  was 
found  that,  following  a blow  in  the  frontal  and  temporal 
region,  although  there  had  been  no  fracture  of  the  skull, 
the  patient  a number  of  months  afterward  complained  of 
headache,  dizziness,  deafness,  noises  in  the  left  ear,  pain 
in  the  left  temporal  region,  forgetfulness,  insomnia,  phobias, 
and  a general  feeling  of  uneasiness. 

He  was  referred  for  examination  to  Dr.  Howe  who  found 
lateral  nystagmus,  nerve  deafness  on  the  left,  walking  to 
the  right  with  eyes  closed,  and  hypoirritability  to  caloric 
tests.  These  positive  findings  point  out  a pathologic  basis 
for  the  subjective  symptoms,  differentiating  it  from  a neu- 
rosis. 

Dr.  A.  L.  Hart,  Tacoma:  To  Dr.  Howe’s  excellent  pre- 
sentation of  the  importance  of  careful  otologic  examina- 
tion in  head  injuries,  a few  words  may  be  added  about 
radiography  in  these  cases.  There  is  no  doubt  that  roent- 
gen examination  of  the  skull  is  indicated  in  all  head  in- 
juries, if  the  patient’s  condition  permits.  However,  such 
examination  is  distinctively  inadvisable  while  the  patient  is 
in  shock  or  if  he  is  so  irrational  as  to  require  forcible 
restraint  during  the  exposures.  Such  cases  should  be  first 
treated  for  shock  and  filmed  later  when  their  condition 
has  improved.  Furthermore,  all  manipulation  should  be 
reduced  to  the  necessary  minimum.  Lateral  films  (stereo- 
scopic if  desired)  and  anteroposterior  views  can  be  made 
while  the  patient  lies  on  his  back,  without  moving  his  head 
except  to  elevate  it  slightly. 

In  infants  and  young  children  one  must  not  overlook  the 
fact  that  skull  fractures  may  result  from  apparently  insig- 
nificant trauma.  Roentgen  examination  in  these  cases  may 
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disclose  injury  of  much  greater  degree  than  clinically  sus- 
pected. Recently  we  e.xamined  an  infant  of  less  than  twelve 
months  who  had  fallen  out  of  his  high  chair  a week  before 
and  had  exhibited  no  symptoms  except  fretfulness.  There 
was  no  blood  in  the  spinal  fluid.  Films  showed  a horizontal 
fracture,  extending  entirely  across  the  parietal  bone  but 
without  visible  depression. 

•\nother  point  of  importance  is  that,  in  the  absence  of 
residual  deformity,  all  roentgenographic  evidence  of  skull 
fracture  may  disappear  within  a few  months  or  a year. 
This  fact  increases  the  value  of  roentgen  examination  made 
soon  after  the  injury. 

Dr.  E.  F.  Chase,  Seattle:  Dr.  Howe’s  paper  is  excellent, 
as  it  stresses  the  importance  of  cooperation  of  the  surgeon 
with  the  neurootologist  in  making  a diagnosis  and  estimat- 
ing the  prognosis  of  head  injuries.  This  is  as  it  should  be. 

Such  injuries  not  infrequently  Involve  some  part  of  the 
auditor>'  or  static  mechanism,  either  centrally  or  peripher- 
ally. Therefore,  it  is  imperative  in  the  examination  and 
estimation  of  these  cases  that  the  surgeon  not  only  under- 
stand the  middle  ear,  but  that  he  have  a definite  anatomic 
knowledge  of  the  various  central  pathways  of  audition  and 
equilibration. 

Mygind’s  conclusions  can  well  be  depended  upon,  as  his 
standing  among  neurootologists  is  not  to  be  questioned. 
The  mechanism  and  pathology  of  concussion  will  always 
be  a subject  for  discussion.  Brunner  has  outlined  complete- 
ly the  question  of  fractures  of  the  temporal  bone. 

We  commend  Dr.  Howe  for  his  original  observation  in 
this  line  of  work,  and  for  bringing  it  before  the  surgeons 
of  the  Northwest. 

Dr.  R.  VV’.  Perry,  Seattle:  It  is  very  useful  and  instruc- 
tiv'e  to  have  such  a comprehensive  paper  on  this  subject 
from  the  point  of  view  of  the  otologist.  I believe  that 
more  than  half  of  the  pathologic  conditions  found  in  the 
skull  have  otologic  changes  in  one  form  or  another.  In- 
formation may  also  be  deducted  from  ear  examination, 
where  the  lesion  is  in  the  posterior  fossa  and  where  the 
organ  of  hearing  has  escaped. 

I have  seen  head  injuries  where  the  lesion  could  be  dem- 
onstrated only  by  the  use  of  the  turning  chair  and  caloric 
tests,  and  any  examination  where  vertigo  is  present,  in 
which  this  method  has  not  been  used,  must  be  considered 
incomplete. 

It  seems  to  me  that  in  intercranial  conditions,  where  we 
are  so  dependent  on  subjective  evidence  and  indirect 
methods,  the  positive  findings  from  the  vestibular  tests 
should  be  more  generally  used. 

Dizziness  is  always  a disturbance  of  function  of  the  inner 
ear,  either  localized  in  the  labyrinth  it.self  or  in  the  inter- 
cranial pathways  leading  from  it.  By  the  use  of  the  tests 
of  Barany  this  mysterious  symptom  has  been  brought  into 
the  light  of  da\  and  placed  in  a position  where  accurate 
diagnosis  in  almost  all  cases  is  assured. 

Dr.  Howe:  I wi.sh  to  thank  the  men  for  their  discus- 
sions. I purposely  refrained  from  using  deductions,  made 
entirely  from  my  own  cases,  because  of  the  lack  of  patho- 
logic proof.  Hence  I could  not  compare  my  own  observa- 
tions with  those  of  Mygind’s  and  other  foreign  men. 

My  first  case  of  head  injury  was  seen  in  1923,  at  a time 
when  I had  no  particular  interest  in  such  cases.  I have 
found  that  some  of  my  earlier  cases  had  more  thorough 
histories  and  more  complete  ear  studies  than  many  of  the 
later  ones.  Studies  and  examinations  of  this  type  of  case, 
when  made  in  a purely  ever>'  day  practice,  possibly  leads 
to  somewhat  different  conclusions  than  those  made  in  a 
purely  industrial  practice. 

At  the  time  of  writing  this  paper,  my  own  cases  num- 
bered 28.  Since  then  this  number  has  increased  to  38. 


Four  cases  have  been  ruled  out  because  of  incomplete  rec- 
ords and  lack  of  observation,  leaving  34  to  draw  conclu- 
sions from.  My  cases  were  the  result  of  automobile  and 
industrial  accidents  and  one  aviation  accident.  Two  cases 
proved  to  be  malingerers. 

Of  these  34  cases  12  had  some  permanent  disability,  10 
had  loss  of  consciousness  at  time  of  accident.  Bleeding 
from  the  ears  occurred  in  only  S and  bleeding  from  the 
nose  in  2.  The  symptoms  in  order  of  their  frequency  in 
later  examinations  were  headache  14,  deafness  12,  dizzi- 
ness 11,  noises  in  the  ears  11,  loss  of  memory  5,  visual  dis- 
turbances 5.  Roentgen  evidence  of  fracture  was  positive 
in  only  one  case.  Evidence  of  injury  from  the  canal  and 
drum  examinations  was  present  in  6 cases.  Field  study  was 
made  only  in  cases  complaining  of  visual  disturbances,  and 
only  one  case  out  of  S showed  pathologic  contraction.  Eye- 
ground  study  was  made  in  every  case  and  a choked  disc 
or  papilledema  was  found  in  two.  Dizziness  persisted  in  8 
cases.  

SVXDACTYLIZIXG  THE  FIXGERS 
PRELmiXARY  TO  SKIX 
GRAFTIXG* 

Ad.albert  G.  Bettman,  M.D.,  F.A.C.S. 

PORTLAND,  ORE. 

Clinical  Associate  in  Surgery,  University  of 
Oregon  Medical  School 

Available  literature  fails  to  record  the  following 
simplified  procedure  for  skin  grafting  several  fin- 
gers at  one  time. 

V.  W.,  age  21,  burned  his  left  hand  sixteen  years  before. 
Examination  revealed  contracted  scar  bands  the  length  of 
the  index,  middle  and  ring  fingers.  The  ring  finger  could 
not  be  extended  over  100  degrees,  the  middle  finger  not 
over  IIS  degrees,  and  the  index  finger  not  over  135  de- 
grees. Excision  of  the  scar  of  the  fingers  and  suture  had 
been  done  before  he  presented  himself  to  us.  .A  skin  graft 
had  been  placed  in  the  palm. 

December  29,  1930,  under  digital  nerve  block  all  scar 
tissue  was  excised  widely  and  deeply  from  all  three  fingers. 
The  adjacent  edges  of  the  wounds  were  undercut  well  back 
and  the  adjacent  edges  sutured  accurately  to  each  other. 
Thus  the  three  wounds  were  transformed  into  a single 
wound  approximately  two  by  tw'o  and  one-half  inches. 
The  suture  knots  were  placed  on  the  skin  surfaces. 

.A  pedicle  graft  from  the  right  lower  abdomen  was  then 
sutured  into  the  single  wound.  Dressings  were  applied  with 
slight  pressure.  .After  ten  days  the  pedicle  was  severed. 
The  syndactylized  fingers  were  cut  apart  and  the  raw'  sur- 
faces sutured. 

Syndactylization  may  be  carried  out  preparatory 
to  applying  pedicled,  Wolfe,  Thiersch  or  other 
grafts. 

COMMENT 

-A  single  flap  is  used  to  close  multiple  wounds; 
all  raw  edges  are  closed,  thereby  preventing  infec- 
tion. When  the  fingers  are  separated,  the  individual 
grafts  are  more  than  adequate  size  to  close  the 
defect. 

629  Medical  Arts  Bldg. 

* Read  before  the  Fifty-seventh  Annual  Meeting  of 
Oregon  State  Medical  Society,  EJugene,  Ore.,  October 
22-24,  1931. 
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Fig.  1.  Shows  the  wide  and  deep  excision  of  the  scars 
and  the  undercutting  of  the  adjacent  skin  edges. 

Pig.  2.  Shows  the  sutured  adjacent  edges  changing 
multiple  wounds  into  a single  wound.  Insert  showing 
the  knots  on  the  skin  surfaces. 

Pig.  3.  Shows  the  pedicle  graft  sutured  into  the  sin- 
gle wound.  Wolfe  or  Thiersch  grafts  may  be  used. 

Fig.  4.  Shows  the  fingers  separated,  the  excess  skin 
removed  and  the  wounds  accurately  closed  with  the 
graft. 

Pig.  5.  Case  1..  V.  W.  Fingers  held  in  flexion  by  con- 
tracted burn  scars  of  sixteen  years  standing  in  a boy 
of  21. 

Fig.  6.  Case  1,  V.  W.  The  graft  in  place  after  it  had 
been  severed  from  the  abdomen. 


Fig.  7.  Case  1.  V.  W.  Shows  completeness  of  the 
healing  between  the  fingers.  There  are  no  raw  edges. 

Fig.  8.  Case  1,  V.  W.  Shows  completeness  of  healing 
between  the  fingers  with  no  raw  edges. 

Fig.  9.  Case  1.  V.  W.  Shows  complete  extension  of 
index  and  middle  fingers  after  operation.  Changes  in 
the  articulation  prevent  complete  extension  of  the  ring 
finger.  The  soft  tissue  defect  has  been  corrected. 

Fig.  10.  Case  2,  R.  P.  Shows  maximum  extension  of 
ring  and  little  fingers  before  operation,  the  result  of 
contracted  burn  sear. 

Fig.  11.  Case  2,  R.  P.  Photograph  taken  during  op- 
eration after  the  adjacent  edges  of  the  fingers  had  been 
sutured  together  as  described. 

Fig.  12.  Case  2,  R.  P.  Shows  the  hand  after  healing 
had  taken  place.  Note  the  full  extension. 
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WHEN,  WHERE,  BY  WHO:\I  AND  WHY 
SHOULD  FRACTURES  RARELY  BE 
TREATED  OPENLY* 

Andrew  C.  Smith,  M.D. 

PORTLAND,  ORE. 

When  may  we  conservatively  consign  a fracture 
case  to  the  dreadfully  hazardous  procedure  of  open 
treatment?  In  my  opinion  never,  with  the  excep- 
tion, perhaps,  of  joint  involvement  with  persistent- 
ly moving  fragments,  which  may  be  replaced  with 
a minimum  of  manipulation  and  a maximum  of 
fixation  by  a rustless  nail,  which  when  skillfully 
placed  by  an  experienced  operator  rarely  requires 
traumatizing  manipulation;  but  Lane’s  plate  never, 
nor  mischievous  handling  to  suture  with  wire  hard- 
ly ever. 

When,  again  I inquire,  with  reference  to  time, 
may  a simple  fracture  be  treated  openly  after  the 
first  perhaps  lackadaisical  effort  at  setting,  without 
the  most  masterly  counsel  endorsing  such  a tragic 
procedure?  Never.  When  we  average  general  prac- 
titioners are,  as  frequently  happens,  emergently 
called  to  a fracture  case,  we  are  then  and  there 
saddled  with  serious,  yes  sacred  responsibilities, 
especially  if  the  fracture  be  a complicated  one.  The 
earlier  the  setting  is  done  and  the  patient  made 
comfortable,  of  course,  the  better;  but  when  bun- 
gling, ineffectual  manipulation  is  perpetrated,  the 
more  are  the  injured  soft  parts  traumatized,  and 
the  greater  will  be  the  danger  and  difficulty  in  later 
adjusting  the  fragments,  in  effectively  overcoming 
muscle  resistance,  in  finally  securing  good  align- 
ment and  proper  apposition.  The  greater  then  the 
necessity  of  sending  the  case  where  there  are  proper 
appliances  for  securing  correct  approximation  un- 
der bedside  roentgenographic  visibility,  and  placing 
the  proper  splints  in  the  one  hundred  per  cent  man- 
ner that  will  insure  immobility  and  maintenance  of 
fragments  in  place,  with  the  minimum  of  manipula- 
tion. 

Then  is  when  and  where  the  future  physical  wel- 
fare of  that  injured  fellow  man  is  decreed.  Then  is 
when  his  fate  is  sealed  as  to  future  disability,  in- 
validism, amputation  or  even  death.  Then  is  when 
the  most  important  link  is  welded  in  the  chain 
which  shall  drag  that  poor  fellow  up  to  repair  of 
injuries  and  return  of  function  of  the  parts,  or 
down  into  a chaotic  chasm  leading  to  infection, 
prolonged  invalidism,  mutilating  surgery,  great  suf- 
fering and  expense,  and  with  much  risk  of  final 

» Read  before  the  Fifty-seventh  Annual  Meeting  of 
OroBon  .State  Medical  Society,  Eugene,  Ore.,  October 
22-24,  1931. 


dreadful  disability  and  discredit  to  the  art  of  frac- 
ture surgery. 

Is  this  an  overdrawn  picture  of  the  importance 
and  sacred  responsibility  of  the  first  call,  of  the 
physician  in  his  limited  experience  in  this  line  of 
technical  work?  X"o,  it  cannot  be  exaggerated.  In- 
deed, the  half  has  not  been  told.  The  majority  of 
us  who  are  called  to  fracture  cases  are  general  prac- 
titioners who  have  not  the  extensive  experience,  the 
special  training  for  skillful  fracture  service,  nor  the 
expensive  surgical  equipment,  the  fluoroscopic  table 
and  bedside  roentgen-ray  and  the  trained  techni- 
cians to  assist  us,  even  if  we  were  skillful  enough 
to  handle  the  humble  human  who  confides  in  us 
for  advice  and  care. 

Nevertheless,  we  can  be  fully  equal  to  the  mighty 
emergency  in  that  case,  for  then  and  there  is  when 
and  where  we  can  be  true  disciples  of  Hippocrates. 
Then  and  there  is  when  and  where  the  manly  man 
of  medicine  may  masterfully  assert  himself  in  a 
truly  human  way  by  his  soulfully  unselfish  advice 
to  that  injured  fellow  being.  Then  is  when  open 
treatment  and  future  disability  and  present  further 
traumatization  may  be  avoided  by  the  cheapest, 
yet  most  valuable  service  that  can  be  given,  and 
that  will  blaze  the  trail  for  your  trusting  patient 
to  follow  if  he  is  to  avoid  the  chain  of  disasters 
that  may  follow  efforts  at  treatment  with  insuffi- 
cient equipment.  The  trail  to  the  one  hundred  per 
cent  results  possibly  attainable  in  that  case  is  tem- 
porary adjustment  of  fragments  under  local  anes- 
thetic, with  the  very  least  possible  manipulation, 
with  sufficient  splinting  for  maintenance  of  immo- 
bility, while  en  route  to  the  nearest  hospital. 

But  we  should  interpret  the  word  hospital  in  the 
modern  sense,  a standardized  institution,  absolute- 
ly amply  equipped  with  master-bone  surgeon,  best 
of  assistants,  complete  and  elaborate  assortment  of 
bone  instruments  and  fracture  appliances,  and  port- 
able roentgen-rays  for  frequent  bedside  observa- 
tion. But  this,  some  say,  will  mean  the  passing  of 
Dr.  Brown’s  private  hospital.  Yes,  pass  him  by, 
and  pass  Smith  and  Jones  and  all  the  rest  of  them 
insofar  as  loyalty  to  locality  is  concerned,  if  they 
are  not  standardized  and  fully  fracture-equipped. 
.And  even  though  they  might  have  the  gun,  they 
might  not  have  the  master  man  behind  it.  So,  ad- 
vise your  patient  to  stay  in  the  auto  or  on  the  train, 
till  he  reaches  the  right  man  in  the  right  place. 
That,  I repeat,  should  be  a master-bone  surgeon, 
in  a fracture-serviced  hospital.  Advise  him  that  a 
minute  on  some  operating  tables  might  be  more 
hazardous  for  his  future  physical  welfare  than  a 
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month  on  the  highway,  seeking  the  right  man  and 
right  place,  remembering  that  intracutaneous  inva- 
sion of  any  fractured  bone  is  fraught  with  danger 
of  infection,  with  potential  power  of  producing  in- 
validism, avoidable  disability  or  even  death. 

Having  thus  outlined  such  a conservative  course 
for  our  patient  with  a serious  fracture,  his  shat- 
tered bone  shall  rarely  be  treated  openly.  In  con- 
servative, skillful,  painstaking  hands,  with  the 
proper  equipment,  your  patients  shall  be  openly 
treated  only  after  sufficiently  powerful  screw  and 
skeletal  traction  have  failed  to  secure  reasonable 
adjustment,  which  in  shafts  of  long  bones  should 
be  almost  never,  certainly  not  over  one-quarter  of 
one  per  cent.  Then  we  shall  have  advised  well  as 
to  whom  and  where  to  refer  for  avoidance  of  open 
treatment. 

But  you  will  hear  it  said,  especially  by  surgeons 
of  more  aggressiveness  and  inexperience  than  of 
conservatism  and  special  skill  in  fracture  treat- 
ment, “Oh,  tut,  this  picture  is  overdrawn.”  Well, 
let  us  see  what  our  own  clearing  house  on  frac- 
tures, our  State  Industrial  Accident  Department 
Clinic,  has  to  say  about  it,  as  indicated  by  these 
roentgenograms.  What,  too,  do  insurance  statistics 
reveal?  What  do  some  of  the  modern  writers  say? 
Bohler’s  “Treatment  of  Fractures”  says,  “there  are 
only  a few  fractures  which  cannot  be  reduced  with- 
out open  operation.”  It  also  states  that  “operative 
reduction  is  the  most  disastrous  innovation  in  the 
treatment  of  fractures.” 

Gray’s  compilation  of  over  34,000  cases  reveals 
that  open  treatment  of  the  femur  took  twice  as  long 
as  the  conservative  treatment,  and  the  cost  was 
three  times  as  great,  while  some  form  of  infection 
of  bone  occurred  in  a third  or  more  of  the  cases, 
and  a tenth  of  them  resulted  in  pseudoarthrosis. 
The  number  and  extent  of  coincident  disabilities, 
such  as  ankyloses,  osteomyelites,  etc.  are  innumera- 
ble, and  many  are  more  disastrous.  The  statistics 
of  the  insurance  companies  are  most  discouraging 
to  the  pretensions  of  the  ambitious  advocates  of 
open  treatment,  for  they  convincingly  confirm  the 
conclusions  of  all  conservative  observers  that  open 
treatment  of  fractures  has  contributed  so  appall- 
ingly to  expense,  time  loss,  disability,  invalidism 
and  not  infrequently  in  death  that  it  should  rarely 
be  resorted  to,  and  then  only  after  the  most  ex- 
perienced counsel  has  condoned  the  condemnation, 
and  finally  it  should  be  done  only  by  a master  in 
a fracture-equipped  hospital. 

The  English  Army  medical  authorities,  late  in 


the  war,  positively  forbade  plating  and  other  open 
treatment  of  fractures.  This  action  was  based  on 
tragic  results  thereof,  especially  plating.  One  of 
their  mightily  monacled,  pretentious  surgeons  and 
a one  hundred  per  cent  record  of  amputations,  in- 
validism or  death  in  a series  of  two  hundred  cases 
of  operative  treatment.  This,  however,  is  not  much 
worse  than  some  of  our  own  results,  if  we  judge 
from  the  roentgenograms  and  records  of  our  State 
Industrial  .'Occident  Department  with  its  putrid 
procession  of  ankyloses,  atrophies,  pseudoarthro- 
ses and  osteomyelites  galore,  while  some  more  for- 
tunate cases  have  terminated  in  amputation  or  the 
still  lesser  disaster — eternal  rest. 

The  mental  reflex  of  this  sort  of  antemortem  dis- 
section on  the  layman  is  seen  in  a recent  ruling  of 
the  .Accident  Commissioners,  that  no  authorization 
be  given  to  the  attending  physician  to  plate  or 
otherwise  openly  treat  a case  in  which  he  has  failed 
to  secure  reasonable  results.  Their  instruction  to 
their  medical  advisers  is  to  disregard  any  assumed 
possesory  right,  or  “chattel”  claim  on  the  patient 
by  the  attending  physician,  and  refer  such  cases 
to  the  best  hospital  and  the  best  bone  surgeon 
available. 

In  the  vicious  circle  that  swings  so  often  toward 
unnecessary,  open  treatment,  is  the  book  on  sur- 
gery, the  “author”  so-called,  the  man  of  mercenary 
motives  producing  a salable  book,  who  appeals  to 
the  other  mercenary  man  of  more  surgical  ambi- 
tion than  conscience,  with  his  alluring,  artistically 
colored  illustrations  of  plating  and  suturing  long 
bones,  for  instance,  right  in  the  shaft  of  a trans- 
versely fractured  femur  which  is  basely  unsurgical 
to  advocate  or  even  suggest,  and  should  never  be 
done.  When  the  confiding,  suffering,  injured  pa- 
tient is  encircled  by  such  literature  and  such  an 
ambitious,  unskillful  surgeon,  and  in  a little  pri- 
vate hospital  with  big  business  ideals,  and  with 
local  supporting  prejudices  and  loyalties  injected 
into  the  vicious  circle,  does  it  not  become  a duty 
of  this  state  medical  organization  to  advise,  devise 
and  supervise  means  for  protection  of  the  defense- 
less victim  of  serious  fracture? 

It  goes  without  saying  that,  as  individual  mem- 
bers of  this  society,  we  discourage  unnecessarily 
hazardous  surgery,  but  individual  influence  for  bet- 
terment and  for  good  in  general  is  insignificant,  as 
compared  to  that  of  a great  organization’s  power 
for  protection.  May  I,  therefore,  suggest  that  this 
society  apf>oint  a “Committee  on  Treatment  of 
Fractures,”  whose  principal  duty  shall  be  to  survey 
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the  field,  and  supervise  fracture  service  in  hospi- 
tals, with  suggestions  to  careless  or  inexperienced 
surgeons  that  legal  support  against  malpractice  will 
not  be  given  by  this  society  or  its  members  to  such 
operators  in  open  treatment  of  fractures. 

My  final  query  is,  why  but  rarely  treat  fractures 
openly?  Because  it  is  but  very  rarely,  a small  frac- 
tion of  one  per  cent  of  all  fractures,  in  which  intra- 
cutaneous  treatment  will  not  yield  better  results, 
when  referred  to  a master  bone  surgeon.  Further 
why,  because  the  records  prove  that  a dreadful  per- 
centage of  disastrous  results  have  followed  opera- 
tive treatment,  especially  when  the  traumatizing 
Lane  plate  is  used.  The  fact  that  much  of  this  sort 
of  dangerous  surgery  is  successfully  done,  though 
with  greater  expense  and  time  loss,  is  because  some 
skillful  but  mercilessly  mercenar\'  surgeons  operate 
on  everything  and,  of  course,  get  some  good  results 
on  easy  cases,  thus  making  pretentious  presenta- 
tions of  promising  results.  But  they  would  get  bet- 
ter terminations  with  less  expense  of  time,  money 
and  misery  for  their  patients,  if  they  did  not  stoop 
to  do  the  unnecessarily  hazardous,  though  more 
remunerative  and  showy  surgery  of  open  treatment. 

Recent  observations  in  this  field  of  surgery  have 
caused  me  to  scan  reminiscently  the  results  of  frac- 
ture work  a quarter  to  half  a century  ago.  In  Port- 
land, three  decades  ago,  our  leading  bone  surgeon 
was  Dr.  Geo.  F.  Wilson.  He  never  got  such  dire 
results  as  are  so  frequently  seen  in  these  ostenta- 
tious times,  although  he  hardly  ever  used  his  trusty 
scalpel  in  his  extensive  fracture  work,  notwith- 
standing he  was  skillfull  with  it  in  other  lines. 

In  recalling  past  experiences,  I am  impressed 
with  the  failure  of  fracture  surgery  to  keep  pace 
with  other  lines  of  the  art.  I believe,  though,  that 
advances  are  impending  which  will  lessen  hospital- 
ization and  disability.  The  field  of  fracture  work  is 
an  inviting  one  for  research  work.  Indeed,  if  I had 
the  osseous  acumen  of  an  .■Xkin  or  the  masterful 
mentality  of  a Dillehunt,  with  the  cooperating  ju- 
risdiction of  an  influential  deanery,  I would  direct 
able  young  men  in  these  days  of  fracture-producing 
industrialism  and  dangerous  machines  into  research 
for  the  determination  of  how  to  stimulate  and  in- 
sure calcification,  how  to  overcome  muscle  resis- 
tance, and  secure  coaptation  without  powerful 
skeletal  traction,  how  to  secure  union  without  pro- 
longed immobilization,  as  we  see  nature  doing  in  rib 
fractures,  and  how  to  avoid  constrictive  bandaging 
and  joint  restrictive  splints,  thus  avoiding  disabling 
ankyloses  and  so  many  atrophies.  In  a word,  I 


would  try  to  hav'e  Oregon  lead  the  world  in  avoid- 
ance of  the  appalling  display  of  disability  which 
now  so  frequently  confronts  and  discredits  us. 

To  return  briefly  and  terminatively  to  my  quar- 
tette of  queries  about  open  treatment  of  fractures, 
I would  answer:  When?  Rarely,  indeed,  never 
without  mature  consideration  and  able  counsel,  ab- 
soultely  endorsing  and  confirming  opinion  of  its 
unavoidability.  Where?  Only  in  a standardized, 
completely  fracture-serviced  hospital.  By  whom? 
Only  by  the  most  masterful  bone  surgeon,  sought 
without  consideration  of  distance  or  inconvenience. 
Why?  Because  it  is  always  hazardous,  generally  un- 
necessary, frequently  financially  inspired  surgery 
which  should  be  conscientiously  avoided. 

800  Journal  Building. 
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IMPROVEMENT  ON  THE  DELBET  METHOD* 

John  H.  Besson,  IM.D. 

PORTLAND,  ORE. 

The  roentgenograms  of  E.  A.  taken  on  -April  12  show  a 
transverse  fracture  of  both  bones  of  the  leg  about  two  and 
one-half  inches  above  the  malleoli,  together  with  a fracture 
of  the  internal  malleolus.  A reduction  was  attempted  un- 
der general  anesthesia  and  a lightly  padded  cast  applied 
with  the  results  as  shown  in  figure  1.  Five  days  later,  .April 
17,  on  removing  the  cast,  blebs  were  found  and  pressure 
ulcers  on  the  instep  and  heel  with  considerable  swelling  of 
the  leg.  Under  spinal  anesthesia  proper  reduction  was  made 
as  shown  in  figure  2. 

Seven  days  later,  twelve  days  after  the  fracture,  the 
modified  Delbet  apparatus  was  applied.  During  the  above 
period  there  were  arguments  among  the  attendants  about 
the  displaced  fragment  of  the  internal  malleolus,  some  of 
the  men  feeling  this  was  of  so  much  importance  that  it 
should  be  even  nailed  to  the  tibia.  A prominent  roentgen- 
ologist contended  that  there  was  no  difference  between  fig- 
ures 1 and  2,  and  it  was  necessary  to  diagram  the  roent- 
genograms to  show  the  relation  of  the  articular  plane  to 
the  shaft  of  the  tibia  and  fibula  which  is  the  all  important 
consideration  in  fractures  like  this. 

Certainly  several  days  were  lost  in  the  early 
treatment  of  this  case  by  reason  of  the  reposition- 
ing and  manipulation  of  the  fragments.  It  is  well 
to  bear  in  mind  that  the  seven  to  ten  days  follow- 
ing an  accident  are  the  most  important  in  early 
bone  regeneration  and,  inasmuch  as  fractures  of  the 
lower  third  of  the  leg  are  particularly  prone  to  de- 
layed and  nonunion,  you  will  probably  be  interest- 
ed in  seeing  these  figures  3 and  4,  selected  from 
motion  pictures  of  this  man  taken,  not  after  his 
return  to  work,  but  just  one  month  after  his  in- 
jury. At  this  time  the  patient  was  also  riding  about 

• Read  before  the  Fifty-.«ieventh  Annual  Meeting  of 
Oregon  State  Jledical  Society,  Eugene,  Ore.,  October 
22-24,  1931. 
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Fig.  1.  Fig.  2.  Fig.  3.  Fig.  4. 

Fig.  1.  Case  E.  A.  Attempted  reduction.  Weight  bearing  would  fall  on 
inner  border  of  foot. 

Fig.  2.  Case  E.  A.  Proper  reduction  and  relationship  of  articulation 
to  shaft. 

Fig.  3.  Natural  step  off  of  injured  leg.  Modified  Delbet. 

Fig.  4.  Full  weight  on  injured  leg,  Irousers  covering  splint. 


rock,  slide  on  Dec.  28,  1927.  His 
case  came  under  the  State  In- 
dustrial Accident  Commission. 
He  walked  without  cane  or 
crutches  ten  days  following  the 
accident  and  returned  to  work  as 
a laborer  exactly  six  weeks  fol- 
lowing the  injury. 

These  are  not  unusual  cases 
and  it  is  our  experience,  through 
ten  years  of  use  of  the  Delbet 
principle,  that  these  average  frac- 
tures about  the  ankle  may  go  to 
work  as  service  station  or  garage 
attendants  or  as  office  workers  in 
two  to  four  weeks  with  the  splint 
still  applied  and  wearing  their 
usual  business  clothes,  except  for 
splitting  up  the  back  of  an  ordi- 
nary shoe  to  cover  the  splint. 

The  orginal  Delbet  method  re- 
quires a flat  board  with  a pulley 


a b 

Fig.  .'>.  a.  Inversion  fracture  with  anterior  di.splace- 
ment;  b,  before  reduction.  Patient  returned  to  work  in 
six  weeks. 


on  a motorcycle.  On  July  10  the  splint  was  re- 
moved and  roentgenograms  showed  complete  heal- 
ing and  dense  callous  formation  at  that  time.  Had 
it  not  been  for  the  unhealed  pressure  ulcers,  this 
man  could  then  have  gone  back  to  work  as  he  had 
every  normal  function  of  the  leg  and  foot. 

Here  are  pictures  of  an  inversion  fracture  of  the 
ankle  with  a dislocation  as  shown  after  a trip  of 
fifty  miles  (fig.  5).  The  patient  is  an  Italian  named 
John  German,  41  years  of  age  when  injured  in  a 
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Fig.  6.  Original  Delbet  splint  basted  gauze  forms. 


for  sustained  gradual  traction  on  the  leg  to  ob- 
tain relaxation  of  the  muscles  and  reduction  of 
the  fracture.  A many-tailed  bandage,  extending 
from  the  heel  to  the  knee,  is  slipped  under  the 
leg.  The  loose  ends  are  wrapped  over  narrow 
boards  and  are  out  of  the  way  while  four  plaster 
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splint  forms  are  applied.  The  Delbet  splint  forms 
were  of  basted  gauze  as  shown  in  figure  6.  Delbet 
soaked  these  forms  in  plaster  cream  and  gave  very 
e.xplicit  instruction  for  the  thickness  of  the  cream.^ 
•\s  pointed  out  by  Crossan^  of  the  Ashurst  Clinic, 
occasionally  soft  splints  were  obtained  by  reason 
of  improper  cream  mixture  and  that  clinic  is  now 
impregnating  the  original  gauze  splint  forms  with 
plaster  before  immersing. 

Several  years  ago  I tired  of  drawing  plans  for 
various  nurses  to  show  the  dimensions  and  outline 
of  the  crinolin  splints  and  ankle  form  of  Delbet. 
This  reduced  the  problem  to  one  of  the  use  of  ordi- 
nary plaster  bandages.  If  one  properly  understands 
the  principle  of  this  splint,  it  is  evident  that  the 
bearing  points  are  established  above  at  the  condyle 
and  tuberosity  of  the  tibia  together  with  the  head 
of  the  fibula  and  also  on  the  malleoli  below.  The 
upper  end  of  the  apparatus  gives  just  such  weight 
bearing  area  as  the  socket  of  an  artificial  leg  in 
amputations  below  the  knee,  from  which  socket  the 
w’eight  is  transferred  to  the  malleoli.  The  lower 
ends  of  the  side  splints  must  not  reach  to  the  sole. 
In  weight  bearing  they  must  be  clear  of  the  floor. 
With  proper  use  of  these  bearing  points  and  close 
fitting  contact  made  of  the  entire  apparatus,  there 
is  no  possibility  of  the  fragments  being  displaced. 
.■\t  the  same  time  the  splint  takes  the  place  of  the 
bones  of  the  leg  in  the  actual  support  of  the  weight. 

With  this  in  mind  I have  appreciated  the  weak- 
ness of  the  lateral  splint  above  the  turn  back  of  the 
26-inch  splint  as  indicated  by  Delbet.  This  is  well 
depicted  in  figure  7,  from  Crossan’s  article,  which 
shows  the  finished  splint  as  used  at  the  .-Ashurst 
Clinic.  The  wings  of  the  heel  piece  only  add  to  the 
cumbersomeness  of  the  splint  at  the  ankle  and,  if 
the  splint  is  properly  applied,  there  is  no  more  need 
for  thickness  here  than  for  the  entire  length.  Ac- 
cordingly I have  lengthened  the  side  splints  to  30 
to  36  inches,  depending  on  the  length  of  the  indi- 
vidual, and  use  18  or  20  thicknesses  of  the  three- 
inch  plaster  bandage  for  each  of  the  four  splints 
(fig.  8).  Only  rarely  is  it  necessary  to  use  the  sus- 
tained traction  since  using  local  anesthesia  injected 
into  the  hematoma  of  the  fracture  for  reduction  in 
accordance  with  Bbhler’s  teaching.® 


MODIFICATION  OF  DELBET  APPLICATION 

The  reduction  completed  and  the  leg  on  the  hard 
board  surface,  any  posterior  bowing  is  thus  avoided 


1 Oxford  Surgery:  Fractures  of  the  Ankle,  Vol.  I 
part  III.  p.  967.  , ^ . 

2.  Crossan.  K.  T.:  The  Delbet  Apparatus  and  the  Knd 

Ilesults,  .Vrch.  Surg..  19:712-724.  Oct.  192^  . . , , 

3.  BOhler.  L.:  Treatment  of  Fractures.  Translated  by 
Steinberg.  Vienna.  1929. 
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Cross  Splints 


20  Thickness  Each 


3 inch  Plaster  bandage 

Fig.  7 Fig.  8 

Fig.  7.  Posterior  view  of  original  Delbet  splint  (from 
Crossan).  M'eak  point  at  X. 

Fig.  8.  Ordinary  plaster  bandage  splints  for  modified 
Delbet.  Use  sixteen  or  eighteen  tliicknesses  for  smalier 
)iatients. 

during  the  application  of  the  apparatus.  A many- 
tailed bandage  is  slipped  under  the  leg  to  ex- 
tend from  the  heel  to  the  lower  border  of  the  pa- 
tella, the  free  ends  of  the  bandage  being  wrapped 
on  narrow  boards  to  avoid  tangling  while  the  plas- 
ter forms  are  applied.  While  an  assistant  maintains 
the  reduction,  the  four  splints  are  immersed  and 
the  excess  moisture  expressed.  By  scarcely  moving 
the  limb  one  of  the  short  splints  is  passed  under 
the  ankle,  the  low'er  edge  of  the  splint  contacting 
the  upper  border  of  calcaneum.  The  other  short 
cross  splint  is  likewise  slipped  under  the  knee  and 
carefully  worked  down  to  a position  where  the  up- 
per border  is  at  the  level  of  head  of  fibula.  One 
long  side  splint  is  now  applied  from  this  latter  level 
down  to  exactly  one-half  inch  from  the  sole  and 
doubled  back  on  itself,  where  it  is  held  by  a second 
assistant  while  the  second  side  splint  is  applied  in 
a like  manner.  The  cross  splints  are  now  brought 
around  about  the  leg,  encompassing  the  side  splints. 
Care  must  be  exercised  at  the  ankle  to  fold  diag- 
onally high  enough  to  allow  for  the  tensing  of  the 
subcutaneous  tendon  of  tibialus  anticus  in  dorsal 
flexion. 

The  many-tailed  bandage  is  now  spread  wide, 
and  beginning  above,  the  tails  are  tightly  wrapped 
about  the  leg,  binding  the  plaster  forms  as  firmly 
as  possible  (fig.  9).  The  foot  must  be  held  exactly 
at  right  angles  to  the  leg  and  the  entire  application 
is  made  skin  tight  without  fear  of  displacement 
during  this  stage  by  this  clever  device  of  the  many- 
tailed binder. 
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In  one  hour  the  binder  may 
be  stripped  from  the  leg  which 
should  be  elevated  and  the  ap- 
apparatus  allowed  to  dry  for 
twenty-four  hours.  Naturally,  if 
there  has  been  a great  trauma- 
tism with  resulting  bleb  forma- 
tion, elevation  must  be  contin- 
ued for  a few  days  and  gentle 
exercising  in  this  position  greatly 
hastens  absorption.  In  many 
cases  the  patient  is  able  to  per- 
form the  natural  walking  move- 
ments after  twenty-four  hours 
for  several  minutes  at  frequent 
intervals  with  the  aid  of  crutches. 

Putting  more  weight  on  the  injured  leg  from  day  to 
day,  he  will  probably  discard  the  crutches  in  ten 
to  fourteen  days. 

Nearly  four  years  ago  I wrote  the  Oregon  State 
Industrial  Accident  Commission  for  statistics  of 
disability  periods  for  leg  and  ankle  fractures  and 
found  that  they  had  no  information  available.  In- 
quiring again  this  past  spring,  there  is  no  classifi- 
cation of  fractures.  If  you  wish  to  check  on  the 
progress  of  your  patient,  the  State  cannot  tell  you 
the  average  disability  period.  The  State  of  Wash- 
ington’s last  report  available  covers  1924  to  1927. 

Department  of  Labor  and  Industries, 


State 

OF  Washington 

1926 

Fractures 
Pott’s  

Cases 
49 

Average 
disability 
1S2  days 

Tibia  and 

fibula.. 

16S 

244  days 

12  infected 

1927 

Pott’s  

3S 

181  days 

Tibia  and 

fibula.. 

136 

24S  days 

2 infected 

I take  it  that  these  series  were  largely  average 
cases,  inasmuch  as  there  were  only  two  infected  in 
1927  among  the  136  tibia  and  fibula  cases  and  the 
disability  period  was  but  one  day  longer  than  for 
the  series  of  165  in  1926  which  shows  twelve  infec- 
tions. Apparently  the  infected  cases  have  not  add- 
ed a great  deal  to  the  disability  period,  in  that  dur- 
ing the  two  years  were  reported  separately  four 
cases  of  tibia  and  fibula  fractures  vdth  infection 
which  averaged  1400  days  disability  each. 

Not  only  would  it  be  interesting  to  know  how 
much  time  loss  could  be  saved  to  the  state  by 
the  use  of  this  method  in  suitable  cases,  but 
please  stop  to  consider  the  economic  features  in 
the  elimination  of  the  weeks  and  months  of  ex- 
pensive physical  therapy.  Coulter,^  at  the  last  Clini- 

4.  Coulter,  J.  S.:  Physical  Therapy  in  Fractures  of 
Both  Bones  of  the  Leg-.  S.  G.  and  O.,  52:564-567.  Feb. 
(No.  2A).  1931. 


cal  Congress  of  the  American  College  of  Surgeons 
in  his  paper  on  “Physical  Therapy  Following  Frac- 
tures of  the  Leg,”  said  that  “physical  agents  should 
be  used  for  long  periods  daily.  Only  expert  physi- 
cal therapists  could  best  give  this  treatment.  The 
cast  should  be  split  to  remove  the  upper  half,  and 
radiant  heat  and  massage  applied  several  times 
daily.”  He  further  stated  that  “a  case  of  fracture 
rarely  leaves  Cotton’s  hands  without  having  more 
or  less  massage  and  year  by  year  he  calls  for  it 
more  and  more.” 

Does  it  not  seem  that  daily  physical  therapy  for 
an  elderly  man  with  an  edematous  stiff  leg,  follow- 
ing several  weeks  incarceration  in  a padded  cast, 
is  a poor  psychologic  influence  which  probably  adds 
to  his  convalescence?  As  a matter  of  fact,  one 
doesn’t  have  to  be  so  very  elderly  to  experience 
some  weeks  of  an  edematous  leg,  following  several 
weeks  of  immobilization  and  crutches. 

Binney  used  to  say  that  the  best  treatment  for 
postoperative  herniae  was  not  to  have  them  and  I 
feel  that  the  best  physical  therapy  is  a fracture 
treatment  which  makes  it  unnecessary.  Certainly 
the  best  massage  is  the  internal  massage  of  func- 
tion and  these  patients  treated  by  the  Delbet  meth- 
od are  ready  for  work  when  the  splint  is  off  or  be- 
fore. In  suitable  cases  the  patient  will  be  returned 
to  work  from  two  to  four  weeks  ahead  of  the  Bbh- 
ler  walking  cast. 

There  is  no  natural  walking  movement  in  the  use 
of  the  Bbhler  cast,  it  being  necessary  to  pivot  on 
the  stirrup  iron  at  each  step.  The  advantage  of 
weight  bearing  to  callous  formation  is  attained,  but 
when  the  cast  is  removed  a certain  period  of  re- 
habilitation and  local  circulatory  support  is  usually 
necessary. 
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I have  personally  tried  to  argue  to  Bdhler  the 
advantages  of  the  Delbet  method  and  his  response 
is  that  arthritis  deformans  changes  will  ensue  later, 
if  the  involved  joint  is  used  early.  I am  sure  this  is 
not  to  be  feared  at  the  ankle  joint  with  the 
proper  use  of  the  Delbet  principle.  When  properly 
applied  it  is  impossible  for  displacement  to  occur 
and  this  is  attested  by  the  patient’s  entire  freedom 
from  pain  and  his  ability  to  walk  normally.  The 
latter  will  sometimes  be  aided  by  a lift  of  one- 
eighth  to  one-fourth  inch  on  the  inner  side  of  the 
shoe  heel.  This  should  not  be  extended  along  the 
sole. 

WHEN  TO  USE 

As  one  approaches  the  midleg  and  higher,  one 
should  be  more  reserved  in  turning  to  the  Delbet 
method.  These  higher  fractures  and  those  requir- 
ing continued  traction  had  better  have,  at  the  prop- 
er time,  the  nonpadded  cast  to  midthigh  and  the 
walking  stirrup  of  Bdhler.  To  maintain  reduction 
the  principle  that  the  cast  must  include  the  joints 
both  ways  from  the  fracture  is  good  teaching.  Cer- 
tainly it  would  be  hazardous  to  risk  a walking  ap- 
paratus that  did  not  include  the  knee  joint  for  a 
fracture  of  both  bones  in  the  upper  third.  The  Del- 
bet method  may  be  of  great  service  even  applied 
as  late  as  some  several  weeks  following  the  injury, 
to  complete  treatment  of  compound  and  other 
cases  that  were  handled  otherwise.  I have  used  and 
am  advocating  the  Delbet  apparatus  as  a very  su- 
perior measure  in  delayed  union. 

Krida®  reports  a case  of  nonunion  in  the  lower 
third  of  the  tibia  and  fibula  which  had  been  un- 
successfully operated  upon  three  times  during  a 
period  of  three  years  and  was  finally  brought  to  a 
happy  conclusion  by  the  Mommsen’s  method  of 
submaximal  stimulation.  ^lommsen  in  an  inven- 
tive moment  evolved  a stirrup  hanger,  from  which 
swings  a hammer  operated  by  a cord  in  the  hands 
of  the  patient  with  which  he  taps  his  heel  five  min- 
utes every  waking  hour  for  one  or  two  months. 
Even  though  Mommsen  claimed  that  the  relatively 
maximal  stimulation  of  weight  bearing  with  the 
protection  of  a brace  may  convert  a delayed  union 
into  a pseudoarthrosis,  you  may  be  sure  that  most 
delayed  unions  will  be  properly  consolidated  if  this 
tapping  is  done  in  a perfectly  fitting  walking  appa- 
ratus. 

Of  course,  unpadded  plasters  can  cause  trouble 
and  their  applications  and  aftercare  cannot  be 
delegated  to  just  any  and  all  assistance.  Very  great 

5.  Krida.  A.:  Tibial  Pseudoarthrosis.  Am.  Jour.  Surgr. 
10:366-368,  Nov.  1930. 


Fig.  10.  From  exhibit  on  fractures  at  A.  M.  A.  meet- 
ing:. Portland.  1929.  Placards  No.  1,  No.  2 and  No.  4 
indicate  methods  calcuiated  to  prolong  disability  period. 


respect  must  be  held  for  nerves  and  other  anatomic 
points.  However,  just  as  much  damage  can  be  done 
by  compressing  great  wads  of  cotton  on  an  instep 
or  heel. 

There  is  nothing  new  about  the  unpadded  cast. 
Calot'*  before  1915  preached  casts  molded  to  fit  the 
limb  v/ithout  padding  and  drew  the  comparison  be- 
tween the  “veritable  floating  trousers,”  as  he  termed 
the  average  padded  cast,  and  a proper  cast,  while 
Delbet ’s  reports  are  of  about  twenty  years  dura- 
tion.^ The  padded  cast  groove  is  worn  into  our 
minds  by  teaching  as  old  as  plaster  casts  them- 
selves. 

Figure  10  is  of  booth  5 of  the  exhibit  on  frac- 
tures of  the  section  on  Orthopedic  Surgery  at  the 
A.  M.  A.  meeting  in  Portland  in  1929.  There  may 
be  no  call  for  argument  against  the  sign  calling  for 
general  anesthesia.  Let  us  say  this  is  a matter  of 
taste.  Certainly  whether  general  or  local,  complete 
anesthesia  is  entirely  in  order.  But  to  “hold  the 
reduction  in  padded  splints”  and  to  “pad  the  limb 
well  before  applying  plaster”  and  to  “employ  early 
active  movement  and  late  weight  bearing  after 
ankle  fractures,”  I am  here  to  take  exception. 

It  may  be  problematical  whether  there  are  any 
systemic  causes  for  delayed  union  and  nonunion. 
BerkheiseC  and  others  have  contended  that  calcium 
fixation  may  be  stimulated  by  the  administration 

6.  C’alot,  F.:  Indispensable  Orthopedics.  Mosby,  1921. 

7.  Delbet.  P. : Appareil  pour  fractures  de  Jambe. 

,lour.  des  Pract.,  Dec..  1913. 

8.  Herkheiser.  E.  J.:  Calcium  Fixation.  Am.  Jour. 
Surg.,  10:291-298,  Nov.,  1930. 
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of  calcium  and  phosphorus  mixture,  various  vita- 
min therapy,  etc.  On  the  other  hand  Lewis,’’  after 
a careful  study  of  a series  of  cases  at  Bellevue, 
concluded  that  irradiated  ergosterol  does  not  has- 
ten union  or  callous  formation  in  adults  and  is  of 
no  benefit  in  delayed  union. 

Certainly  it  is  a fact  that  there  are  special  places 
in  the  body  where  one  may  look  for  delayed  union. 
Bone  and  soft  part  circulation  are  of  prime  impor- 
tance in  the  process  of  calcification,  and  in  fracture 
healing  should  be  the  prime  objects  of  attention  in 
the  bone  healing  process.  The  source  of  calcium  is 
dead  and  autolyzed  bone  at  the  site  of  the  fracture 
and  not  in  the  blood  stream.’”'’’  Empirically  it  has 
been  discovered  that  the  specific  bone-forming  cells 
can  be  stimulated  to  awaken  from  their  unexplain- 
able apathy  by  various  forms  of  insult,  such  as  tap- 
ping over  the  fracture  with  a mallet  or  Mommsen’s 
improvement. 

In  mathematics  as  elsewhere  there  are  seldom 
two  solutions  to  a problem.  With  all  the  effort  to 
increase  the  calcium  at  the  fracture  site  and  with 
the  increased  density  shown  in  the  radiogram  of 
the  properly  consolidated  callus,  why  can  it  be 
correct  to  bring  about  this  bone  atrophy,  this  hali- 
steresis,  as  shown  in  the  late  pictures  of  all  conven- 
tionally treated  fractures. 

SUMMARY 

Average  industrial  disability  periods  of  five  and 
six  months  for  Pott’s  fractures  and  of  eight  months 
for  fractures  of  tibia  and  fibula  are  entirely  too 
long. 

The  conventional  padded  cast  treatment  is  psy- 
chologically and  physiologically  wrong,  and  should 
be  supplanted  by  the  proper  ambulatory  method. 
The  majority  can  be  treated  by  the  Delbet  princi- 
ple. Every  natural  fracture  healing  essential  is  pro- 
vided and  costly  physical  therapy  eliminated.  When 
the  Delbet  is  not  indicated,  use  Bohler’s  nonpadded 
cast  and  walking  stirrup. 

Improvement  on  Delbet  reduction  is  suggested 
by  using  local  anesthesia  according  to  Bohler.  Im- 
provement in  apparatus  is  presented  by  substitut- 
ing ordinary  plaster  bandages  instead  of  Delbet 
crinolin  forms.  Full  length  double  side  splints  in- 
sure perfect  apparatus. 

9.  Lewis,  K.  M.:  Noneffect  of  Irradiated  Ergosterol 
in  the  Treatment  of  Fractures.  Ann.  Surg.,  92:415-420, 
Sept.,  J 930. 

10.  Murray,  C.  R.:  Repair  of  Fractures.  Minn.  Med., 
13:137-153,  March,  1930. 

11.  Murray,  C.  R.:  Delayed  and  Nonunion  in  Fractures 
in  Adult.  93:961-967,  May,  1931. 
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SPINAL  ANESTHESIA 

RECORDS  AND  CONCLUSIONS* * 

Louis  H.  Maxson,  M.D. 

SEATTLE,  WASH. 

Keeping  records  is  a nuisance.  I have  always 
hated  it,  although  I recognize  their  necessity  and 
value.  But  there  is  nothing  like  a file  of  carefully 
kept  records  to  back  up  one’s  slowly  formulated 
conclusions  from  a series  of  cases.  Records,  how- 
ever, should  not  become  a fetish.  A fragmentary 
record  is  infinitely  better  than  a faked  one, 
that  is,  one  where  the  gaps  are  filled  in  afterwards 
with  figures  or  symbols  that  harmonize  with  what 
is  already  there.  For,  in  anesthesia  at  least,  it  is 
often  impossible  to  obtain  the  data  for  a record  at 
the  time  when  they  would  be  of  most  value.  When 
all  is  going  smoothly  it  is  easy,  but  during  induc- 
tion— the  most  critical  period — or  in  some  crisis, 
when  details  would  be  most  valuable,  it  is  impos- 
sible to  make  records,  because  mind  and  hands  are 
both  fully  occupied.  Many  of  our  records  are  frag- 
mentary, but  pierced  together  they  give  us  a pleas- 
ing array  of  facts. 

At  Harborview  hospital  spinal  anesthesia,  or  sub- 
arachnoid block  to  give  it  its  proper  terminology, 
has  been  freely  used  since  the  opening  of  the  hos- 
pital in  March.  At  first  it  was  given  by  the  operat- 
ing surgeon  or  by  the  assisting  interne  under  his 
supervision.  There  was  such  a wide  variation  of 
technic,  however,  that  the  anesthesia  department 
was  asked  to  formulate  a simple  technic  which  an 
interne  could  easily  master,  and  to  take  over  this 
form  of  anesthesia  as  a normal  part  of  its  duties. 
The  following  technic,  therefore,  was  worked  out, 
and  it  has  proven  simple,  effective  and  safe. 

HARBORVIEW  HOSPITAL  SPINAL  ANESTHESIA  TECHNIC. 

GENERAL  RULES  FOR  SAFETY 

1.  Spinal  anesthesia  is  not  to  be  used  for  operations 
above  the  diaphragm,  nor  for  those  expected  to  take  more 
than  two  hours.  (Nitrous  oxide  and  oxygen  may  be  used 
if  the  operation  is  unduly  prolonged). 

2.  Novocaine  crystals,  dissolved  in  spinal  fluid,  to  be  the 
anesthetic  agent.  Maximum  dose,  200  mg. 

ZONES 

For  the  sake  of  simplicity  we  shall  use  but  two  zones. 

1.  To  the  umbilicus  for  genitourinary  cases,  gynecologic 
cases,  appendectomy,  herniotomy,  etc. 

2.  To  the  diaphragm  or  costal  margin  for  gallbladder 
and  stomach  surgery,  general  exploration,  intestinal  ob- 
struction, etc. 


• From  the  Department  of  Anesthesia,  Harborview 
Hospital. 

* Read  before  the  King  County  Medical  Society,  Se- 
attle, Wash.,  Nov.  16,  1931. 
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DOSAGE 

For  the  same  reason  we  use,  as  a rule,  but  two  dosages. 

1.  100  mg.  for  operations  of  forty-five  minutes  or  less. 

2.  200  mg.  for  operations  up  to  one  and  one-half  or  two 
hours. 

We  have  varied  the  dosage  occasionally  but  for  major 
work  generally  give  the  full  dose  of  200  mg.  We  have  ob- 
served no  harmful  effects  whatsoever  from  this  dose. 

POSITION 

Sitting  sidewise  on  operating  table,  back  bowed,  patient 
supported.  We  use  the  lateral  position  whenever  sitting  is 
inconvenient  or  contraindicated,  but  find  the  puncture 
more  easily  made  in  the  sitting  posture.  Moreover,  it  is 
the  logical  position  when  using  a heavier-than-spinal-fluid 
solution. 

PREPARATION 

Tincture  of  iodine. 

POINT  OF  INJECTION 

Fourth  lumbar  interspace  or  first  feasible  interspace 
above  it.  We  avoid  high  injections  for  many  reasons,  but 
chiefly  because  their  results  cannot  be  accurately  predicted 
and  the  resultant  anesthesia  is  liable  to  be  too  high. 

VASOMOTOR  STIMULATION 

Ephedrine,  gr.  hypodermically,  is  given  when  the 
lumbar  puncture  is  started,  that  is,  about  five  minutes  be- 
fore the  spinal  novocaine  is  injected. 

ARMAMENTARIUM 

1.  Syringes.  A 2 cc.  and  a 10  cc.  syringe. 

2.  Needles,  five.  A very  fine,  half-inch  needle  for  the 
first  skin  wheal.  A one  and  one-half  inch  needle  for  deep- 
er injection  of  novocaine  solution.  Two  spinal  needles, 
short  bevel.  Wassermann  needle  for  mixing. 

3.  A pointed  Bard-Parker  blade  to  nick  the  skin. 

4.  A 200  mg.  ampoule  of  novocaine  crystals. 

5.  A file  to  open  same. 

6.  Tr.  iodine  q.  s. 

7.  One  oz.  per  cent  novocaine  solution. 

LUMBAR  PUNCTURE 

1.  Paint  area  of  back  with  tr.  iodine. 

2.  Locate  fourth  lumbar  interspace. 

3.  Fill  2 cc.  syringe  with  per  cent  novocaine  solution. 
W'ith  fine  needle  make  skin  wheal;  withdraw  and  inject  to 
depth  of  one-half  inch  1 cc. 

4.  With  one  and  one-fourth  inch  needle  infiltrate  inter- 
spinous  ligament  and  tissues  around  foramen.  This  makes 
the  actual  puncture  practically  painless,  and  should  not  be 
omitted. 

5.  Nick  skin  with  knife  point.  This  facilitates  insertion 
of  spinal  needle. 

6.  Insert  spinal  needle  at  right  angles  to  the  skin,  bevel 
parallel  with  axis  of  the  spine,  until  dura  is  penetrated  and 
spinal  fluid  flows.  Easier  said  than  done,  but  facility  is 
soon  acquired.  Replace  stylet. 

, „ , , INJECTION 

1.  Break  ampoule. 

2.  Withdraw  stylet  and  allow  4 cc.  of  spinal  fluid  to  drop 
info  ampoule.  Replace  stylet. 

3.  .attach  Wassermann  needle  to  10  cc.  syringe,  and  di.s- 
solve  novocaine  crystals  by  barbotage.  Detach  Wasser- 
mann needle. 

4.  Withdraw  stylet;  attach  syringe  and  inject  slowly  the 
novocaine-spinal- fluid  solution  at  the  uniform  rate  of  five 
seconds  per  cc.  Withdraw’  spinal  needle. 

FOR  ZONE  1 

1.  Place  patient  on  back  or  in  required  surgical  position, 
not  in  Trendelenburg  position.  Support  patient’s  head  and 


shoulders  with  a pillow.  If  Trendelenburg  is  required  for 
the  operation,  W'ait  at  least  ten  minutes. 

2.  Test  level  of  anesthesia  with  hemostat.  If  satisfactory, 
operate.  If  too  low',  low'er  head  slightly  and  wait  until 
satisfactory  level  is  reached.  Then  level  table. 

FOR  ZONE  2 

1.  Place  patient  on  back  as  before,  but  low’er  head  of 
table  slightly. 

2.  Test  level  of  anesthesia  from  time  to  time.  When 
high  enough,  level  table  and  operate. 

N.  B.  Trendelenburg  position  tends  to  carry  the  anes- 
thetic too  high.  Therefore  do  not  use  it  as  a routine. 

GENERAL  SUGGESTIONS 

Handle  needles  by  the  hub,  not  by  the  point  or  shaft. 
•\void  loss  of  spinal  fluid.  Handle  patients  gently.  Keep 
track  of  blood  pressure  at  appropriate  intervals  throughout 
anesthesia. 

This  technic  is  given  in  detail,  just  as  we  teach 
it  to  the  internes  who  come  to  the  anesthetic  serv- 
ice. We  have  had  no  occasion  to  modify  it  except 
in  very  minor  details.  It  is  easy  to  follow.  It  will 
be  noted  that  the  directions  above  are  very  defi- 
nite: a definite  place  for  the  puncture,  a definite 
amount  of  spinal  fluid,  a definite  dose  of  the  drug, 
a definite  rate  of  injection.  Much  can  be  said  in 
favor  of  other  methods,  but  we  believe  that  for  a 
teaching  service  we  should  eliminate  all  possible 
variable  factors.  Familiarity  with  this  routine  will 
quickly  indicate  feasible  modifications  for  special 
cases.  We  frequently  limit  the  anesthesia  to  the 
perineum,  for  example.  But  for  most  cases  the 
routine  may  well  be  followed. 

Now  for  the  records,  to  which  rather  slighting 
reference  was  made  at  the  beginning  of  this  paper. 
It  was  soon  found  that  the  ordinary  chart  for  in- 
halation anesthesia  was  not  suitable  for  recording 
spinal  anesthesia.  A special  chart  was  therefore  de- 
signed which  has  given  satisfaction.  At  the  time  of 
presenting  this  paper  we  have  two  hundred  and 
sixty-four  such  charts,  and  the  facts  we  wish  to 
present  are  those  they  show. 

1.  THE  TRENDELENBURG  POSITION  IS  CONTRA- 
INDICATED IN  THE  AVERAGE  CASE 

That  this  is  flying  in  the  face  of  authority  we  well 
know,  but  our  records  prove  it.  The  general  com- 
fort and  condition  of  our  patients,  as  manifested 
by  the  moderate  fall  in  blood  pressure,  the  low  in- 
cidence of  nausea  and  vomiting,  the  dry,  warm, 
pink  skin,  and  the  freedom  from  dyspnea  are  the 
results  of  not  allowing  the  anesthesia  to  go  too 
high.  As  we  see  it,  that  is  the  problem  in  spinal 
anesthesia,  not  to  obtain  anesthesia  in  the  desired 
area  but  to  keep  it  from  going  too  high. 

There  are  undoubtedly  two  factors  in  producing 
the  much-dreaded  fall  of  blood  pressure.  These  are 


February,  1932 


SUBARACHNOID  BLOCK — LARSON 


81 


the  relaxation  of  the  splanchnic  vessels  and  the 
paralysis  of  the  intercostal  muscles.  Of  those  the 
latter,  contrary  to  generally  accepted  teaching,  is 
the  more  important,  and  if  it  is  avoided  marked 
fall  of  blood  pressure  and  accompanying  dyspnea 
do  not  occur.  Failure  of  respiration  is  apparently 
the  greatest  danger,  not  through  paralysis  of  the 
respiratory  center  but  through  progressive  upward 
paralysis  of  the  muscles  of  respiration.  I would  not 
be  bold  enough  to  say  that  the  lowered  head  should 
never  be  used,  but  I do  believe  it  is  responsible  for 
many  of  the  alarming  symptoms  of  spinal  anes- 
thesia. 

The  lowered  head,  then,  is  useful  ( 1 ) to  raise 
the  level  of  anesthesia,  (2)  to  counteract  cerebral 
anemia,  where  upward  extension  of  anesthesia  has 
already  occurred  and  cerebral  anemia  is  to  be 
feared. 

2.  THE  INJECTED  NOVOCAINE  DOES  NOT  BECOME 

ENTIRELY  “fIXEd”  IN  FIVE  OR  TEN  MINUTES 

We  are  taught  that  nerve  tissue  soaks  up  novo- 
caine  as  blotting  paper  soaks  up  water,  and  that 
consequently  change  of  anesthetic  level  does  not 
occur  after  the  first  few  minutes.  Our  records  show 
a gradual  rise  of  anesthesia,  continuing  on  the  av- 
erage for  twenty  to  thirty  minutes,  and  in  excep- 
tional cases  occurring  with  change  of  posture  after 
forty-five  minutes.  This  rise  is  due  to  the  gradual 
upward  extension  of  the  drug  in  the  spinal  canal. 
It  seems  to  do  no  harm,  though  the  blood  pressure 
shows  a moderate  decrease  as  the  anesthesia  as- 
cends. If  the  pulse  rate  falls  parallel  with  the 
blood  pressure,  true  shock  does  not  supervene. 

3.  A DOSE  OF  200  MILLIGRAMS  DISSOLVED  IN  FOUR 

CUBIC  CENTIMETERS  OF  SPINAL  FLUID 
IS  NOT  EXCESSIVE 

Two  hundred  and  thirty  out  of  264  cases  report- 
ed in  this  series  received  200  mg.  There  have  been 
no  alarming  symptoms.  In  fact,  there  is  nothing 
worthy  of  note  when  the  anesthesia  is  kept  low. 
The  200  mg.  dose  has  given  anesthesia  lasting 
sometimes  as  long  as  two  hours  and  twenty-eight 
minutes.  The  average  duration  is  over  an  hour  and 
a half,  long  enough  for  the  average  operation.  We 
have  not  used  the  300  mg.  dose,  but  it  is  reported 
as  safe  by  those  who  do  use  it. 

We  feel  justified  in  presenting  these  conclusions 
because,  being  anesthetists,  we  watch  the  patient 
throughout  the  anesthesia,  and  are  enabled  to  know 
the  results  of  our  injection.  In  this  we  have  a dis- 
tinct advantage  over  the  surgeon  who  administers 


a spinal  anesthesia  and  then  proceeds  to  operate. 
He  can  only  know  if  anesthesia  is  high  enough  at 
the  beginning  of  the  operation;  he  cannot  know 
how  much  higher  it  goes.  For  example,  we  had  one 
case  where  another  routine  was  followed  in  which 
total  anesthesia  occurred.  We  could  stick  pins  into 
the  scalp  without  sensation.  But  the  surgeon,  op- 
erating on  the  stomach,  could  not  stop  to  follow 
the  ascent  of  the  anesthesia.  We  feel,  therefore, 
that  the  best  results  will  be  obtained  when  the 
spinal  anesthesia  is  given  by  the  trained  anesthe- 
tist, and  its  results  watched  by  him,  bearing  in 
mind  our  statements  about  the  mobility  of  the 
novocaine-bearing  spinal  fluid,  and  the  consequent 
ill  effects  of  a routine  Trendelenburg  posture. 

SUMMARY 

1.  simple  routine  technic  for  spinal  anesthesia 
is  presented. 

2.  A suitable  chart  for  recording  phenomena  is 
shown. 

3.  Certain  conclusions  are  reached,  based  on  a 
series  of  these  records: 

a.  The  Trendelenburg  position  is  generally  con- 
traindicated. 

b.  Novocaine  in  the  spinal  canal  is  not  entirely 
“fixed”  in  a short  time. 

c.  A dose  of  200  mg.  is  not  excessive  and  gives 
a desirable  length  to  the  possible  operative  time. 


VARIABLES  IN  SUBARACHNOID  BLOCK 

AS  APPLIED  TO  THE  GRAVITY  CONTROL  TECHNIC  * 

Harold  V.  Larson,  M.D. 

SEATTLE,  WASH. 

In  this  paper  I shall  discuss  briefly  variable  fac- 
tors in  subarachnoid  block  and  present  for  your 
consideration  a technic  which  makes  use  of  two 
very  important  factors,  (1)  pure  novocaine  crystals 
and  ( 2 ) control  of  the  resultant  solution  by  gravity. 

Novocaine  crystals  are  now  quite  generally  recog- 
nized as  the  safest  and  most  satisfactory  drug  for 
subarachnoid  anesthesia.  The  chief  objection  has 
been,  however,  that  a satisfactory  controllable  level 
of  anesthesia  could  not  be  produced.  To  produce 
varying  heights  of  anesthesia  it  has  been  necessary 
to  use  a technic  which  increased  the  volume  of  the 
novocaine  solution  by  dilution  with  more  spinal 
fluid.  If,  due  to  variations  in  the  size  of  the  sub- 
arachnoid canal,  pressure  of  spinal  fluid,  rate  of 

* Read  before  a Meeting  of  King  Count5'  Medical 
Society,  Seattle,  Wash.,  November  16,  1931. 
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injection  or  some  other  variable  factor,  the  level 
of  anesthesia  should  not  be  high  enough  for  the 
surgical  procedure  proposed,  nothing  could  be  done 
about  it  as  the  level  of  anesthesia  was  fixed. 

On  the  other  hand,  the  gravity  control  technic 
which  we  are  presenting  makes  use  of  pure  novo- 
caine  crystals  in  such  concentration  that,  when  de- 
posited in  the  subarachnoid  canal,  it  will  readily 
gravitate  to  the  lowest  point.  This  technic  enables 
us  to  deposit  our  anesthetic  agent  low  down  in  the 
lumbar  region  and  by  simply  lowering  the  head  of 
the  table  allow  the  solution  to  gravitate  upward  to 
any  level  desired.  It  is  also  possible  with  this  tech- 
nic to  limit  the  level  of  anesthesia  to  the  lower  ab- 
oomen  or  perineum  for  a half  hour  or  more,  and  then 
by  lowering  the  head  of  the  table  allow  the  novo- 
caine  solution  to  gravitate  upward  to  the  dia- 
phragm for  an  abdominal  operation. 

Discussion  of  any  technic  of  subarachnoid  block 
would  be  incomplete  without  considering  the  vari- 
ables w’hich  control  the  level  of  anesthesia.  The 
following  variables  are  presented  with  special  con- 
sideration to  their  application  in  the  gravity  con- 
trol technic. 

POSITION  OF  THE  P.ATIENT  DURING  PUNCTURE 

The  specific  gravity  of  a solution  of  novocaine 
prepared  with  spinal  fluid  is  heavier  than  spinal 
fluid  alone,  so  that  a higher  level  of  anesthesia  is 
produced  with  the  patient  lying  on  his  side  than 
when  sitting  up.  The  dispersion  of  a solution  heavi- 
er than  spinal  fluid  in  the  subarachnoid  canal  is 
greater  in  the  caudal  direction,  when  the  patient  is 
sitting  up  than  when  lying  down. 

At  Harborview  Hospital  w-e  use  the  sitting  pos- 
ture whenever  possible  because  the  patient  can  be 
quickly  and  comfortably  gotten  into  position.  Our 
landmarks  stand  out  prominently  and  we  are  able 
to  produce  a satisfactory  curve  in  the  lumbar  spine 
which  exposes  the  interspaces  and  holds  the  nerve 
structures  of  the  cauda  equina  against  the  anterior 
part  of  the  canal. 

INTERSPACE 

When  other  variables  are  constant,  the  level  of 
anesthesia  varies  with  the  interspace  used.  Our 
technic  calls  for  a constant  puncture  level.  The 
third  or  fourth  interspace  leads  us  into  a relatively 
large  well  of  spinal  fluid  and,  inasmuch  as  the  cord 
normally  terminates  at  the  first  lumbar,  we  elimi- 
nate any  danger  of  cord  trauma.  Also,  with  the 
gravity  control  technic  we  like  to  deposit  our  solu- 
tion low  down  in  the  canal.  However,  variation  of 


anesthetic  level  by  change  in  the  interspace  is  a 
fairly  reliable  and  much  used  method. 

VOLUME  OF  FLUID 

The  level  of  anesthesia  varies  with  the  volume 
of  anesthetic  fluid  used,  providing,  of  course,  that 
the  other  major  variables  are  constant.  The  sub- 
arachnoid space  might  well  be  considered  like  a 
graduate,  the  more  spinal  fluid  reinjected  the  more 
the  dispersion  in  the  canal,  and  thus  the  higher  our 
anesthesia.  Using  the  gravity  control  technic  we 
vary  the  volume  to  produce  a 4 or  5 per  cent 
novocaine  solution.  Two  hundred  milligrams  of  no- 
vocaine crystals,  dissolved  in  4 cc.  of  spinal  fluid, 
makes  a 5 per  cent  solution.  One  hundred  and 
fifty  milligrams  in  3 cc.  makes  a 5 per  cent  solu- 
tion. The  specific  gravity  of  a 5 per  cent  solution 
as  compared  with  spinal  fluid  is  sufficiently  heavy 
that  it  readily  gravitates  to  the  lowest  point. 

If,  after  testing  the  patient  with  a pin,  a higher 
level  of  anesthesia  is  desired,  we  lower  the  head  of 
the  table  and  allow  the  anesthetic  solution  to  gravi- 
tate upward  to  the  desired  level.  Inasmuch  as  most 
of  the  sympathetic  nerve  fibers  are  in  the  anterior 
roots,  we  feel  that  by  allowing  novocaine  solution 
to  gravitate  upward  along  the  posterior  part  of  the 
canal  a minimum  concentration  of  anesthetic  fluid 
comes  in  contact  with  sympathetic  fibers  and  a 
maximum  concentration  of  novocaine  must  be  pres- 
ent in  contact  with  the  posterior  sensory  nerves. 

Theoretically  the  dilution  or  barbotage  method 
produces  a more  uniform  concentration,  bathing 
both  posterior  and  anterior  roots  up  to  a given 
level.  But  with  the  gravity  method  we  recommend 
there  is  a maximum  concentration  in  contact  with 
posterior  sensory  nerves  and  a minimum  dilution 
in  contact  with  anterior  sympathetic  and  motor 
fibers.  We  feel  with  this  method  that  w’e  can 
diminish  the  depth  and  length  of  anesthesia  of 
the  greater  number  of  sympathetic  nerves. 

RATE  OF  INJECTION 

If  a given  quantity  of  solution  is  injected  at  a 
faster  rate,  more  diffusion  takes  place  and  a higher 
level  of  anesthesia  is  produced.  Therefore,  we  have 
adopted  a constant  rate  of  five  seconds  per  cubic 
centimeter. 

B.ARBOTAGE 

Barbotage  is  a much  discussed  procedure.  We 
do  not  use  it.  We  believe  that,  once  we  have  our 
needle  in  the  subarachnoid  space,  jockeying  the 
fluid  back  and  forth  only  adds  to  the  danger  of 
dislocating  our  needle,  resulting  in  a deposit  of 
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anesthetizing  fluid  outside  the  subarachnoid  space. 
Unless  p>erformed  very  carefully,  at  a constant 
rate  of  injection  and  withdrawing,  there  can  be 
no  uniformity  of  results.  The  amount  of  dilution 
thus  produced  is  unnecessary  and  decreases  the 
length  of  anesthesia. 

Also,  the  specific  gravity  of  novocaine  solution 
produced  by  barbotage  approaches  that  of  spinal 
fluid  alone,  so  that,  when  the  barbotage  solution 
is  used,  one  cannot  make  use  of  gravity  to  raise 
the  level  of  anesthesia,  as  we  can  with  our  more 
concentrated  solution. 

TRENDELENBURG  POSITION 

When  novocaine  crystals  are  dissolved  in  spinal 
fluid  to  produce  a 4 or  5 per  cent  solution,  it  is 
actually  and  clinically  heavier  than  spinal  fluid 
alone.  The  level  of  anesthesia  of  a patient  in  the 
Trendelenburg  position,  after  subarachnoid  block 
produced  with  this  solution,  cannot  be  controlled 
but  advances  upward  even  to  the  medulla  in  many 
cases. 

Because  of  the  powerful  action  of  respiration 
in  maintaining  circulation  and  because  paralysis 
of  the  respiratory  system  seems  the  most  impor- 
tant immediate  cause  of  fatality,  it  is  our  policy 
to  preserve  as  much  of  the  respiratory  mechanism 
as  possible,  limiting  the  height  of  anesthesia  by 
keeping  the  head  and  shoulders  up.  Intercostal 
muscles  are  the  first  part  of  the  respiratory  system 
to  be  paralyzed.  As  novocaine  solution  advances 
upward  in  the  canal,  even  the  phrenic  nerves  to  the 
diaphragm  become  anesthetized,  leaving  very  littl^ 
for  the  patient  to  breathe  with.  Nausea,  vomiting, 
marked  circulatory  depression,  temporary  loss  of 
voice  and  even  temoorary  unconsciousness  occur 
with  these  high  anesthesias. 

The  arteriosclerotic  hypertension  cases,  in  which 
we  often  get  marked  drops  of  blood  pressure,  re- 
quire the  lowest  anesthesia  compatible  with  sur- 
gical manipulation.  In  these  cases  of  marked  cir- 
culatory depression,  in  which  stimulation  of  respi- 
ration does  not  relieve  the  symptoms,  the  Tren- 
delenburg position  is  indicated  but  only  after  allow- 
ing the  maximum  time  for  novocaine  fixation. 

It  is  rather  generally  understood  that,  when 
using  procaine  crystals  dissolved  in  spinal  fluid, 
the  level  of  anesthesia  established  cannot  be 
changed  after  fifteen  to  thirty  minutes.  However,  in 
most  of  our  cases  we  observe  a rise  in  the  level  of 
anesthesia,  even  after  forty-five  minutes,  by  chang- 
ing the  patient  from  the  horizontal  to  the  Trendel- 


enburg position.  This  observation  is  probably  due 
to  the  rather  strong  concentration  of  novocaine, 
part  of  which  remains  unfixed  in  the  subarachnoid 
canal  until  absorbed  into  the  general  circulation. 

Trenedelenburg  position,  as  well  as  contributing 
to  high  anesthetic  level,  is  uncomfortable  for  the 
patient  because  it  embarrasses  respiration.  For  the 
convenience  of  the  surgeon  it  is  occasionally  nec- 
essary to  use  this  position.  However,  the  maximum 
time  should  be  allowed  for  novocaine  fixation  be- 
fore it  is  employed. 

The  lowest  point  in  the  subarachnoid  canal,  with 
the  patient  lying  on  his  side  or  back,  is  the  thoracic 
region.  If  one  wishes  to  limit  upward  extension  of 
anesthesia  by  gravity,  the  dorsal  thoracic  curve 
must  be  eliminated  with  pillows.  It  is  probably 
good  technic  to  allow  anesthesia  to  travel  upward 
by  gravity  to  the  diaphragm  for  all  intraabdom- 
inal surgery  because  of  the  added  advantage  to 
the  surgeon  and  comfort  for  the  patient. 

DOSE  OF  NOVOCAINE 

\Mth  a constant  dilution  the  dose  or  amount  of 
novocaine  bears  no  relationship  to  the  heighth  of 
anesthesia,  but  only  to  its  length.  At  Harborview 
Hospital  we  use  200  milligrams  almost  routinely 
for  major  abdominal  operations  because  it  gives 
the  surgeon  an  added  fifteen  or  twenty  minutes  in 
the  length  of  anesthesia,  without  any  demonstrable 
systemic  effect  on  the  patient.  In  private  cases, 
however,  where  the  length  of  operation  is  usually 
shorter,  a smaller  dose  will  suffice. 

A word  of  warning.  One  must  continually  bear 
in  mind,  when  using  these  heavier  solutions,  that  a 
a quantity  of  novocaine  remains  unfixed  for  a con- 
siderable part  of  the  anesthesia,  and  will  readily 
gravitate  to  the  lowest  point  in  the  subarachnoid 
canal.  A rise  in  the  level  of  anesthesia  can  rea- 
sonably be  expected  any  time  within  the  first  hour, 
whenever  the  dorsal  curve  is  reestablished  or  the 
head  of  the  table  lowered. 

In  conclusion,  let  me  point  to  the  major  variable 
factors  which  control  the  level  of  anesthesia  with 
any  technic  and  which  must  be  kept  constant  if 
uniform  results  are  expected. 

Let  me  emphasize  by  repetition  the  gravity  con- 
trol technic  of  subarachnoid  block,  by  which  we 
can  inject  into  the  subarachnoid  canal  a solution 
of  pure  novocaine  crystals  dissolved  in  spinal  fluid 
in  such  concentration  that  the  level  of  anesthesia 
can  readily  be  changed  by  gravity. 
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PXEUMOXOCONIOSIS* 

John  W.  Gullikson,  ^I.D. 

TACOMA,  WASH. 

Pneumonoconiosis  is  a disease  of  the  lungs  due 
to  the  inhalation  of  inorganic  dust,  characterized 
pathologically  by  a pulmonary  fibrosis.  The  dis- 
ease is  called  by  many  names  which  denote  the 
type  or  variety  of  the  offending  dust,  for  example, 
anthracosis  or  pneumonoconiosis  due  to  coal  dust; 
chalicosis  or  flint  dust;  siderosis  or  iron  dust;  and 
silicosis  or  silica  dust.  It  also  has  many  popular 
names,  indicating  occupations,  such  as  miner’s 
asthma,  grinder’s  rot  or  phthisis,  potter’s  rot,  min- 
er’s consumption,  gold  miner’s  phthisis,  etc. 

It  is  a disease  which  is  becoming  more  and  more 
important  from  the  industrial  standpoint  than  ever 
before,  because  the  only  hope  for  the  future  in  a 
miner’s  life  lies  in  the  prevention  of  the  disease 
rather  than  in  therapeutic  measures.  Another  rea- 
son why  this  subject  is  becoming  so  important  in 
industrial  medicine,  according  to  Russell,  is  that 
the  number  of  men  employed  in  the  dusty  trades 
is  larger  than  that  of  any  other  group  that  is  ex- 
posed to  a single  industrial  hazard.  Still  another 
reason  for  its  importance  is  the  fact  that  mortality 
statistics  among  the  workers  of  the  dusty  trades 
show  an  excessive  death  rate  from  tuberculosis  as 
well  as  from  other  respiratory  diseases. 

-At  the  present  time  many  of  these  cases  are  seen 
developing  symptoms  long  after  exposure  to  dust, 
and  it  is  v-ery  doubtful  whether  or  not  these  pa- 
tients could  succeed  in  demands  for  compensation, 
because  of  the  fact  that  the  injurious  effects  no- 
ticed in  many  are  due  to  dust  exposures  so  long 
ago.  Alany  have  not  worked  in  mines  for  years, 
and  yet  their  physical  condition  is  such  that  there 
is  no  doubt  as  to  the  nature  of  the  injury  and  its 
source.  According  to  Britton  and  Head  of  North- 
western, this  disease  should  be  as  compensable  as 
one  which  gave  evidence  of  itself  during  employ- 
ment. 

The  length  of  exposure  to  the  organic  dusts 
before  the  onset  of  symptoms  is  a factor  that  is  im- 
portant. In  those  working  steadily  in  mines,  it  is 
brought  out  by  Watkins-Pitchford  that  the  aver- 
age duration  of  exposure  in  the  South  African 
gold  mines,  before  the  appearance  of  symptoms,  is 
9.6  years.  Tatersall  found  that  in  hard  rock  coal 
iiiners  it  was  only  slightly  more  than  ten  years. 
Most  writers  give  this  exposure  time  as  about  ten 
years. 

• Head  liefoie  a meeting  of  Pierce  County  Medical 
Society.  Tacoma,  Wa.sli..  Nov.  10,  1931. 


However,  in  silicosis,  or  that  type  of  pneumono- 
coniosis due  to  silica  dust,  there  are  many  cases 
on  record  where  the  length  of  exposure  to  the  dust 
was  only  a few  months  to  a few  years,  and  these 
cases  in  later  years  had  developed  a marked  fibro- 
sis, and  some  also  had  developed  active  tubercu- 
losis. Short  exposures  seem  to  predispose  to  con- 
tinued fibrous  deposits,  and  it  may  be  that  this 
causes  little  or  no  harm  until  some  infection  sets 
in  and  complicates  the  picture. 

ETIOLOGY 

Dusts  causing  pneumonoconiosis  are  numerous 
and  varied,  and  the  damage  done  depends  a great 
deal  on  the  character,  physical  and  chemical  prop- 
erties of  the  dust.  It  may  be  injurious  by  virtue 
of  its  physical  properties,  its  chemical  composition, 
its  solubility  or  by  the  living  organisms  it  carries. 
Dusts  may  be  classified  as  organic  and  inorganic. 
It  is  the  inorganic  that  concerns  us  in  this  paper, 
because  the  organic  dusts,  such  as  vegetable  fibres 
and  animal  and  mixed  dusts,  are  concerned  more 
in  the  allergic  diseases. 

The  inorganic  dusts  may  be  classified  as  follows 
according  to  Nelson; 

A.  ^Metallic  dusts  found  among  brass  workers, 
type  setters,  die  setters,  filers,  grinders,  polishers, 
jewelry  manufacturers,  sand-blasters  and  tool- 
makers. 

B.  Alineral  dust  among  lithographers,  marble 
and  stone  workers,  glass  cutters  and  blowers,  paper 
hangers  and  potters. 

C.  The  dusts  of  the  mineral  industries,  or  those 
encountered  by  miners  working  with  asphalt,  coal, 
gold,  silver,  iron,  lead,  zinc,  sulphur,  and  in  other 
mines. 

Respiration  and  the  anatomic  structure  of  the 
nose  have  much  to  do  with  dust  inhalation.  Mouth 
breathing  is  much  more  injurious,  naturally,  than 
nasal  breathing.  However,  miners  wear  respirators 
under  protest  for  some  time,  but  when  they  begin 
to  get  fibrosis  of  the  lungs,  they  demand  more  air 
than  they  can  get  through  respirators  or  through 
the  nasal  passages. 

The  nasal  passages  with  their  ciliated  epithelium, 
turbinates  and  ability  to  secrete  moisture  help  con- 
siderably in  keeping  the  dust  from  entering  the 
lungs;  any  change  from  normal  nasal  respiration 
helps  to  increase  the  amount  of  dust  reaching  the 
lungs.  Any  such  change  from  the  normal  may  be 
brought  about  by  any  process  obstructing  the  nose, 
such  as  a deflected  septum,  polypi,  adenoids,  rhini- 
tis, and  changes  brought  about  by  certain  types  of 
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nasal  surgery,  such  as  turbinectomies  or  cauteriza- 
tions. 

The  physical,  and  especially  the  chemical  prop- 
erties of  dusts,  play  an  important  part  as  to  the 
amount  of  fibrosis  and  tuberculous  involvement. 
Many  have  thought  that  the  reaction  depended  en- 
tirely upon  the  roughness,  jaggedness  and  size  of 
the  particles,  while  more  recent  studies  have  re- 
vealed the  fact  that  in  silica  exposure  there  are 
definite  chemical  processes  that  take  place  to  ac- 
count for  the  continued  deposition  of  fibrous  tissue. 
Recently,  investigators  have  begun  to  believe  that 
it  is  the  silica  in  combination  with  metals  that  pro- 
duces the  damage,  and  not  the  metals  themselves. 
Pancost  and  Pendergrass  are  of  the  opinion  that 
even  coal  miners’  fibrosis  is  due  altogether  to  silica 
and  that  coal  dust  alone  is  relatively  harmless,  or 
produces  quite  different  effects. 

Russell  of  the  United  States  Public  Health  Serv- 
ice states  that  the  physical  or  mechanical  action  of 
dust  is  no  doubt  a factor  in  producing  chronic 
pathologic  conditions  in  the  upper  respiratory  pas- 
sages and  the  bronchi,  but  the  theory  that  silicosis 
is  produced  solely  in  this  mechanical  manner  has 
been  generally  abandoned. 

The  defense  of  the  body  is  first  brought  about 
by  the  action  of  phagocytosis.  The  degree  of  fibro- 
sis depends  on  the  nature  of  the  irritant,  and  this 
explains  the  difference  in  the  amount  of  fibrosis 
seen  in  lungs  of  soft  coal  miners  who  have  been 
exposed  for  a long  time,  and  those  who  have  been 
exposed  in  a quartz  mine  for  a much  shorter  time 
in  a much  less  dusty  atmosphere. 

The  phagocytic  cell  probably  elaborates  a sub- 
stance which  may  be  an  enyzme  that  attempts  to 
destroy  or  liquefy  the  irritant.  This  enzyme  fails 
to  destroy  carbon,  and  thus  it  can  be  stored  in  the 
lymph  channels  without  a destructive  tissue  reac- 
tion. The  enyzme,  however,  does  produce  a tissue 
poison  from  the  particles  of  silica,  and  this  process 
continues  as  long  as  the  silica  remains  in  the  lung. 
It  is  a slow  but  continuous  process,  and  stimulates 
constant  hyperplasia  of  fibroblasts  and  constant 
addition  to  the  amount  of  scar  tissue.  This  con- 
tinued hyperplasia  is  the  reason  that  respiratory 
competency  is  lost  years  after  the  exposure  to  silica 
has  ceased.  It  is  also  known  that  tubercle  bacilli 
grow  well  in  a medium  rich  in  colloidal  silica,  and 
this  explains  why  tuberculosis  is  so  much  more 
prominent  in  pneumonoconiosis,  due  to  silica  dust. 

The  length  of  exposure  is  also  an  etiologic  factor 
in  disability.  The  frequency  of  occurrence  and  the 
extent  of  involvement  is  in  direct  relation  to  the 


amount  and  concentration  of  dust  and  the  length 
of  exposure. 

RELATION  OF  TUBERCULOSIS  TO  DUST  INHALATION 

Certain  forms  of  pneumonoconiosis  are  much 
more  liable  to  tuberculous  infection  than  others,  al- 
though there  is  some  tuberculous  liability  in  all 
forms  due  to  the  inorganic  dusts.  There  is  a much 
higher  mortality  from  tuberculosis  in  those  of  the 
dusty  trades,  especially  those  working  in  silica, 
than  in  many  other  fields.  Some  authors  state  that 
carbon,  marble,  gypsum,  plaster  of  paris  and  chalk 
have  no  material  effect,  although  some  of  these 
may  produce  fibrosis  without  tuberculosis.  With 
silica  a much  different  condition  exists,  because 
tuberculous  infection  is  a terminal  event  in  the 
greater  percentage  of  silicosis  cases. 

Opinions  vary  as  to  the  relation  of  tuberculosis 
and  anthracosis.  As  early  as  1869,  Greenhow  first 
proved  that  silica  was  an  important  element  as 
well  as  carbon  in  coal  miners,  in  certain  phases  of 
the  work.  Cummins  states  that  in  the  coal  mining 
industry  a risk  of  silicosis  exists,  that  is  as  great, 
in  the  case  of  certain  categories  of  coal  miners,  as 
the  risk  of  silicosis  in  gold  and  tin  mining. 

Most  recent  writers,  however,  are  of  the  opinion 
that  one  characteristic  feature  of  silicosis  is  absent 
in  the  case  of  coal  miners,  and  that  is  the  increased 
liability  to  tuberculosis.  IMany  believe  there  is 
much  reason  to  think  that  coal  miners,  far  from 
being  especially  liable  are,  on  the  contrary,  excep- 
tionally resistant  to  tuberculosis.  iVIany  theories 
have  been  advanced  to  explain  this  fact,  and  the 
most  plausible  one  has  been  brought  out  by  Cum- 
mins, who  believes  that  the  finely  powdered  dust  of 
anthracite  coal  is  capable  of  absorbing  much  of  the 
active  principle  from  old  tuberculin. 

In  considering  the  relationship  of  tuberculosis 
and  pneumonoconiosis,  then,  it  is  thought  that  in 
all  types  there  is  a certain  amount  of  liability  to 
tuberculosis.  In  anthracosis  the  danger  of  tuber- 
culosis is  much  less  than  it  is  in  other  forms,  be- 
cause of  the  protective  properties  against  tubercu- 
losis of  the  carbon  particles.  In  silicosis  the  danger 
of  tuberculosis  is  great,  because  of  the  fact  that 
silica  in  the  lungs  produces  a protoplasmic  poison 
which  continues  to  stimulate  fibrosis  long  after  ex- 
posure, and  which  also  activates  the  devastating 
effects  of  the  tubercle  bacilli. 

SYMPTOMS 

In  a case  of  pneumonoconiosis,  the  examiner  is 
considerably  surprised  after  seeing  the  roentgen- 
ray  plates  of  his  case,  because  of  the  fact  that  the 
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patients  are  not  nearly  as  ill  as  one  would  suppose 
after  a casual  glance  at  the  plates. 

The  character  and  severity  of  the  symptoms 
vary  considerably  with  different  dusts.  Coal  dust 
is  relatively  the  least  injurious  of  all  inorganic 
dusts,  and  years  may  pass  before  symptoms  of 
serious  pulmonary  damage  appear.  In  potters 
these  symptoms  may  not  appear  for  ten  to  twenty 
3^ears,  w'hile  in  gold  miners,  or  others  who  are  ex- 
posed to  silica,  serious  signs  develop  in  six  to  ten 
years. 

Usually,  the  first  signs  are  pharyngeal  and  laryn- 
geal irritation  and  soon  a slight  cough  develops, 
which  may  appear  only  in  the  morning;  later  a 
viscid  mucus  appears,  and  as  the  process  advances, 
the  cough  and  expectoration  increase  until  there 
is  a mucopurulent  secretion  which  may  be  blood 
stained.  A frank  hemoptysis  may  even  appear. 

The  chief  complaint  of  most  of  these  patients  is 
dyspnea  on  exertion.  The  dyspnea  usually  comes 
on  gradually,  and  some  authors  believe  that  more 
often  than  not  it  is  the  first  symptom  rather  than 
cough.  As  the  disease  progresses,  this  becomes  very 
distressing  and  disabling.  The  patients,  even  with 
the  complaint  of  dyspnea,  usually  look  and  feel 
well. 

•■\s  the  dyspnea  increases,  the  miners  notice  that 
they  are  unable  to  do  the  work  they  formerly  did; 
many  feel  that  their  wind  is  better  after  they  are 
warmed  up  in  the  morning,  and  some  also  feel 
that  they  breathe  easier  under  ground  than  they 
do  above  the  surface. 

Sooner  or  later  a cough  usually  begins  with  a 
variable  amount  of  sputum.  Some  develop  pleural 
pains  on  respiration,  and  others  complain  only  of  a 
hurting  in  the  chest.  The  larger  percentage  of  those 
with  silicosis  ultimately  develop  pulmonary  tuber- 
culosis, and  from  then  on  the  prognosis  is  poor. 

Occasionally  the\'  will  develop  edema,  sometimes 
of  the  feet  and  legs,  and  sometimes  generalized, 
although  the  heart  shows  no  pathology.  A distin- 
guishing feature  of  fibrosis  of  the  lungs  is  the 
contrast  between  the  extensive  pulmonary  lesion 
and  the  absence  of  marked  constitutional  symptoms. 

PHYSIC.AL  FINDINGS 

The  physical  findings  in  pneumonoconiosis  are 
variable,  because  they  depend  upon  the  stage  of 
the  disease.  Early  little  may  be  found  except  for 
the  findings  of  a bronchitis.  After  fibrosis  is  well 
under  way,  the  findings  become  quite  definite. 
Often,  however,  physical  examination  is  disappoint- 
ing and  unsatisfactory  because  the  findings  are  so 
inadequate  to  account  for  the  symptoms. 


On  inspection,  expansion  is  limited,  markedly 
so  in  advanced  cases.  This  e.xpansion  is  usually 
more  limited  on  one  side  than  on  the  other.  There 
may  be  some  retraction  present  if  the  disease  is 
more  marked  on  one  side.  These  signs  may  be  pres- 
ent at  the  apices,  bases  or  both,  but  usually  at 
the  bases.  The  heart  may  be  drawn  to  the  affected 
side.  There  may  be  distension  in  the  veins  of  the 
neck.  The  chest  may  be  emphysematous  and  the 
fingers  may  be  clubbed.  Palpation  will  determine 
the  position  of  the  apex  beat,  areas  of  diminished 
expansion  and  of  solidification. 

The  percussion  note  shows  no  change  early. 
Later  there  is  an  impairment  or  dullness  in  the 
note.  The  areas  may  be  bilateral  or  unilateral.  If 
bronchiectasis  or  emphysema  develops,  a tympan- 
itic note  may  be  heard.  The  excursion  of  the  dia- 
phragm may  be  very  slight  or  absent. 

In  auscultation  nothing  may  be  heard  early  in 
the  disease.  Later  the  auscultatory  sounds  become 
varied  and  numerous.  Rales,  both  fine  and  coarse, 
dev'elop  and  breath  sounds  may  become  like  those 
in  emphysema,  with  a feeble  sound  and  with  pro- 
longed expiration.  Later,  breath  sounds  may  be 
suppressed  or  bronchovesicular.  Fine  crackling  rales 
may  develop,  and  whispered  voice  sounds  become 
exaggerated.  Attacks  of  pleurisy  are  common,  and 
a friction  rub  may  often  be  heard.  Rales  are  usu- 
ally a constant  sign.  Later  still,  signs  of  cavity 
formation  may  appear,  either  at  apices  or  bases, 
and  may  be  due  to  tuberculosis  or  dilated  bronchi. 

PATHOLOGY 

The  first  effect  of  dust  inhalation  is  seen  in  the 
nose  in  the  form  of  a hyperemia.  As  the  irritation 
continues,  hyperemia  increases,  and  a mucous  dis- 
charge becomes  more  pronounced,  .\fter  many 
years  the  mucous  membranes  of  the  nose  atrophy, 
and  pain  may  develop. 

When  the  dust  particles  enter  the  lungs,  they  are 
attacked  by  phagocytes  which  then  find  their  way 
into  the  lymph  channels  and  thence  to  the  hilus 
regions.  Soon  the  lymph  channels  are  partly  blocked 
off,  and  fibrosis  begins  along  the  bronchi,  the 
blood  vessels,  and  wherever  the  deposits  are  made. 
The  phagocytes  congregate  in  groups,  and  a nodu- 
lar appearance  develops.  When  the  lymph  channels 
are  clogged,  the  phagocytes  find  their  way  to  the 
hilus  regions  by  way  of  the  pleural  route.  .As  a 
result,  a marked  pleural  thickening  develops  and 
fibrous  pleural  adhesions  form.  Pleural  effusion 
may  even  take  place. 

Fibrosis  continues,  and  becomes,  as  a rule,  more 
marked  posteriorly  and  interiorly.  In  the  later 
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stages,  the  whole  lung  may  be  involved,  and  inter- 
stitial fibrosis  develops. 

At  necropsy,  dense  pleural  adhesions  are  found, 
and  the  lungs  are  leathery  and  sometimes  lumpy; 
there  may  be  only  small  air-bearing  areas.  On  sec- 
tion, the  color  of  the  lung  tissue  depends  somewhat 
upon  the  offending  dust.  In  the  advanced  stages 
there  may  be  areas  of  emphysema  and  bronchiec- 
tasis, and  often  in  silicosis  there  are  areas  of  tuber- 
culous involvement  with  caseations. 

ROENTGEN-RAY  FINDINGS 

The  roentgen-ray  is  probably  one  of  the  most  im- 
portant adjuncts  to  the  correct  diagnosis  in  cases 
of  pneumonoconiosis.  In  the  great  majority  the 
roentgen  picture  is  characteristic  except,  perhaps, 
in  the  very  early  stages.  As  a rule,  the  roentgen- 
ray  changes  correspond  closely  to  the  pathologic 
changes,  and  may  be  divided  into  three  stages. 

In  the  first  stage  the  hilus  shadows  are  in- 
creased ; the  peribronchial  shadows  are  accentuated, 
and  extend  well  out  to  the  periphery  of  the  lungs. 
.■\t  first  this  appearance  is  symmetrical,  but  later 
it  becomes  irregular.  The  diaphragm  excursion  is 
about  normal.  This  same  picture  may  be  produced 
by  bronchitis,  passive  congestion  or  irritation  from 
gases,  and  is  not,  therefore,  characteristic. 

The  second  stage  becomes  quite  characteristic, 
and  is  recognized  by  small  fibrotic  nodules,  varying 
from  the  size  of  a pin  head  to  that  of  a pea.  This 
gives  the  appearance  of  a diffuse  mottling.  These 
nodules  usually  begin  in  the  right  hilus  and  then 
involve  the  left;  they  then  spread  toward  the  bases 
and  toward  the  apices.  There  is  less,  as  a rule,  at 
the  extreme  bases  and  apices,  than  there  is  in  the 
rest  of  the  lungs.  This  stage  closely  resembles  the 
mottled  appearance  seen  in  miliary  tuberculosis.  A 
limitation  of  diaphragmatic  excursion  occurs  in 
this  phase. 

In  the  third  stage,  the  fibrosis  becomes  diffuse 
and  very  dense,  and  there  is  coalescence  and  en- 
largement of  the  nodules  and  patches  of  fibrosis. 
The  peribronchial  markings,  which  seem  to  dis- 
appear somewhat  in  the  second  stage,  become  more 
marked.  The  dammed  back  lymph  flow  finds  its 
way  to  the  hilus  by  the  pleural  route,  and  as  a re- 
sult the  pleura  becomes  markedly  thickened;  pleu- 
ral effusion  may  even  occur.  The  heart  and  aortic 
shadows  may  be  pulled  out  of  shape,  and  there  may 
appear  areas  of  bronchiectasis.  The  diaphragmatic 
excursion  is  considerably  limited  in  this  stage. 

DIAGNOSIS 

The  diagnosis  of  pneumonoconiosis  in  a clear 
cut  case  is  usually  not  as  difficult  as  it  might  seem. 


The  history  of  long  exposure  to  dust,  in  any  pa- 
tient with  complaints  referable  to  a lung  disturb- 
ance, should  put  one  on  his  guard.  Physical  find- 
ings do  not  show  as  much  as  one  would  expect 
from  the  symptoms  presented.  In  the  first  stage 
there  is  much  more  difficulty  than  in  the  later 
stages,  where  the  roentgen-ray  examination  is  a 
great  deal  of  help. 

Sputum  examinations  are  very  important,  and 
sometimes  this  is  the  only  method  available  to 
determine  whether  a tuberculous  infection  is  super- 
imposed on  a fibrotic  process. 

The  diagnosis,  then,  depends  a great  deal  upon 
the  history  of  exposure  to  dust;  the  disproportion 
between  the  physical  findings  and  the  complaints; 
the  roentgen-ray  findings;  and  the  sputum  exami- 
nations. 

PROGNOSIS 

The  prognosis  in  cases  of  pneumonoconiosis  is 
very  grave.  Once  fibrosis  from  silicosis  has  begun, 
there  is  little  that  can  be  done  to  stop  the  process. 
The  patients  who  have  developed  fibrosis  to  the 
point  of  dyspnea  are,  no  doubt,  partially  disabled 
from  occupations  demanding  any  exertion  of  them, 
and  chances  are  great  that  their  dyspnea  may  in- 
crease rather  than  remain  stationary  or  decrease. 

In  cases  of  pulmonary  fibrosis  due  to  dust  in- 
halation, the  incidence  of  respiratory  infections, 
acute  as  well  as  tuberculous,  is  much  increased.  In 
anthracosis  alone,  for  example,  it  is  stated  that 
the  mortality  rate  in  pneumonia  cases  is  as  high 
as  63  per  cent,  whereas  in  pneumonia  cases  with- 
out anthracosis  the  death  rate  is  only  35  per  cent. 

Tuberculosis  is  the  dreaded  terminal  disease  in 
silicosis,  and  the  outlook  in  cases  of  declared  tu- 
berculosis and  silicosis  is  always  serious.  It  is  worse 
when  the  tuberculous  infection  occurs  at  the  outset 
of  silicosis,  and  in  younger  subjects  than  in  cases 
of  tuberculosis  alone.  Some  authors  go  so  far  as 
to  say  that  the  moderately  affected  cases  ultimately 
die  of  bronchopneumonia  or  tuberculosis. 

TREATMENT 

The  treatment  of  this  important  pathologic  con- 
dition is  preventive  rather  than  curative.  Sani- 
tarium treatment  and  general  hygienic  measures,  of 
course,  are  recommended.  Personal  hygiene  and 
proper  habits  in  living  are  important,  to  try  to  pre- 
vent the  development  of  tuberculosis.  The  mining 
industries,  especially  in  England,  are  doing  a great 
deal  of  work  in  a preventive  way  to  try  to  lessen 
this  dreaded  disease  entity,  and  until  the  dust 
hazard  is  eliminated,  pneumonoconiosis  will  con- 
tinue to  be  a disease  to  be  feared  and  respected. 
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THE  EVOLUTIOX  OF  MEDICAL  PRACTICE* 
Alexander  H.  Peacock,  M.D. 

SEATTLE,  WASH. 

For  generations  doctors  have  been  practicing 
medicine  as  individualists.  It  enveloped  around 
them  a certain  atmosphere  of  independence,  for 
they  chose  the  type  of  work  in  which  they  were  in- 
terested, refused  and  accepted  the  cases  they  want- 
ed, set  their  own  fees  and  expressed  their  own  ideas 
in  office  equipment  and  managem.ent.  This  has  been 
their  heritage  and  the  fulfillment  of  their  dreams. 

Progress  in  civilization  has  brought  changes  in 
the  medical  profession.  With  the  banding  together 
of  men,  especially  in  large  groups,  individualistic 
practice  of  surgeons  and  physicians  was  found  to  be 
impracticable.  The  Army  either  had  its  own  sur- 
geons or  employed  surgeons  on  contract.  The  rail- 
roads did  likewi.se.  They  found  that  medical  serv- 
ice was  much  more  satisfactory  with  complete  con- 
trol of  it.  Later  insurance  companies  fell  in  line 
with  their  own  medical  examiners  and  directors. 
Xow  we  have  the  Xavy,  the  U.  S.  Veterans  Admin- 
istration, the  U.  S.  Public  Health  Service,  our 
state  institutions  for  the  insane,  the  tuberculous, 
the  public  offenders,  county  hospitals,  city  hos- 
pitals, poor  farms,  coal  mines,  copper  mines,  zinc 
and  lead  mines,  lumber  camps,  saw  mills,  great 
factories  and  industrial  plants,  with  full  time  doc- 
tors. Besides  these  institutions  employing  doctors, 
there  are  fraternal  orders,  lodges,  hospital  associa- 
tions and  industrial  clinics.  All  of  this  has  greatly 
reduced  the  open  field  of  medical  practice. 

Those  who  decry  industrial  medical  contracts 
maintain  that  the  service  is  inferior,  patients  are 
neglected,  the  fee  paid  is  too  low  and  it  restricts 
competitive  practice.  Those  who  favor  such  con- 
tracts maintain  there  is  less  malingering,  shorter 
convalescence,  better  functional  results,  a lower 
P.  P.  D.  coefficient,  and  figures  of  the  Department 
of  Labor  and  Industry  of  this  state  bear  out  their 
argument. 

Another  change  that  is  creeping  into  the  profes- 
sion is  due  to  the  mental  attitude  of  the  low  wage 
earner.  In  the  L'nited  States  of  America,  the  re- 
duction of  incomes  in  1930  totaled  seven  billions 
of  dollars  ($24,000,000,000  in  1929,  $17,000,000,- 
000  in  1930)  over  the  previous  year.  Xinety  per 
cent  of  the  wealth  of  this  country  is  in  the  hands  of 
2 per  cent  of  the  people.  Furthermore,  80  per  cent 
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of  all  the  incomes  is  under  $2,000  per  annum. 
This  means  that  the  great  mass  of  American  clerks 
and  workers  are  working  for  a low  wage. 

The  financial  incident  of  actual  sickness  cost  is 
$20  to  $30  per  annum  per  worker,  leaving  out  com- 
pensation for  time  loss.  These  figures  have  been 
given  by  the  United  States  Department  of  Labor, 
the  Committee  on  the  High  Cost  of  Medical  Care, 
the  Endicott  Johnson  Shoe  Co.  and  others  after 
a most  careful  study  and  survey.  This  applies  only 
to  the  wage  earner;  there  is  the  family  sickness  to 
reckon  with.  With  4.1  persons  to  the  family,  it 
would  cost  the  average  family  $100  per  year  for 
actual  sickness  costs.  Taking  the  population  as  a 
whole,  each  individual  must  figure  two  weeks  out 
of  each  year,  due  to  sickness  incapacity. 

Due  to  economic  distress,  the  people  as  a whole 
are  becoming  conscious  of  medical  costs.  They  real- 
ize their  inability  to  meet  these  illnesses  when 
they  are  suddenly  stricken.  They  borrow  what  cash 
they  can  and  hope  to  settle  the  balance  of  the 
costs  by  small  payments  after  the  storm  has  passed 
and  they  are  back  on  the  pay  roll.  ' 

With  these  facts  you  are  all  familiar.  The  pa- 
tient who  walks  into  a doctor’s  office  today,  ready 
for  a major  operation  and  who  presents  the  sur- 
geon the  cash  in  advance,  is  so  rare  that  he  prac- 
tically does  not  exist.  But  it  has  happened  many 
times  in  the  past.  Out  of  each  $100  spent  on  medi- 
cal care,  less  than  $25  of  it  goes  to  the  doctor. 
We  hear  repeatedly,  “doctor,  I haven't  got  the 
money.” 

This  leads  us  on  to  the  subject  of  medical  or 
sickness  insurance.  Xearly  fifty  years  ago  Bismarck 
made  the  statement  that  the  health  of  the  nation 
was  national  wealth  and  should  be  conserved  by 
the  state.  This  introduced  the  first  big  attempt  at 
socialized  medicine,  the  individual,  the  employer  and 
the  government  combining  to  provide  sickness  in- 
surance for  the  low  wage  earner.  In  spite  of  abuses, 
mismanagement,  malingering,  dishonesty  of  doctors 
and  patients,  the  system  is  still  operating  and  has 
gained  a permanent  place  in  the  life  of  the  German 
people.  It  has  also  been  supplemented  by  many 
private  insurance  companies  for  wage  earners  in  the 
upper  classes. 

This  idea  of  sickness  insurance  has  spread,  until 
today  twenty-three  countries  have  adopted  some 
type  of  compulsory  health  insurance  and  seventeen 
voluntary  insurance.  Our  neighbor  to  the  north, 
British  Columbia,  is  studying  the  question  now, 
preparatory  to  putting  it  to  vote  in  the  spring. 


February,  1932 


MEDICAL  PRACTICE PEACOCK 


89 


It  will  take  in  all  wage  earners  under  twenty-four 
hundred  dollars  yearly  income. 

And  what  of  our  own  state?  For  some  time  there 
has  b:en  a rider  to  the  industrial  contract,  called 
the  supplemental  health  contract.  Mines,  mills,  lum- 
ber camps  and  railroads  find  such  service  almost 
indispensable.  Due  to  low  wages,  these  workers 
save  practically  nothing.  Often,  too,  they  are  itin- 
erants or  drifters.  They  carry  their  worldly  goods 
on  their  shoulders.  The  state  requires  accident  in- 
surance but  no  medical  or  sickness  insurance.  An 
additional  fee  held  out  of  their  wage  covers  all 
illness.  Formerly  they  were  a burden  on  the  county 
or  local  community  when  they  became  ill.  Under 
full  coverage,  they  become  self  supporting  in  illness 
as  the  cost  is  distributed  over  the  whole  group. 

This  type  of  sickness  insurance  has  found  a ready 
response  among  others  than  industrial  workers,  as 
clerks,  truck  drivers,  office  employees,  dairymen, 
restaurant  workers,  department  stores,  garages  and 
oil  stations.  All  indications  point  to  its  rapidly 
spreading  to  all  low  wage  earners.  At  the  present 
time  it  constitutes  voluntary  health  insurance.  With 
our  low  income  depression,  this  type  of  sickness 
protection  is  eagerly  sought  by  the  various  hos- 
pital associations,  benefit  associations,  industrial 
or  group  clinics.  The  average  fee  charged  seems 
to  be  one  dollar  per  month  for  each  insured  person. 
It  constitutes  only  partial  medical  insurance  but  is 
better  than  no  coverage  at  all.  There  are  several 
groups  who  are  waging  an  active  campaign  to  write 
this  business.  A number  of  them  offer  the  service 
only  to  the  workman  himself  but  there  is  strong 
pressure  being  brought  to  include  the  family.  Sick- 
ness in  the  family  of  the  low  wage  earner  is  almost 
as  serious  as  that  of  the  breadwinner. 

Talks  with  the  heads  of  some  of  these  clinics 
show  that  they  feel  they  are  rendering  a very  real 
service  to  these  low  wage  earners.  In  no  other  way 
would  most  of  these  people  be  able  to  obtain  medi- 
cal service  and  still  pay  for  it  themselves.  As  one 
doctor  stated,  “we  can  compare  the  supplemental 
health  contract  with  the  Ford  automobile.  It  is 
cheap,  within  the  reach  of  the  average  worker,  and 
it  gives  reasonably,  satisfactory  service.  It  does  not 
pretend  to  be  anything  more  than  that.” 

Where  the  contracts  are  held  by  doctors  and 
managed  by  them,  the  economic  conditions  of  the 
profession  are  not  so  bad.  France  has  just  in- 
augurated a medical  insurance  service,  where  the 
patient  pays  the  doctor  directly  and  the  fee  tariff 
schedule  is  made  out  by  the  doctors  themselves. 


In  Germany,  Austria  and  England  the  state  con- 
trols the  doctors  at  every  step. 

In  our  own  state  a further  evolution  is  noted. 
The  hospital  and  beneficial  associations  collect  an 
industrial  and  insurance  tax  from  each  workman. 
Instead  of  employing  doctors  on  the  state  schedule 
fees,  they  employ  them  on  a salary.  We  found 
doctors  on  a salary  of  $150  per  month  doing  $800 
or  $900  of  service  on  the  standard  fee  charges. 
This  averaged  thirty-three  cents  a call,  house  or 
office,  with  all  surgical  work  thrown  in  free  of 
charge.  This  work  took  three-fourths  of  their  time 
and  constituted  one-third  to  one-fourth  of  their 
income.  Dressings,  office  assistants  they  furnished 
themselves. 

Another  plan  that  is  being  worked  is  for  the  hos- 
pital association  to  solicit  the  contracts  at  a dollar 
per  month  per  head,  and  then  assign  the  medical 
service  to  a clinic  or  group,  at  eighty  cents  or  less. 
It  has  been  suggested  that  some  of  these  hospital 
associations  who  employ  solicitors  or  managers  are 
only  a blind  for  the  clinic  receiving  the  service  end 
of  the  contract. 

As  we  have  made  the  rounds  of  the  state,  two 
things  stand  out  prominently.  First,  there  is  a 
pressing  need  for  inexpensive  medical  service  for 
the  low  wage  earner  and  his  family.  We  can  con- 
tinue to  treat  them  in  our  offices  as  charity  pa- 
tients, which  most  of  us  are  doing  now,  hoping  that 
some  day  they  will  be  able  to  pay  for  at  least  part 
of  their  service.  Most  of  this,  however,  has  to  be 
written  off  at  the  end  of  the  year.  It  is  not  cor- 
recting a bad  condition. 

The  second  big  thing  is  the  necessity  for  the 
individual  members  of  the  medical  profession  to  act 
as  a collective  group  and  stand  together.  We  must 
meet  this  need.  We  must  control  our  own  members, 
control  our  service,  control  our  fee  tariff  schedule, 
for  if  we  do  not,  we  will  find  ourselves  dictated 
to  by  laymen,  by  hospital  associations  and  our 
politically  minded  state  officials. 

I have  pointed  out  to  you,  briefly,  the  evolution 
of  the  practice  of  medicine  and  more  particularly 
the  changes  in  our  own  state.  The  officers  of  the 
state  medical  association  are  trying  to  better  the 
economic  conditions  and  ask  your  one  hundred  per 
cent  support.  Our  relief  lies  in  better  legislative 
control  and  we  need  real  friends  in  the  legislative 
bodies.  It  is  a question  of  fighting  for  what  is  fair 
and  right,  or  sitting  back  and  accepting  the  offers 
of  those  who  are  ungrateful  and  unappreciative  of 
the  vast  gifts  that  medicine  has  made  to  mankind. 
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SCHOLASTIC  APTITUDE  TEST 

It  is  well  known  that,  while  most  physicians 
make  a success  of  medical  practice,  some  fall  by 
the  wayside  and  are  considered  failures,  even 
though  they  may  possess  superior  knowledge  in 
medical  matters  and  may  have  had  unusual  edu- 
cational facilities.  Appreciation  of  this  fact  has  led 
officials  of  the  Association  of  American  Medical 
Colleges  to  attempt  the  early  elimination  of  men 
who  seem  unfit  to  follow  medicine  as  a life  calling. 
With  such  an  abundance  of  men  entering  the  medi- 
cal profession,  it  will  prove  a blessing  to  divert 
from  medical  practice  those  who  seem  to  lack  the 
necessary  qualifications  for  successfully  pursuing 
this  form  of  activity.  In  order  to  determine  fitness 
at  as  early  a stage  as  possible  the  “Scholastic  .Apti- 
tude Test  for  Aledical  Schools”  has  been  devised. 
This  test  is  applied  to  premedic  students  and  is 
intended  to  eliminate  those  who  seem  to  lack  the 
suitable  aptitude. 

These  tests  are  seven  in  number,  intended  re- 
spectively to  determine  comprehension  and  reten- 
tion, visual  memory,  memory  for  content,  premedi- 
cal information,  scientific  vocabulary,  ability  to 
follow  directions,  understanding  of  printed  mate- 
rial. Lists  of  questions  appear  under  each  of  these 
headings.  Some  are  stated  in  accordance  with  facts, 
others  being  untrue.  The  student  is  directed  to  in- 
dicate the  correctness  or  falsity  of  each.  The  acute- 
ness of  memory  and  accuracy  of  observation  are 
also  tested.  While  examinations  of  this  kind  may 
not  necessarily  elicit  the  student’s  knowledge  of 
medical  subjects  which  he  has  studied,  it  is  pre- 
sumed to  suggest  his  ability  of  discernment  con- 
cerning debatable  problems,  whether  or  not  he  pos- 
sesses a retentive  memory  and  the  necessary  appli- 
cation for  the  successful  study  and  pursuit  of  medi- 
cine. This  attempt  to  discourage  for  medical  study 
those  who  appear  to  be  inapt  to  follow  this  profes- 
sion will  be  observed  with  interest,  as  well  as  what 
effect  its  outcome  may  have  on  the  future  person- 
nel of  the  medical  profession. 


OREGON  .ALUMNI  ASSOCI.ATION  MEETING 

The  annual  meeting  of  the  Alumni  .Association 
of  the  Lmiversity  of  Oregon  Aledical  School  will  be 
held  in  Portland  Alarch  7-9.  .An  unusually  attrac- 
tive program  is  being  prepared  for  this  occasion. 
The  principal  speaker  will  be  Dr.  William  C.  Mun- 
ly  of  San  Francisco,  a nationally  known  cardiolo- 
gist, who  will  present  two  papers  on  the  heart.  He 
will  also  conduct  a clinic  and  round  table  discus- 
sion. Other  papers  will  be  read,  covering  a wide 
and  interesting  field  by  men  well  known  in  their 
specialties.  There  will  be  medical  clinics  in  general 
medicine,  pediatrics  and  psychiatry.  Those  in  sur- 
gery will  include  general  surgery,  also  of  the  brain, 
the  sympathetics  and  urology.  There  will  be  others 
covering  obstetrics,  gynecology,  prenatal  care,  eye, 
ear,  nose  and  throat  and  physical  therapy.  .All  phy- 
sicians from  other  recognized  medical  schools  are 
invited  to  be  present  at  these  sessions. 

AAIERICAN  COLLEGE  OF  PHYSICIANS 
AT  SAN  FR.ANCISCO 

For  the  first  time  in  its  history  the  annual  clinic 
sessions  of  the  American  College  of  Physicians  will 
be  held  west  of  the  ^Mississippi  river,  meeting  in 
San  Francisco  .April  4-8.  The  program  will  include 
about  sixty  papers  and  addresses  by  men  with  na- 
tional reputations.  The  physics  and  physiology  of 
arteriosclerosis  and  hypertension  will  be  discussed 
by  men  of  renown,  also  congenital  narrowing  of  the 
aorta  and  pulmonary  arteriosclerosis.  .Among  dis- 
eases of  the  chest  to  be  considered  will  be  atelec- 
tasis, tuberculosis,  treatment  of  cavities,  pulmon- 
ary emphysema  and  the  role  of  bacteria  in  asthma. 
.Aspects  of  liver  involvement  as  well  as  modern 
concepts  in  the  diagnosis  of  Bright’s  disease  will  be 
featured.  The  newest  knowledge  appears  on  the 
nature  of  epilepsy  and  its  treatment.  .Anatomists, 
physiologists  and  clinicians  will  collaborate  in  a 
symposium  which  will  present  results  of  the  almost 
unbelievable  advances  in  our  knowledge  in  the  in- 
voluntary nervous  system.  Other  features  of  in- 
tense interest  will  be  found  in  the  program,  all  of 
which  will  make  this  meeting  of  value  to  all  who 
are  privileged  to  attend.  It  is  requested  that  ad- 
vance registration  be  made  if  possible  by  those  who 
contemplate  being  present.  On  advertising  page  8 
will  be  found  further  information  regarding  this 
meeting. 
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ANOTHER  MEDICAL  MONTHLY 
The  Medical  Society  of  the  District  of  Columbia 
has  published  its  proceedings  in  various  volumes 
of  transactions  and  existing  medical  journals  since 
1869.  A bimonthly  journal  was  issued  as  its  offi- 
cial organ  for  nearly  twenty  years  previous  to  the 
^^'orld  M'ar.  With  this  year  is  launched  Medical 
Annals  oj  the  District  oj  Columbia,  the  first  num- 
ber of  which  has  been  received.  The  editor  is  Dr. 
Wallace  ]M.  Yater.  In  appearance  and  contents  it 
resembles  the  thirty-one  existing  state  association 
journals.  A welcome  is  extended  to  this  latest  re- 
cruit to  medical  journalism. 


COOPERATIVE  EUROPEAN  TOURS 

Probably  the  coming  summer  will  offer  the  low- 
est rates  for  European  travel  which  will  be  avail- 
able for  many  years  to  come.  A group  of  coopera- 
tive clinical  tours  has  been  prepared  for  June  and 
July.  They  are  announced  under  the  auspices  of 
the  state  medical  journals  of  the  United  States. 
Prices  are  exceptionally  low  and  all  arrangements 
of  travel  will  be  prepared  in  advance,  eliminating 
much  trouble  and  anxiety  for  individual  tourists. 

A four-page  advertisement,  inserted  between 
pages  28  and  29  of  this  issue,  presents  detailed  in- 
formation concerning  the  tours.  By  cutting  out  and 
mailing  the  blank  for  information  further  details 
will  be  obtainable.  It  will  be  noted  that  the  itiner- 
ary is  scheduled  for  clinics  to  leading  European 
cities,  while  the  main  objective  is  the  centennial 
anniversary  meeting  of  the  British  Medical  Asso- 
ciation. In  addition  to  these  medical  attractions 
abundant  provision  is  made  for  sight  seeing,  which 
is  the  main  purpose  of  average  European  tourists. 


THE  WOM.\N’S  AUXILIARY 
The  woman’s  auxiliary  to  the  state  medical  asso- 
ciation has  become  an  organization  of  prominence 
and  influence  in  the  states  where  it  has  become 
established.  It  is  already  organized  in  thirty-eight 
states  and  in  most  of  the  others  is  in  the  process 
of  being  established.  Although  at  first  it  did  not 
meet  with  favor  among  certain  physicians,  yet  it 
has  demonstrated  its  usefulness  and  necessity  to 
such  an  extent  that  doubtless  in  a short  time  it  will 
function  among  all  the  states.  Among  our  North- 
western states  an  auxiliary  has  been  established  in 
Oregon  for  a number  of  years.  Its  importance  is 
manifested  at  all  meetings  of  the  state  society  and 
its  activities  during  the  year  are  potent  in  consoli- 
dating medical  interests  of  varied  character.  Like- 


wise in  Idaho  a state  organization  exists.  Although 
it  is  reported  constructive  work  has  not  been  estab- 
lished to  a great  extent,  the  auxiliary  is  prepared 
for  future  development.  In  Washington  organiza- 
tions have  been  formed  in  ten  counties.  Mrs.  H.  J. 
Whitacre  of  Tacoma,  the  state  organizer,  has  called 
for  a meeting  of  delegates  February  17  at  her 
home,  when  the  state  organization  will  be  com- 
pleted. 

The  purposes  of  this  organization  are  to  extend 
through  its  members  the  aims  of  the  medical  pro- 
fession to  all  organizations  which  look  to  the  ad- 
vancement of  health  and  education,  to  assist  in  the 
entertainment  at  meetings  of  the  state  associations, 
to  promote  acquaintanceship  among  physicians’ 
families  that  fellowship  may  increase,  to  do  such 
work  as  may  be  suggested  from  time  to  time  by 
the  county  medical  societies.  It  wilt  be  a purpose 
pf  this  journal  to  foster  the  interests  of  this  organi- 
zation in  the  three  states,  and  to  promote  this  ob- 
jective a department  of  woman’s  auxiliaries  will  be 
inaugurated  in  the  March  issue.  This  may  not  ap- 
pear every  month,  if  sufficient  appropriate  material 
is  not  provided  from  the  three  state  organizations. 
It  will  be  featured  regularly,  however,  if  items  of 
interest  pertaining  to  the  different  organizations  are 
furnished  for  that  purpose.  It  is  believed  the  prog- 
ress and  welfare  of  the  medical  profession  will  be 
materially  promoted  by  the  interest  fostered  by 
these  auxiliaries. 


MEDICAL  NOTES 

OREGON 

The  New  Portl.\xd  Medical  Hospital  was  occupied  on 
January  13.  Thirty-four  patients  were  removed  from  the 
old  building  at  634  Lovejoy  Street  to  the  new  $100,000 
plant.  Outstanding  in  the  new  conception  of  hospital  design, 
its  exterior  appearance  is  of  a large  country  house  with  pro- 
vision for  future  construction  of  game  courts  and  hiking 
paths  through  the  adjoining  woods.  The  building  is  set  on 
a knoll  six  hundred  feet  above  the  Willamette  river,  about 
four  blocks  south  of  the  medical  school  and  four  blocks 
east  of  the  U.  S.  Veterans’  hospital.  Splendid  views  of  the 
river,  city  and  Mount  Hood  can  be  had  from  the  rooms 
of  patients.  The  patients’  rooms  are  decorated  and  fur- 
nished in  the  manner  of  a well-appointed  home.  The  labo- 
ratories, operating  rooms,  treatment  rooms  and  kitchen 
have  been  separated  from  the  quarters  of  the  patients  with 
these  utilities  facing  upon  an  inside  court,  while  the  pa- 
tients’ rooms  face  upon  the  outside.  A feature  of  the  in- 
stitution is  a large  lecture  room,  w'here  patients  are  given 
classroom  instruction  as  to  how  to  care  for  themselves 
after  they  leave  the  hospital.  This  room  is  fitted  also  with 
gymnasium  apparatus  for  setting-up  exercises.  The  bed 
capacity  at  present  is  seventy-five,  while  future  construe- 


92 


EDITORIAL 


Vol.  XXXI.  Xo.  2 


tion  will  add  twenty  beds  to  this  number.  The  hospital 
staff  includes  fourteen  doctors,  all  of  whom  are  members 
of  the  faculty  of  the  University  of  Oregon  Medical  School. 
.\mong  the  group  are  Drs.  X.  \V.  Jones,  Thomas  Joyce, 
F.  B.  Kistner  and  Laurence  Selling. 

Hospital  Celebrates  Birthday.  The  Shriners’  hospital 
for  crippled  children  of  Portland  celebrated  the  seventh 
anniversary  of  its  opening,  January  14.  During  the  seven 
years  the  hospital  has  been  in  operation  1,485  crippled  chil- 
dren have  been  admitted,  2,400  operations  performed  and 
various  types  of  corrective  treatment  afforded.  It  is  a fifty 
bed  capacity  which  employs  seven  graduate  nurses  and  is 
under  superintendency  of  Miss  Letha  Humphrey. 

Eugene  Hospital  has  undertaken  extensive  work  in  re- 
finishing and  repainting.  In  each  of  the  private  rooms  the 
beds  were  finished  in  white  and  soft  greens  and  grays, 
while  cheerful,  suggestive  patterns  of  linoleum  were  placed 
upon  the  floors.  The  walls  were  nicely  decorated  and  new 
curtains  were  hung. 

\'isiT  OF  Psychiatrist.  Dr.  F.  G.  Ebaugh,  professor  of 
psychiatry  of  the  University  of  Colorado  and  associate 
director  of  the  division  of  psychiatric  education  of  the 
national  health  committee  for  mental  hygiene,  arrived  in 
Portland  January  17.  He  remained  for  a few  days  giving 
lectures  before  representative  citizens  and  at  the  medical 
school  relative  to  the  starting  of  a mental  hygiene  pro- 
gram and  the  organization  of  a state  mental  hygiene 
society.  He  was  assisted  in  his  work  by  Dr.  H.  H.  Dixon, 
who  is  a member  of  the  University  of  Oregon  medical 
staff. 

Xew  Deputy  County  Physician.  Dr.  C.  W.  Robins  of 
Eugene  was  named  deputy  county  physician  to  assist 
Dr.  S.  M.  Kerron,  who  is  county  health  officer.  Dr.  Robins 
will  care  for  the  indigent  county  patients,  while  Dr.  Kerron 
will  devote  most  of  his  time  to  holding  school  clinics  and 
promoting  a thorough  county  health  enterprise. 

Dr.  R.  C.  Coffey  of  Portland,  accompanied  by  Mrs. 
Coffey,  sailed  from  Seattle,  December  26,  as  guests  of  Mr. 
and  Mrs.  R.  P.  Butchart  of  Victoria,  B.  C.  They  expect 
to  enjoy  an  extended  tour  of  the  Far  East,  including  a 
visit  with  the  king  and  queen  of  Siam. 

Portland  City  and  County  Medical  Society  held  a 
meeting  January  6.  Dr.  L.  M.  McArthur  of  Portland  dis- 
cussed “Leprosy,  Some  Personal  Observations.”  He  re- 
viewed his  experiences  as  a member  of  the  staff  of  the 
hospital  of  the  leper  colony  on  the  Island  of  Molokai, 
maintained  by  the  territorial  government  of  Hawaii. 

Polk-Vamhill-Marion  Counties  Society,  at  its  meet- 
ing Jan.  7,  elected  Dr.  F.  E.  Brown  of  Salem  president. 
Dr.  G.  B.  Smith  of  Woodburn  was  elected  vice-president 
and  Dr.  W.  \V.  Baum  of  Salem  .secretary-treasurer. 

Weddings.  Dr.  M.  T.  Phy  of  Hot  Lake  was  married  to 
Mrs.  Gladys  R.  Kidwell  of  Baker  on  December  19  at 
Walla  Walla,  Washington.  They  will  make  their  home  at 
Hot  Lake,  where  the  doctor  is  in  charge  of  a sanatorium. 
Dr.  Lewa  Wilkes  of  La  Grande  was  married  to  Cecil  V. 
.Ager  December  26.  Plans  for  the  wedding  came  as  a sur- 
prise to  their  acquaintances.  Dr.  Wilkes  Ager  is  engaged 
in  a specialty  while  Mr.  Ager  is  a photographer. 


WASHINGTON 

Basic  Science  Examination.  The  semiannual  basic  sci- 
ence examination  was  held  in  Seattle  last  month  under  the 
direction  of  the  Department  of  Licenses.  The  class  com- 
prised thirty-three  physicians,  of  whom  thirty  were  suc- 
cessful with  three  failures.  There  were  seven  chiroprac- 
tors, of  whom  two  passed  and  five  failed.  One  of  the 
successful  applicants  was  a negro  who  had  an  average 
grade  of  79.8. 

Annual  Election  of  H.arborview  Hospital.  .At  the  an- 
nual meeting  of  the  consultation  and  attending  staffs  of 
Harborview  Hospital,  Seattle,  January  13,  C.  W.  Sharpies 
was  elected  president;  .A.  T.  Wanamaker,  vice-president; 
R.  J.  O’Shea,  representative  on  the  executive  committee 
of  the  consultation  staff.  O.  .A.  Nelson  was  elected  presi- 
dent, Garner  Wright  vice-president  and  O.  F.  Lamson 
representative  on  the  executive  committee  of  the  attend- 
ing staff.  G.  C.  Miller  was  appointed  physician-in-chief 
and  Donald  Trueblood  surgeon-in-chief.  None  of  the  doc- 
tors appointed  receive  compensation. 

County  Woman’s  Auxiliary.  A meeting  of  wives  of 
Spokane  physicians  was  held  Dec.  10,  1931,  for  the  purpose 
of  forming  a Woman’s  .Auxiliary,  about  seventy-five  being 
present.  Mrs.  H.  J.  Whitacre  of  Tacoma  explained  the 
objects  of  the  organization  and  mentioned  those  existing 
in  King,  Pierce  and  Snohomish  counties.  It  was  voted  to 
establish  such  an  .Auxiliary  and  to  adopt  a constitution 
and  by-laws  modeled  on  those  of  the  national  organiza- 
tion. The  following  officers  were  elected  for  1932:  Presi- 
dent, Mrs.  L.  G.  Gilpatrick;  president-elect,  Mrs.  W.  J. 
Pennock ; first  vice-president,  Mrs.  F.  G.  Sprowl ; second 
vice-president,  Mrs.  J.  R.  Condon;  third  vice-president, 
Mrs.  .A.  .A.  Mathews;  fourth  vice-president,  Mrs.  J.  E. 
Hoyt;  secretary,  Mrs.  C.  W.  Countryman;  corresponding 
secretary,  Mrs.  Glen  Harbison ; treasurer,  Mrs.  Earl  Cur- 
rent. 

Northwest  Hospit.al  .Association  convened  at  Harbor- 
view  Hospital,  Seattle,  January  18,  under  the  presidency 
of  Miss  Caroline  Davis,  superintendent  of  Good  Samaritan 
Hospital  at  Portland.  The  meeting  was  addressed  by  Drs. 
Frederick  Slyfield,  president  of  King  County  Medical  So- 
ciety; J.  T.  Mason,  A'irginia  Mason  Hospital;  C.  W.  Shar- 
pies, superintendent  of  Seattle  General  Hospital,  and  H.  J, 
Whitacre,  president  of  Washington  State  Medical  .Associa- 
tion. 

Stanwood  Gener.al  Hospital  opened  its  doors  to  the 
public  for  inspection  January  9-10.  Dr.  J.  E.  Fales,  as- 
sisted by  Mrs.  Fales  and  a corps  of  nurses,  conducted 
visitors  through  their  modern,  attractive  and  completely 
equipped  new  hospital. 

Superintendent  of  Harborview  Hospital.  Dr.  K.  H. 
\'an  Norman,  formerly  superintendent  of  University  Hos- 
pitals of  Cleveland,  Ohio,  and  a nationally  recognized 
expert  in  hospital  management,  was  named  superintendent 
of  Harborview  Hospital,  Seattle,  by  the  board  of  trustees 
January  19.  He  has  devoted  his  entire  professional  life  to 
hospital  work.  .After  graduating  from  Toronto  University 
in  1904,  he  joined  the  staff  of  the  Johns  Hopkins  Hospital 
at  Baltimore.  He  obtained  leave  of  absence  at  the  outbreak 
of  the  World  W’ar  and  served  four  years  with  the  Cana- 
dian forces,  then  returned  to  his  former  position.  From 
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Johns  Hopkins  Hospital  he  moved  to  Miller  Hospital  at  St. 
Paul  as  superintendent,  his  next  advancement  being  a sim- 
ilar position  at  the  University  Hospitals.  He  will  assume 
his  new  duties  within  a few  weeks,  taking  the  position 
vacated  through  the  resignation  of  Dr.  W.  H.  Corson. 

Washington  State  .Association  of  Public  Health 
Nurses  held  a meeting  in  Tacoma,  January  9.  Miss  Frances 
Norquist  of  Seattle  presided.  Dr.  R.  E.  McPhail  was  the 
featured  speaker  during  the  afternoon  session.  Miss  Hor- 
tense  Hilbert  of  New  York,  who  was  making  a western 
health  survey,  presented  new  viewpoints  at  the  dinner  at 
Hotel  Winthrop. 

Bellingham  Health  Board.  Dr.  W.  C.  Keys  of  Bell- 
ingham will  continue  as  chairman  of  the  city  health  board 
for  the  current  year.  No  action  will  be  taken  on  the  re- 
appointment of  a health  officer  for  the  time  being,  and 
Dr.  I.  W.  Powell,  incumbent,  will  continue  in  that  capacity 
pending  a determination  of  a proposal  to  combine  the 
offices  of  city  and  county  health  officers. 

Washington  State  Graduate  Nurses  Association,  Dis- 
trict No.  3,  held  its  monthly  meeting  at  Tacoma,  January 
4.  The  association  was  addressed  by  Miss  Blanche  W. 
Stevens,  head  of  the  College  of  Puget  Sound  home  eco- 
nomics department,  on  “Colonial  Textiles.” 

Drinker  Respirator.  The  Children’s  Orthopedic  Hos- 
pital of  Seattle  has  taken  pride  in  the  installation  of  their 
new  Drinker  respirator.  The  machine  was  installed  in  the 
hospital  as  a memorial  to  Dr.  Harry  C.  Olmstead,  who 
died  in  Portland  last  October  16  from  infantile  paralysis 
contracted  from  a patient. 

Health  Officer  Reelected.  Dr.  R.  R.  Hendricks,  com- 
missioner of  public  affairs  of  Spokane,  was  reelected  as 
health  officer  of  the  city  health  board  by  the  city  council 
January  15. 

Physician  Established.  Dr.  A.  K.  Harris  of  Camas 
has  become  an  assistant  in  the  office  of  Dr.  D.  C.  Urie. 
He  became  affiliated  with  Dr.  Urie  in  October,  1931,  when 
the  latter  was  ill.  Since  that  time  the  association  has 
become  permanent  and  Dr.  Harris  will  remain  with  his 
family  in  Camas. 

.An  Aged  Physician.  Dr.  J.  F.  Cropp  of  Walla  Walla 
has  been  commented  on  as  the  oldest  practicing  physician 
in  his  community  and  in  the  eastern  part  of  the  state.  He 
graduated  from  Jefferson  Medical  College  of  Philadelphia, 
and  shortly  afterwards  crossed  the  plains  on  horseback, 
finally  settling  in  Walla  Walla  valley.  He  has  been  ener- 
getic in  promoting  the  best  possible  medical  facilities  of 
the  community.  This  year  will  be  his  sixty-fourth  of  actu- 
al practice  and  he  is  looking  forward  confidently  to  many 
more  years  of  practice. 

Dr.  R.  W.  Browne,  formerly  in  charge  of  the  U.  S. 
Veterans’  Hospital  at  Walla  Walla,  left  in  January  for 
New  York  City,  where  he  took  charge  of  a large  veterans’ 
bureau  hospital.  He  has  been  in  the  government  medical 
service  for  over  thirty  years  and  was  attached  to  the 
-American  forces  during  the  w'ar.  He  had  been  at  the  local 
hospital  for  eighteen  months,  succeeding  Dr.  W.  E.  Park. 
His  successor  has  not  been  named  yet. 

Phy'sicians  Injured.  Dr.  A.  M.  Dawson  of  Bellingham 
received  painful  injuries  January  13  when  his  car  was  de- 
molished after  plunging  over  an  embankment.  The  in- 


juries although  painful  proved  to  be  not  of  a serious 
nature.  Dr.  H.  D.  Bell  of  Tacoma  was  seriously  injured 
January  16  in  a head-on  collision  of  automobiles.  His 
chest  was  painfully  bruised  and  almost  crushed  by  being 
thrown  against  the  steering  wheel,  w'hich  broke  under  the 
impact. 

Dr.  L.  D.  Fricks  of  the  United  States  Public  Health 
Service  at  Seattle  was  the  principal  speaker  at  the  lunch- 
eon of  the  Port  Townsend  Chamber  of  Commerce,  Jan- 
uary 6.  He  spoke  on  the  establishment  of  a government 
quarantine  station  at  Port  Townsend  and  on  the  climatic 
advantages  for  such  an  institution  in  this  area. 

Dr.  J.  .a.  Bline  of  Yakima  has  been  residing  in  Cali- 
fornia in  an  effort  to  regain  his  strength,  after  a recent 
illness.  He  combined  the  rest  period  with  that  of  w'ork 
by  taking  a course  at  the  Stanford  Medical  School  and 
visiting  various  medical  clinics  in  the  South. 

Dr.  a.  B.  Murphy'  of  Everett,  addressed  the  noon  meet- 
ing of  the  Lions  Club  December  23.  He  spoke  on  “Visual 
Examination  Treatment  of  the  Air  and  Food  Passages.” 

Dr.  H.  j.  Holte,  formerly  associated  with  Dr.  A.  A. 
Foote  of  Elma,  has  moved  to  Fairfield,  where  he  has 
taken  over  the  offices  of  a physician  who  had  retired  on 
account  of  ill  health. 

Dr.  E.  L.  Goss  has  opened  an  office  in  Montesano. 
Formerly  he  served  in  the  Indian  service  at  Pine  Ridge, 
South  Dakota. 

Elected  Hospital  President.  Dr.  L.  J.  Coberly  of 
Toledo  was  elected  president  of  the  St.  Helens  hospital 
staff  January  11.  

IDAHO 

Hospital  Reaps  Success.  Caribou  County  hospital  of 
Soda  Springs  reported  that  it  not  only  has  been  self  sup- 
porting since  its  erection  in  1925,  but  also  has  made  a 
financial  gain  annually  of  practically  $11,000.  The  county 
auditor  gives  credit  for  much  of  the  institution’s  financial 
success  to  its  superintendent.  Dr.  Ellis  Kackley,  whose 
excellent  management  and  wide  practice  have  done  much  to 
contribute  to  this  success. 


OBITUARIES 

Dr.  Truman  Huff  Holmes,  president  of  the  First  Na- 
tional Bank  of  Bremerton,  Wash.,  and  a pioneer  citizen  of 
nearly  thirty  years  residence,  died  January  7,  aged  65 
years.  He  was  born  at  Hills  Shore,  Ohio,  and  studied  medi- 
cine at  the  University  of  Cincinnati.  Although  in  apparent 
poor  health  for  several  months,  there  was  no  intimation 
that  death  was  near,  it  having  come  as  a surprise  and  a 
shock  to  his  many  friends. 

Dr.  Ethel  L.  Gray'  of  Portland,  aged  65  years,  died 
suddenly  at  her  home  January  12.  She  was  born  on  the 
present  site  of  Longview,  Wash.  She  obtained  a bachelor’s 
degree  from  Pacific  University  in  1887  and  received  her 
medical  training  at  the  Llniversity  of  Oregon,  graduating 
in  1899.  Although  maintaining  an  interest  and  membership 
in  medical  associations,  she  had  not  practiced  actively  for 
some  years. 

Dr.  Samuel  T.  Songer  of  .Ashland,  Ore.,  aged  94  years, 
died  at  his  home  December  25,  1931.  Death  came  suddenly 
after  a happy  day  spent  with  the  members  of  his  family. 
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He  was  one  of  the  best  known  doctors  of  the  Rogue  River 
valley.  He  was  born  in  Xenia,  111.,  where  he  received  bis 
elementary  education  and  later  he  was  graduated  from  the 
Cincinnati  College  of  Medicine,  Cincinnati,  Ohio.  He  came 
to  Ashland  in  1884,  and  for  many  years  he  accepted  the 
leadership  of  pioneer  days  in  medicine  without  complaint. 
He  was  beloved  by  the  hundreds  whom  he  served.  It  was 
not  until  1925  that  he  retired  from  active  practice,  with 
Dr.  E.  A.  Haines  taking  over  his  medical  responsibilities. 


REPORTS  OF  SOCIETY  MEETINGS 

OREGON 

UNION  COUNTY  MEDICAL  SOCIETY 
Pres.,  W.  R.  Ross;  Secty.,  Lewa  Wilkes 

Union  County  Medical  Society  held  its  monthly  meeting 
at  La  Grande,  December  29,  with  Dr.  W.  K.  Ross  in  the 
chair. 

Dr.  C.  L.  Gilstrap  read  a paper  on  “Certain  Types  of 
E.xophthalmic  Goiters.”  Dr.  G.  L.  Biggers  presented  a 
case  report  of  an  interesting  and  unusual  condition  in  a 
hip  fracture  and  Dr.  J.  J.  Haun  reported  a case  of  pri- 
mary carcinoma  of  the  pancreas. 

WASHINGTON 

KING  COUNTY  MEDIC.\L  SOCIETY 
Pres.,  Frederick  Slyfield;  Secty.,  A.  J.  Bowles 

The  annual  meeting  of  King  County  Medical  Society 
was  held  in  the  .Auditorium  of  Medical-Dental  Building, 
Seattle,  Jan.  4,  at  8;  15  p.m.,  President  Frederick  Slyfield 
presiding. 

The  following  applicants  were  elected  to  membership; 
E.  J.  Callow,  G.  G.  Grover,  I.  E.  Kaveney,  J.  N.  Merrick, 
W.  Y.  Muller,  U.  L.  Senecal,  E.  R.  Tifiin,  O.  L.  Zeschin. 

The  following  officers  were  elected  for  the  ensuing  year: 
President,  Frederick  Slyfield;  president-elect,  C.  E.  Gray; 
secretary-treasurer,  W.  Spickard;  trustees,  J.  A.  Ma- 
thews and  E.' B.  Brookbank;  delegates  to  annual  meeting 
of  state  medical  association,  H.  E.  Coe,  A.  J.  Bowles,  C.  E. 
Watts,  T.  E.  Douglas,  Fred  Slyfield,  B.  T.  King,  E.  W. 
Young,  0.  A.  Nelson,  H,  G.  Wright,  A.  T.  Wanamaker, 
and  C.  W.  Sharpies. 

Reports  were  read  by  chairman  of  the  regular  commit- 
tees as  follows:  C.  E.  Watts,  program;  .A.  .A.  Nelson,  leg- 
islative and  economic  relations;  A.  H.  Peacock,  bulletin; 
C.  E.  Gray,  ethics;  W.  S.  Griswold,  library;  J.  A.  Mathews, 
membership;  A.  T.  Wanamaker,  university  extension;  A.  J. 
Bowles  (reported  for  Y.  W.  Spickard)  entertainment;  T. 
M.  Morcum,  publicity  and  emergency  telephone;  Paul 
Whalen,  welfare;  .A.  J.  Bowles,  secretary-treasurer,  and 
Mrs.  E.  .A.  Smart,  telephone  exchange. 

Dr.  E.  C.  Ruge,  superintendent  of  Northern  State  Hos- 
pital at  Sedro-Woolley,  presented  a report  of  this  institu- 
tion. He  described  the  general  management  of  the  hospital 
in  its  relation  to  the  patients.  He  laid  special  stress  on  in- 
dustrial therapy,  which  is  conducted  on  an  extensive  scale 
for  the  purpose  of  improving  the  physical  and  mental  con- 
dition of  patients.  This  has  proved  successful  and  satis- 
factory from  the  standpoint  both  of  the  patients  and  the 
institution.  .A  cordial  invitation  was  extended  to  members 
of  the  medical  profession  and  the  general  public  to  visit 
the  institution  at  any  time  and  observe  all  that  is  done  in 
the  management  of  the  hospital. 


The  Medical  Section  of  the  society  held  a meeting  Jan- 
uary 11,  with  Dr.  D.  H.  Nickson  presiding. 

The  program  consisted  of  a symposium  on  “Diagnosis 
of  Tuberculosis.”  Philipp  Schonwald  introduced  the  sym- 
posium, stating  the  desire  of  the  Tuberculosis  Committee 
to  present  the  salient  points  in  early  recognition  of  the 
disease. 

O.  .A.  Nelson  presented  a paper  on  “Tuberculosis  of  the 
Genitourinary  Tract.”  This  is  almost  invariably  secondary 
to  tuberculosis  elsewhere  in  the  body.  The  patient  has  fre- 
quent urination  and  pyuria.  The  presence  of  bacilli  usually 
occurs  late  in  the  disease.  Infection  of  the  epididymis,  pros- 
tate or  seminal  vesicles  is  diagnosed  only  after  finding  the 
bacilli  or  noting  the  filling  defect  in  the  pyeloureterogram. 
The  disease  cannot  be  entirely  removed  by  surgery  and  is 
dependent  on  treatment  similar  to  that  of  other  parts  of 
the  body. 

C.  F.  Eikenbary  read  a paper  on  “Joint  Tuberculosis.” 
Eighty-five  per  cent  of  all  cases  begin  in  the  first  decade  of 
life.  There  are  pain,  muscle  spasm  and  later  flexion  de- 
formity. The  Mantoux  test  is  valuable,  practically  exclud- 
ing tuberculosis  if  negative.  Radiographic  findings  may 
offer  strong  evidence  of  tuberculosis  but  are  not  patho- 
gnomonic. Injection  of  guinea  pigs  with  recovery  of  the 
organism  is  diagnostic. 

Henry  Odland  read  a paper  on  “Cutaneous  Tuberculo- 
sis.” There  are  two  groups  in  this  infection,  tuberculosis 
cutis,  caused  by  the  tubercle  bacillus  acting  in  the  tissues, 
and  the  tuberculides,  due  to  toxin  circulating  in  the  blood. 
There  was  a discussion  of  lupus  vulgaris,  tuberculosis  ver- 
rucosa cutis,  scrofuloderma  and  tuberculosis  cutis  orificialis. 
The  most  common  type  of  the  tuberculides  is  the  papulo- 
necrotic. 

Torlief  Torland  read  a paper  on  “Gynecologic  Tuber- 
culosis.” Tuberculous  salpingitis  is  present  in  about  10 
per  cent  of  pelvic  inflammatory  conditions.  Its  symptoms 
were  described.  The  disease  is  bilateral  in  more  than 
90  per  cent  of  the  cases.  External  genitals  and  cervical 
tuberculosis  were  discussed.  The  papers  were  discussed  by 
Frederick  Slyfield,  C.  R.  Castlen  and  the  essayist. 

LEWIS  COUNTY  MEDICAL  SOCIETY 
Pres.,  H.  B.  Cravens;  Secty.,  Rush  Banks 

Lewis  County  Medical  Society  met  at  Chehalis  Jan- 
uary 11. 

The  following  officers  were  elected  for  the  ensuing  year: 
L.  G.  Steck  of  Chehalis  was  elected  president;  .A.  E.  Mac- 
Millan, Centralia,  vice-president;  Rush  Banks,  Centralia, 
secretary - treasurer. 

Harry  Feagles  of  Chehalis  reminisced  on  personal  expe- 
riences gained  in  gold  mining  in  .Alaska. 

PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  R.  C.  Schaeffer;  Secty.,  W.  B.  Penney 

The  regular  meeting  of  Pierce  County  Medical  Society 
was  held  in  the  auditorium  in  the  Rhodes  Medical  .Arts 
Building,  Tacoma,  January  12,  R.  C.  Schaeffer  presiding. 
Minutes  of  the  previous  meeting  were  read  and  approved 

A paper  on  “.Asthma  as  an  .Allergic  Disease”  was  read 
by  T.  H.  Duerfeldt.  This  was  a comprehensive  paper,  cov- 
ering the  present  status  of  asthma  as  considered  from  the 
allergic  standpoint.  Discussion  was  by  E.  W.  Janes,  S.  M. 
Creswell,  L.  H.  Hopkins,  G.  E.  Griffith  and  V.  E.  Crowe. 
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Clyde  Magill  read  a paper  on  “Chronic  Prostatitis.”  He 
drew  particular  attention  to  the  role  of  chronic  prostatitis 
in  chronic  diseases  other  than  of  the  prostate,  and  made 
a plea  for  the  early  energetic  treatment  of  these  cases, 
thereby  eliminating  many  unnecessary  operations  later  in 
life.  The  paper  w’as  discussed  by  C.  F.  Engels  and  C.  S. 
Pascoe. 

D.  C.  Bowman  was  elected  to  membership  in  the  society. 

Treasurer’s  report  for  1931  was  read  and  accepted. 

A communication  from  Mayor  Tennant  was  read,  urg- 
ing registration  by  doctors  and  their  families. 

Dr.  Whitacre  announced  that  the  public  health  confer- 
ence, sponsored  by  the  state  medical  association,  would  be 
held  in  Seattle  in  the  Medical-Dental  Building  on  Febru- 
ary 20,  to  be  a conference  of  all  public  health  and  school 
health  officers  of  the  state,  186  in  number. 

H.  G.  Willard  gave  a report  of  the  Business  Bureau  and 
spoke  of  the  collection  service  as  it  is  being  conducted  at 
the  present  time.  

SPOKANE  COUNTY  MEDICAL  SOCIETY 
Pres.,  W.  J.  Pennock;  Secty.,  D.  A.  Palmer 

Spokane  County  Medical  Society  held  its  annual  meet- 
ing at  Spokane  January  14.  The  following  officers  were 
elected  for  the  ensuing  year;  J.  M.  Cunningham,  president; 
E.  M.  Welty,  president-elect;  J.  R.  Condon,  treasurer; 
L.  A.  Parsell,  secretary.  The  Board  of  Censors  include  J.  F. 
Burns,  E.  S.  Jennings  and  S.  E.  Lambert.  The  Board  of 
Trustees  has  two  new  members,  Peter  Reid  and  S.  D. 
Brazeu.  Delegates  to  the  state  convention  are  R.  J.  Sprowl, 
D.  H.  Lewis,  W.  J.  Pennock  and  R.  E.  Rhodehamel.  Alter- 
nates are  C.  M.  Doland,  R.  G.  Andres,  F.  R.  Patton  and 
W.  E.  Grieve.  

PUGET  SOUND  ACADEMY  OF  OPTHALMOLOGY 
AND  OTO-LARYNGOLOGY 
Pres.,  W.  F.  Hoffman;  Secty.,  F.  A.  Brugman 

The  anuual  meeting  of  Puget  Sound  Academy  of  Oph- 
thalmology and  Oto-Laryngology  was  held  in  Tacoma 
January  19. 

\ paper,  entitled  “Sympathectomy  in  Retinitis  Pigmen- 
tosa,” with  lantern  slides,  was  presented  by  Dr.  Ivan 
Glen  Campbell  of  Vancouver,  B.  C. 

The  following  officers  were  elected  to  serve  for  the  en- 
suing year;  John  H.  Harter,  Seattle,  president;  E.  E. 
Maxey,  Seattle,  vice-president;  M.  R.  Waltz,  Seattle,  vice- 
president;  Francis  A.  Brugman,  Seattle,  secretary-treasurer. 


IDAHO 

POCATELLO  MEDICAL  SOCIETY 
Pres.,  O.  F.  Call;  Secty.,  W.  F.  Howard 

A regular  meeting  of  Pocatello  Medical  Society  was  held 
at  St.  .Anthony’s  Mercy  hospital,  Pocatello,  January  7,  at 
7;30  p.m. 

Dr.  C.  F.  Schiltz,  retiring  president,  called  the  meeting 
to  order  and  installed  the  new  president  Dr.  O.  F.  Call, 
who  took  charge  of  the  meeting.  The  minutes  of  the  De- 
cember meeting  were  read  and  approved. 

The  president  appointed  Dr.  R.  J.  Young  as  chairman 
of  the  program  committee  with  Dr.  W.  W.  Brothers  as 
associate  member.  Letter  from  Dr.  G.  W.  States  read  and 
filed. 

The  program  was  devoted  to  laboratory  work  in  its  re- 
lation to  milk,  dairies  and  examinations  at  public  expense 


of  throat  smears  and  other  material  examined  in  the  diag- 
nosis of  contagious  diseases. 

A review  of  milk  and  dairy  examinations  and  conditions 
was  made  by  Mr.  R.  E.  Garrett  of  the  Southern  Idaho 
Laboratories.  Discussion  by  Drs.  Newton,  Raaf,  Roberts, 
Hartvigsen,  Call  and  Clothier.  It  seems  an  opportune  time 
to  improve  the  Pocatello  milk  supply.  It  was  voted  that 
the  president  arrange  a meeting  with  the  mayor,  council 
and  county  commissioners  for  the  consideration  of  this 
public  laboratory  work. 

Drs.  Walter  Whalen,  Richard  P.  Howard  and  D.  C.  Mc- 
Dougall  received  membership  into  the  society. 

Special  meeting  for  the  consideration  of  laboratory  work 
in  relation  to  public  health.  Carlson  Bldg.,  January  12, 
1932.  Invited  visitors  were  the  mayor,  Hon.  T.  C.  Coffin, 
the  council  and  the  county  commissioners. 

Mr.  R.  E.  Garrett  again  discussed  the  examination  of 
the  milk  and  dairies  under  the  headings  of  collection  of 
samples,  bacteria  counts,  examination  of  milkers  and  han- 
dlers, examinations  of  dairies  and  water  supplies,  examina- 
tion of  collected  milk  (at  sources).  General  discussion  fol- 
lowed. 

It  was  voted  that  a committee  be  appointed  by  the 
president  to  make  recommendations  concerning  laboratory 
examinations  to  the  council  and  the  commissioners.  Drs. 
Newton  Pond  and  Brothers  appointed. 
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Edited  by  KENELM  WINSLOW,  M.D. 

Conquering  Arthritis.  By  H.  M.  Margolis,  M.D.  Cloth 
192  pp.  The  Macmillan  Co.,  New  York,  1931. 

This  is  a book  written  for  the  arthritic  patient  with  the 
purpose  of  giving  him  a general  understanding  of  the  dis- 
ease so  that  he  may  not  be  misled  by  quacks,  cults  and 
patent  medicines  into  expecting  any  miraculous  cure.  Also 
that  he  may  understand  that  the  patient  requires  a careful 
historical  review  of  his  case,  as  well  as  a thorough  physical 
examination,  and  that  the  treatment  must  be  an  individual 
one,  depending  upon  the  particular  factors  involved.  The 
writer  emphasizes  in  the  preface  “his  indebtedness  to  Dr. 
Leonard  G.  Rowntree  and  to  Dr.  Phillip  S.  Hench,  of  the 
Mayo  Clinic,”  and,  “much  of  what  is  written  in  this  book 
the  author  learned  through  his  association  with  these  clini- 
cians.” The  work,  then,  may  be  regarded  as  a sort  of 
vicarious  description  of  the  general  routine  practiced  by 
the  above  noted  clinicians  at  Rochester  in  the  care  of  ar- 
thritic patients,  with  presumably  their  official  sanction. 

After  an  historical  review  of  the  antiquity  of  arthritis 
based  on  the  lesions  found  in  Egyptian  mummies,  the 
writer  classifies  chronic  arthritis  very  simply,  as  senescent 
or  degenerative,  static,  metabolic  (gout)  and  infectious. 
He  omits  tuberculous  and  leutic  types,  perhaps  advisedly. 
■Apart  from  static  or  orthopedic  causes  the  infectious  eti- 
ology is  especially  dwelt  upon.  At  Rochester  more  signi- 
ficance is  perhaps  attributed  to  uterine  cervical  infections, 
and  less  to  sinus  disease,  than  elsewhere.  From  statistical 
studies  fewer  remote  focal  infections  from  sinus  disease 
have  been  found  than  is  generally  believed  because  absorp- 
tion from  these  cavities  is  slight  through  lymphatic  and 
vascular  channels. 

Regarding  treatment  by  vaccines  prepared  from  strepto- 
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cocci  in  foci  of  infection,  the  author  remarks  that,  although 
these  “may  be  employed  very  successfully  in  the  treatment 
of  arthritis,  it  is  generally  agreed  that  such  vaccines  are 
not  so  effective  as  the  nonspecific  typhoid  vaccine.”  This 
may  appear  a rather  surprising  statement  to  many  but  it 
accords  with  the  reviewer's  verj-  moderate  e.xperience.  The 
author,  however,  affirms  that  a combination  of  specific  vac- 
cines, prepared  from  foci  of  infection  in  the  patient,  with 
typhoid  vaccine  is  the  preferable  treatment. 

The  matter  of  the  precise  strain  of  streptococcus  that 
is  the  causative  organism  in  chronic  arthritis  is  at  present 
in  dispute,  whether  belonging  to  the  hemolytic  or  viridans 
group.  The  present  tendency  in  many  clinics  is  to  culture 
the  blood  or  joints  in  the  preparation  of  vaccines.  Cecil 
has  secured  as  high  as  68  per  cent  of  positive  blood  cul- 
tures in  chronic  infectious  arthritis.  The  use  of  the  com- 
plement fixation  test,  employed  by  Burbank  and  others, 
is  not  noted,  whereby  the  patient’s  serum  is  tested  against 
various  streptococci  found  in  the  throat,  intestines  and 
elsewhere.  .\ny  person  who  has  previously  had  a strepto- 
coccal infection  of  any  nature  nught  thereafter  possess 
streptococcal  antibodies  in  the  blood  which  would  theo- 
retically render  the  value  of  the  fixation  test  open  to  ques- 
tion. 

Removal  of  infectious  foci,  physical  therapy,  diet,  rest, 
exercise,  massage,  orthopedic  treatment,  etc,  are  considered 
in  detail.  Diathermy  is  regarded  as  simply  a means  of  ob- 
taining heat.  .Altogether  the  author  has  contrived  to  ad- 
mirably combine  scientific  precision  with  lucidity  of  ex- 
pression capable  of  being  understood  by  any  intelligent  lay- 
man. Of  how  much  practical  service  this  will  be  depends 
upon  the  sale  of  the  book  which  is  certainly  an  authori- 
tative and  unbiased  exposition  of  the  subject  and  a worthy 
contribution  to  popular  education.  Win'slow. 

.Allergy  .xxd  .Applied  Immunology.  A Handbook  for 
Physician  and  Patient  on  .Asthma,  Hay  Fever,  Urticaria, 
Eczema,  Migraine  and  Kindred  Manifestations  of  .Allergy. 
By  Warren  T.  Vaughn,  M.D.,  Richmond,  Va.  Illustrated. 
359  pp.  S4.50.  The  C.  A’.  Mosby  Co.,  St.  Louis,  1931. 

This  volume  is  intended  solely  as  a handbook  for  the 
patient  and  net  as  a textbook  for  the  physician.  The  author 
offers  it  as  a nontechnical  presentation  of  the  subject  writ- 
ten for  the  intelligent  layman,  explaining  the  facts  of  al- 
lergy. The  book  is  divided  into  seven  parts,  allergy,  aller- 
gens. diagnosis,  therapy,  prognosis,  the  manifestations  of 
allergx-  and  applied  immunology.  Scattered  throughout  the 
book  are  a list  of  very  instructive  charts  and  numerous 
illustrations  of  various  types  of  pollens  and  allergic  plants. 

The  subject  of  allergy  is  a comparatively  new  one,  al- 
though in  1907  Pirquet  suggested  the  term  as  preferable 
to  anaphvlaxis.  Since  1925  a number  of  books  have  ap- 
peared on  allergic  diseases,  written  by  such  men  as  \ an 
Leeuwen,  Balyeat,  Rackemann,  Rowe,  Coca,  Duke,  Thom- 
as, Coke.  .Alexander,  Low  and  others.  Each  of  these  vol- 
umes covers  the  general  subject,  while  the  respective  writer 
tends  to  stress  the  special  phase  of  the  problem  in  which 
he  is  interested.  The  author  has  planned  this  volume  for 
both  physician  and  layman.  The  reviewer  feels  it  is  en- 
tirely too  technical  and  comprehensive  for  the  average  pa- 
tient. The  author  has  included  an  extensive  bibliography 
for  the  physician  who  wishes  a more  technical  knowledge 
of  the  subject  of  allergy.  The  book  is  interestingly  written 
and  deserves  to  be  read  by  any  one  desiring  information 


on  the  subject.  It  can  be  read  with  profit  by  both  the 
physician  and  layman.  Unis. 


The  .Autonomic  Nervous  System.  By  .Albert  Kuntz, 
Ph.D.,  M.D.,  Professor  of  .Anatomy  in  St.  Louis  University 
School  of  Medicine.  Illustrated  with  70  Engravings.  576  pp. 
S7.00.  Lea  & Febiger,  Philadelphia,  1929. 

The  increasing  realization  of  the  importance  of  the  au- 
tonomic nervous  system  has  stimulated  much  interest  in 
the  pathologic  and  clinical  aspects  of  the  subject.  It  has 
also  created  the  need  for  a practical  treatise  dealing  with 
this  system  in  health  and  disease.  This  need  has  been  met 
in  a practical  way  by  the  present  volume.  In  the  brief 
introduction  the  author  traces  the  history  of  the  several 
terminologies  which  have  been  employed  in  relation  to  the 
autonomic  nervous  system.  Happily,  he  has  chosen  to  em- 
ploy the  Langley  terminologx'  for  this  division  of  the  nerv- 
ous system  and  for  the  classification  of  its  parts.  This,  it 
seems  to  the  reviewer,  is  highly  desirable,  inasmuch  as  it 
will  tend  to  reduce  the  phraseology  relative  to  the  system 
to  a common  usage,  logic  and  priority  notwithstanding. 

The  book  is  composed  of  twenty  chapters,  the  first  five 
of  which  are  devoted  to  general  subjects,  including  the 
morphology  of  the  autonomic  system  and  its  component 
neurones,  central  autonomic  centers  and  conduction  path- 
ways, the  general  physiology  and  the  development  of  the 
system.  The  next  ten  chapters  are  concerned  with  a de- 
tailed and  careful  consideration  of  the  autonomic  innerva- 
tion and  control  of  systems,  and  of  individual  organs. 
These  include  the  heart,  blood  vessels,  respiratory  system, 
digestive  tube,  biliary  system,  glands,  urinary  organs,  sex 
organs,  the  eye  and  skeletal  muscle.  Excellent  illustrations 
accompany  the  text  in  this  part  of  the  book. 

The  last  five  chapters  are  concerned  with  the  pathologic 
and  clinical  aspects  of  the  autonomic  system.  The  clinical 
appeal  of  these  is  indicated  by  their  titles  which  include 
the  pathologx’  and  the  surgery  of  the  autonomic  system, 
visceral  sensibility  and  referred  pain,  vagotonia  and  sym- 
patheticotonia,  and  the  autonomic  nervous  system  in  dis- 
ease. These  chapters  will  be  of  special  interest  and  help  to 
clinicians  who  desire  to  learn  the  rationale  of  many  pro- 
cedures now  being  directed  towards  the  alleviation  of  dis- 
turbances of  the  autonomic  system.  The  chapters  on  “Cen- 
tral -Autonomic  Centers  and  Conduction  Pathways”  and 
“The  -Autonomic  Innervation  of  Skeletal  Muscle”  are  of 
special  interest  because  of  the  newness  of  their  appeal,  and 
because  they  bring  together  a critical  evaluation  of  much 
information  otherwise  to  be  found  only  in  widely-scattered, 
individual  contributions. 

The  bibliography,  which  covers  si.xty  pages  and  is  ar- 
ranged by  chapters,  constitutes  a genuine  source  of  valua- 
ble information  for  those  desiring  to  consult  original  data. 
The  judicious  evaluation  of  the  enormous  literature  rela- 
tive to  the  autonomic  nervous  system  and  the  conciseness 
of  its  presentation  place  this  book  among  those  of  excep- 
tional works.  The  masterly  welding  together  of  so  much 
information  and  placing  it  in  a comprehensible  system  is  a 
service  to  students  of  the  autonomic  nervous  system  which 
deserves  unstinted  commendation.  The  book  will  appeal 
not  only  to  physicians  and  surgeons,  but  also  to  students 
of  anatomy,  physiology,  pharmacodynamics  and  psychology. 

Wheelon. 
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BOOK  REVIEWS 


Stalkers  of  Pestilence.  \ Story  of  Man’s  Ideas  of 
Infection.  By  Wade  W.  Oliver,  M.D.,  Professor  of  Bac- 
teriology, Long  Island  College  Hospital,  etc.  Introduction 
by  Theobald  Smith,  M.D.,  Ph.D.,  Director,  Department  of 
.\nimal  Pathology,  The  Rockefeller  Institute.  Twenty- 
three  Illustrations,  251  pp.,  $3.00.  Paul  B.  Hoeber,  Inc., 
New  York,  1930. 

The  purpose  of  this  book  is  to  trace  briefly  the  historical 
development  of  man’s  ideas  of  the  nature  of  infectious  dis- 
eases. Primitive  man  considered  disease  to  be  an  evil,  ex- 
trahuman spirit  or  the  work  of  an  evil  spirit.  Hippocrates 
was  the  first  to  discard  the  idea  that  disease  was  due  to 
the  gods.  He  dissociated  medicine  for  the  first  time  from 
religion  and  philosophy.  The  author  discusses  the  ideas  of 
many  distinguished  men  to  the  time  of  Galen,  whose  ideas 
prevailed  over  a long  period.  He  enunciated  that  “coc- 
tion”  or  suppuration  is  an  essential  part  of  healing  of  a 
wound.  This  originated  the  idea  of  “laudable  pus,”  which 
error  was  not  dispelled  until  the  time  of  Pasteur  and  Lis- 
ter. During  the  medieval  period  pandemics  raged  of  lep- 
rosy, syphilis  and  Bubonic  plague.  Syphilis  was  attributed 
to  intercourse  of  a leper  with  a prostitute,  poisoning  of 
wells  or  eating  of  human  flesh.  Equally  grotesque  theories 
explained  all  scourges.  Pare,  in  the  sixteenth  century,  con- 
sidered plague  evidence  of  the  wrath  of  God  against  sins, 
idolatries  and  superstition.  Harvey’s  discovery  of  the  blood 
and  the  microscopists  of  the  seventeenth  century  opened 
the  way  to  medical  progress  of  modern  times.  A long  list 
of  discoveries  is  presented,  the  work  of  each  adding  its  part 
to  the  obliteration  of  pestilence.  During  the  eighteenth 
century  the  belief  in  spontaneous  generation  was  universal, 
which  explained  the  presence  of  animalculi  where  no  crea- 
tive agency  was  discoverable.  The  work  of  many  patholo- 
gists is  outlined  until  the  era  of  Virchow,  regarded  as  the 
greatest  pathologist  the  world  has  ever  known.  The  dis- 
coveries of  Pasteur,  Lister,  Koch  and  other  distinguished 
investigators  is  well  known  to  the  present  generation.  This 
volume  presents  an  intensely  interesting  brief  compilation 
of  the  great  discoveries  in  medical  history. 

Physicians’  Manual  of  Birth  Control.  By  Antoinette 
F.  Konikow,  M.D.,  author  of  Voluntary  Motherhood. 
245  pp.  Buchholz  Publishing  Company,  New  York,  1931. 

Whatev'er  may  be  one’s  opinion  concerning  birth  control, 
it  is  practiced  in  one  form  or  another  by  the  great  ma- 
jority of  married  people.  There  have  been  a number  of 
volumes  published  on  this  subject  during  the  last  fifteen 
years.  The  author  covers  the  material  of  other  writers 
with  the  addition  of  her  own  experiences  and  observations. 
Conditions  of  health  are  mentioned  as  indications  for  birth 
control  as  well  as  sociologic  conditions,  such  as  contracep- 
tion does  away  with  abortions,  permits  early  marriages, 
lessens  the  burden  of  motherhood,  induces  happier  sex 
relations,  preserves  woman’s  health  and  prevents  prema- 
ture aging.  Prejudices  against  contraception  are  enumer- 
ated, many  of  which  are  fanciful  and  groundless.  Chapters 
deal  with  methods  of  preventing  entrance  of  spermatozoa 
into  the  vagina,  into  the  uterus  and  their  destruction  after 
entrance  into  the  uterus  or  tube.  The  chief  purpose  of  the 
volume  is  the  description  of  diaphragmatic  and  vault  pes- 
saries with  a discussion  of  the  advantages  and  disad- 
vantages of  each.  The  author  describes  with  illustrations 
the  method  of  introduction  of  the  pessary  both  by  the 
physician  and  the  patient.  The  systematic  use  of  a properly 
fitted  diaphragmatic  pessary  insures  success  with  greater 
certainty  than  with  any  other  procedure.  Every  physician 


is  confronted  more  or  less  regularly  with  inquiries  con- 
cerning contraception.  This  volume  offers  as  complete  in- 
formation on  the  subject  as  one  can  obtain. 

Textbook  of  Histology  for  Medical  and  Dental  Stu- 
dents. By  Eugene  C.  Piette,  M.D.,  Pathologist  and  Direc- 
tor of  the  West  Suburban  Hospital,  Oak  Park,  111.,  etc. 
With  277  Illustrations,  some  in  Color.  466  pp.  $4.50.  F.  A. 
Davis  Company,  Philadelphia,  1931. 

This  textbook  is  primarily  intended  for  medical  and 
dental  students,  presented  in  a short  and  concise  style. 
Throughout  is  used  black  type  for  emphasizing  the  out- 
standing features.  It  includes  both  European  literature  and 
the  works  of  American  authors.  After  presenting  essentials 
of  histologic  technic,  a chapter  is  devoted  to  cytology 
which  discusses  the  cell  in  all  its  phases,  with  numerous 
illustrations.  Then  follows  general  histology  with  five 
chapters,  with  the  bulk  of  the  volume  devoted  to  special 
histology.  General  histology  covers  connective,  muscle  and 
nerve  tissue,  with  a chapter  on  blood  lymph.  The  systems 
of  the  body  include  endocrine,  locomotion,  respiratory, 
digestive,  urinary  and  central  nervous.  Separate  chapters 
describe  the  reticuloendothelium  system  and  the  autonomic 
nervous  system.  Since  histology  is  the  basis  for  the  study 
of  pathology  and  the  other  branches  of  medical  study,  a 
knowledge  of  this  is  essential  for  every  medical  and  dental 
student.  In  this  book  one  finds  the  basic  principles  which 
will  provide  knowledge  for  further  necessary  studies. 

Children  of  the  Covered  Wagon.  A Report  of  the 
Commonwealth  Fund  Child  Health  Demonstration  in  Mar- 
ion County,  Oregon,  1925-1929.  By  Estella  Ford  Warner, 
M.D.,  and  Geddes  Smith.  123  pp.  The  Commonwealth 
Fund,  New  York,  1930. 

This  book  presents  the  results  of  a four-year  period  of 
the  most  complete  Public  Health  Service  which  has  been 
provided  in  rural  Oregon.  It  is  stated  that  Oregon  has  the 
lowest  death  rate  in  babies  and  that  Marion  county  gives 
its  babies  the  best  chances  of  any  in  the  Union.  During 
the  four-year  period,  infant  deaths  in  this  county  per  1,000 
live  births  was  43.3;  for  the  state  of  Oregon  49.2;  United 
States  Registration  .'\rea  69.1.  The  means  of  accomplish- 
ing these  results  are  outlined  in  chapters  dealing  with  sani- 
tation, preventing  epidemics,  guarding  health,  teaching 
health.  Details  of  cost  are  presented  with  a list  of  the  per- 
sonnel for  the  different  divisions  of  the  county  work.  In- 
teresting photographs  illustrate  the  progress  of  the  work 
which  add  to  its  attractiveness. 


Medical  Clinics  of  North  America.  (Issued  serially, 
one  number  every  other  month).  Volume  15,  No.  4.  (Bos- 
ton Number,  January,  1932),  Octavo  of  268  pp.,  with  18 
illustrations.  Per  Clinic  Year,  July,  1931  to  May,  1932. 
Paper,  $12.00;  Cloth.  $16.00  net.  W.  B.  Saunders  Company, 
Philadelphia  and  London.  1932. 

It  this  interesting  volume  of  clinical  reports  from  leading 
internists  of  Boston  many  conditions  of  disease  are  consid- 
ered. \'arious  phases  of  disease  of  the  heart  are  included, 
such  as  malignant  hypertension,  anemia,  pericardial  resec- 
tion and  digitalis  therapy.  Robey  discusses  tonsillectomy 
versus  medical  treatment  of  cases  of  rheumatic  fever.  He 
reports  nine  cases  illustrating  the  fact  that  tonsillectomy 
may  stop  an  attack  of  acute  rheumatism  when  medical 
measures  have  failed.  In  the  presence  of  temperature  it  is 
no  more  dangerous  than  interval  tonsillectomy,  although 
it  should  not  be  done  during  the  existence  of  an  active 
acute  tonsillitis. 
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ACUTE  EMPYEMA* 

Charles  R.  Austrian,  M.D. 

BALTIMORE,  MD. 

Empyema  has  been  recognized  by  clinicians  for 
centuries.  Hippocrates  knew  it,  Paul  of  Aegina 
did  paracenteses  to  withdraw  fluid  but  stopped 
short  of  opening  the  chest  to  drain  it,  Lanfranchi 
in  the  fourteenth  century  operated  for  empyema 
and  Kuster  in  1889  recommended  curative  thora' 
cotomy.  For  decades  information  was  gleaned  con- 
cerning the  cause,  pathology,  clinical  manifesta- 
tions,  course,  treatment  and  mortality  of  acute 
purulent  pleurisy  and  many  data  were  collated. 
By  the  early  part  of  this  century,  it  was  thought 
that  all  phases  of  the  malady  were  understood  more 
or  less  thoroughly.  The  outbreak  of  measles  in  the 
Army  cantonments  in  1917,  and  the  pandemic  of 
influenza  with  the  associated  great  incidence  of 
pneumonia  led  to  a revision  of  many  cherished 
ideas  and  the  experience  of  thoracic  surgeons 
during  the  Great  War  was  followed  by  modifica- 
tions  of  the  therapeutic  procedures  in  vogue  before 
it.  These  three  events  were  responsible  for  contri- 
butions, the  proper  appreciation  of  which  has  led 
in  the  main  to  better  treatment  and  to  a lowered 
mortality  of  the  disease,  but  a misconception  of 
which  has  caused  at  times  a needless  protraction 
of  the  illness  with  resultant  thoracic  deformity, 
pulmonary  and  systemic  dysfunction  or  to  a 

• Read  before  the  Ninth  Annual  Meeting  of  Paciife  Northwest 
Medical  Association,  Seattle  Wash.,  June  25'27,  1951. 


preventable  lethal  outcome.  It  is  because  the 
facts  learned  within  the  last  fifteen  years  have 
not  always  been  evaluated  truly  that  a discus- 
sion of  acute  nontraumatic,  nontuberculous 
empyema  may  be  of  interest. 

Hartwell’s  definition  of  empyema  (1919)  as 
a purulent  exudate  within  the  general  pleural  space, 
excluding  local  collections  of  pus  walled  off  by 
adhesions  as  intrapleural  or  interlobar  abcesses, 
seems  artificial  and  unwarrantedly  restrictive. 
Usage  sanctions,  and  ability  properly  to  correlate 
much  that  has  been  written  on  the  subject  demands 
that  the  term  be  understood  to  include  all  col- 
lections of  purulent  fluid  within  the  pleural  space, 
free  or  loculated.  Doubtless  even  though  correct, 
the  designation  of  turbid  serofibrinous  fluids 
(Graham)  and  of  all  turbid  fluids  containing 
microorganisms  (Major)  as  empyema  has  caused 
confusion  in  the  minds  of  many,  to  whom  because 
of  early  training  the  term  brought  a visualization 
of  thick  pus. 

The  pathogenesis  of  empyema  has  caused  much 
discussion  and  perhaps  no  one  view  can  be 
considered  to  be  established.  The  idea  accepted 
generally,  that  in  most  instances  the  pleura  becomes 
infected  by  the  direct  extension  of  microorganisms 
from  the  lungs,  is  strengthened  by  the  regularity 
with  which  small  amounts  of  serous  exudate 
occur  in  lobar  pneumonia,  but  more  especially 
by  the  valuable  studies  of  William  Snow  Miller 
of  the  lymphatic  circulation  of  the  human  lung. 
Miller  demonstrated  that  there  is  a direct  com- 
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munication  between  the  deep  and  the  super' 
fidal  lymphatics  of  the  lungs,  that  the  flow 
of  lymph  is  toward  the  pleura  in  those  pulmonary 
lymphatics  that  are  situated  within  a few 
millimeters  of  that  membrane,  and  that  this 
pleuralward  flow  is  safeguarded  by  valves  directed 
towards  the  pleura.  He  showed,  further,  that 
when  the  free  flow  of  lymph  towards  the  hilus 
of  the  lung  is  impeded,  the  short  communicating 
branches  that  unite  the  pulmonary  and  the  pleural 
lymphatic  channels  furnish  a new  bypath  for  it. 
The  establishment  of  these  observations  obviates 
any  need  to  assume  that  a retrograde  stream  is 
essential  to  bring  about  a direct  infection  of  the 
pleura  from  one  that  involves  the  lungs.  All  in 
all,  it  seems  more  remarkable  that  empyema  is  not 
always  a complication  of  acute  pulmonary 
infections  rather  than  strange  that  it  occurs  now 
and  again. 

The  foregoing  hypothesis  of  infection  by  direct 
extension  does  not  gainsay  entirely  Moschowitz’s 
view  based  on  studies  at  Camp  Lee  that  the  pleura 
may  be  infected  by  the  rupture  of  small,  subpleural 
abscesses,  a mode  of  pleural  contamination  verified 
in  some  cases  it  is  said  by  the  demonstration  of 
such  a source,  and  suggested  by  the  development 
of  an  irritative  cough,  when  an  empyema  cavity  is 
irrigated  with  Dakin’s  solution  or  when  a pleuro- 
pulmonary  communication  can  be  shown  by  the 
roentgenogram  after  bismuth  has  been  injected  into 
the  bronchial  tree. 

The  localization  of  the  empyema  may  be  deter- 
mined partly  by  the  site  at  which  it  begins  to  de- 
velop. If  the  covering  of  the  convex  lateral  surface 
of  the  lung  is  affected  first,  a general  or  diffuse 
pyothorax  may  develop.  If  the  interlobar  mem- 
brauie  is  the  initial  site  of  invasion,  an  effusion 
between  the  lobes  of  the  lungs  occurs.  If  the 
median  surface  is  involved  primarily,  a median 
localization  is  the  result  and,  if  an  inferior  plane 
is  the  first  part  infected,  a supraphrenic  formation 
of  exudate  follows.  Thus  the  accumulations  of  pus 
within  the  thorax  may  be  diflFuse  or  localized,  in 
pockets  single  or  multiple  but,  owing  to  the  re- 
cumbent position  assumed  generally  by  the  patient, 
the  fluid  is  found  most  frequently  in  the  posterior 
inferior  portion  of  the  chest. 

Just  when  the  effusion  begins  to  assume  clinical 
significance  is  still  uncertain.  Probably  some  small 
serous  outpouring  results  regularly  in  all  cases  of 
pneumonia  but  generally  this  fluid  is  not  infected, 
is  scanty  and  causes  no  symptoms  or  signs.  Now 


and  again,  however,  the  amount  formed  may  be 
sufficiently  large  to  give  rise  to  evidences  of  in- 
creased intrathoracic  pressure  with  the  manifesta- 
tions of  a simple  pleurisy  with  effusion  and  at  a 
subsequent  time,  dependent  probably  upon  the 
virulence  of  the  invading  microorganisms,  early  in 
infections  with  streptococci,  later  if  the  pneu- 
mococcus is  the  invading  parasite,  infection  of  this 
fluid  occurs  and  the  clinical  picture  of  empyema 
results. 

The  specific  bacterial  agent  concerned  in  given 
cases  is  an  important  determinant  of  the  type  of 
exudate,  the  time  of  its  development,  the  evolu- 
tion of  the  infection  and  consequently  of  the 
treatment  to  be  instituted.  As  a general  rule,  to 
which  of  course  there  are  numerous  exceptions, 
it  may  be  said  that  streptococcal  infections  of  the 
pleura  complicating  bronchopneumonic  infections 
of  the  lung  are  characterized  by  a rapid  effusion 
of  thin,  serous  exudates  during  the  active  stage  of 
the  pneumonitis  and  that  such  extravasations  are 
seldom  frankly  purulent.  The  experience  in  the 
Army  cantonments  during  the  epidemic  of  measles 
and  subsequently  during  the  pandemic  of  influenza 
established  this  fact  in  a striking  way.  On  the 
other  hand,  in  the  instances  in  which  the  pneu- 
mococcus is  the  etiologic  agent,  the  exudative  re- 
action of  the  pleura  occurs  more  constantly  at  a 
time  when  the  pneumonic  reaction  is  about  to  or 
has  begun  to  subside,  is  typified  by  a more  abun- 
dant production  of  fibrin  and  of  leucocytes,  the 
fluid  becomes  rapidly  more  definitely  purulent, 
adhesions  form  more  promptly,  encapsulations  of 
the  exudate  develop  almost  immediately  so  that 
portions  of  the  pleural  space  are  walled  off  from 
the  main  area  of  effusion  and  the  mediastinum 
becomes  fixed  relatively  promptly  and  regularly. 

The  mode  of  onset  and  the  symptoms  of  acute 
pyothorax  vary  greatly.  There  is  a variety  that 
arises  apparently  as  an  independent  disease  but 
generally  empyema  occurs  as  a complication  of 
some  infection  of  the  lung  such  as  a lobar  pneu- 
monia, a bronchopneumonia  that  is  primary  or 
that  is  a complication  of  or  a sequel  to  almost  any 
acute  infectious  disease,  especially  influenza,  as  the 
result  of  a pulmonary,  a subphrenic  or  of  a peri- 
nephric abscess,  of  a suppurative  pericarditis  or 
mediastinitis,  or  as  a consequence  of  a penetrating 
wound  of  the  chest  or  of  a pyemia. 

The  clinical  history,  course  and  outcome  of  the 
several  varieties  differ  in  certain  important  respects. 
The  onset  of  the  so-called  primary  type  may  be 
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abrupt  and  similar  to  that  of  an  ordinary  acute 
pleurisy  with  serous  effusion,  although,  as  a rule, 
the  constitutional  symptoms,  febrile  reaction  and 
pain  are  more  severe,  or  it  may  be  insidious  like 
that  which  develops  in  the  course  of  or  as  a sequel 
to  other  pathologic  states.  Now  and  again,  the 
symptoms  and  signs  of  a pleurisy  with  effusion 
develop  and  later  the  clear  fluid  that  is  present 
at  first  becomes  progressively  richer  in  cells  and  in 
fibrin,  more  and  more  turbid,  altered  in  color  and 
consistence  so  that  it  may  be  difficult  to  differen- 
tiate  between  a serofibrinous  and  a purulent  exu' 
date. 

The  empyemata  that  are  due  to  the  pneumococ- 
cus  and  those  that  are  of  streptococcal  origin  have 
more  or  less  distinguishing  characteristics.  Pneu- 
mococcal empyema  is  usually  a late  complication 
or  an  early  sequel  of  lobar  pneumonia,  evidenced 
by  the  frequency  with  which  it  develops  during 
the  stage  of  resolution  of  the  pulmonary  inflam- 
mation and  the  persistence  of  fever,  even  when  the 
signs  of  consolidation  have  disappeared.  In  syn- 
pneumonic  empyema,  the  only  evidences  to  herald 
the  development  of  a purulent  pleurisy  may  be 
tachycardia,  sweats  and  pallor,  increased  dullness 
on  percussion  and  a more  outspoken  leucocytosis, 
whereas  in  the  more  usual  postpneumonic  type, 
high,  constant,  irregular  or  intermittent  fever, 
chills,  sweats,  rapid  pulse  and  an  increase  or  a 
recurrence  of  accelerated  breathing,  pleural  pain, 
loss  of  weight  and  rapidly  developing  clubbing  of 
the  digits  are  noted.  In  both  types,  the  hyper- 
leucocytosis  may  be  of  extreme  grade. 

Streptococcal  empyema,  the  type  that  was  so 
prevalent  in  the  military  and  civilian  population 
during  1918  and  1919,  has  a somewhat  different 
history.  After  a recent  respiratory  infection,  an 
unproductive  cough,  thoracic  pain,  malaise  and 
fever  may  be  considered  due  to  an  influenza.  The 
pulse  may  remain  slow,  but  rapid  breathing  and 
bloody  sputum  may  indicate  the  development  of 
a bronchopneumonia.  Within  a few  days  or  less 
during  the  stage  of  active  inflammation  of  the 
lung,  signs  of  pleural  effusion  may  develop  with 
astonishing  rapidity  or  profuse  sweats  without 
chills,  marked  exhaustion,  polypnea,  leucocytosis 
and  increased  dullness  on  percussion  of  the  thorax 
may  be  the  only  evidences  of  the  complication. 

In  both  types  of  infection  the  rapidity  of  ac- 
cumulation and  the  amount  of  exudate  formed  will 
influence  the  severity  of  the  respiratory  and  of 
the  circulatory  embarrassment.  Generally  a slowly 


increasing  extravasation  of  fluid  occasions  less  dis- 
tress than  does  one  that  develops  rapidly;  a small 
localized  collection  will  be  accompanied  by  fewer 
local  symptoms  than  larger  free  ones.  The  latter 
lead  to  polypnea,  dyspnea  that  may  be  urgent, 
cyanosis  and  circulatory  derangements  consequent 
upon  a rapid  or  extreme  shifting  of  the  heart  and 
of  the  great  vessels.  Bilateral  effusions,  even  when 
not  extensive,  cause  generally  a maximum  distub- 
ance  of  respiration,  whereas  a gradually  increasing 
tinilateral  one  may  be  associated  with  surprisingly 
little  subjective  distress,  and  localized,  encapsulated 
collections  of  fluid  may  be  provocative  of  only 
very  slight  respiratory  symptoms  and  few  thoracic 
signs. 

The  fluid  in  pneumococcal  empyema  is  generally 
thick  yellow,  odorless,  contains  much  fibrin,  many 
polymorphonuclear  leucocytes  and  pneumococci, 
whereas  in  the  streptococcal  type  it  is  usually  thin, 
light  yellow  or  slightly  green,  opalescent  or  only 
slightly  purulent  in  appearance  and  contains  less 
fibrin,  fewer  pus  cells  and  many  encapsulated  cocci 
in  pairs  or  in  chains.  The  abundance  of  fibrin  in 
the  former  explains  the  more  rapid  and  abundant 
formation  of  adhesions  in  this  variety  of  the  dis- 
ease. 

The  physical  signs  of  empyema  may  be  grouped 
as  systematic  and  thoracic.  The  systematic  evidences 
will  vary,  depending  upon  whether  the  complica- 
tion is  synpneumonic  or  postpneumonic.  If  it  is 
the  former,  cyanosis  with  pallor,  sweating,  polyp- 
nea as  well  as  dyspnea,  tachycardia  and  early 
clubbing  of  the  digits  may  be  noted;  if  the  latter, 
cyanosis  and  polypnea  may  be  less  evident.  The 
presence  and  degree,  or  the  absence  of  respiratory 
distress  will  be  contingent  upon  the  presence  or 
absence  of  pneumonia,  the  size  and  location  of  the 
exudate  and,  as  has  been  indicated,  will  be  maxi- 
mum if  the  process  is  a bilateral  one.  The  thor- 
acic signs  will  be  determined  by  the  latter  two 
factors  and  upon  whether  the  fluid  is  free  or  en- 
capsulated. 

Accumulations  of  pus  in  a pleural  space  may 
be  productive  of  the  classic  signs  presented  by 
the  extravasation  of  any  type  of  fluid  there,  (limit- 
ed excursion  of  the  affected  side,  abolition  of  Lit- 
ten’s  phenomenon,  diminution  or  annihilation  of 
vocal  fremitus,  a flat  note  on  percussion,  the  upper 
margin  of  which  shifts  with  a change  of  posture, 
has  a tendency  to  rise  in  the  axilla  (Ellis  curve) 
and  is  surmounted  by  a narrow  band  of  tympany 
(Skodaic  resonance) ; suppression  of  the  breath 
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sounds  or  distant  tubular  respiration,  accompanied 
or  not  by  rales  and  by  a pleural  friction,  broncho' 
phony  over  and  egophony  above  the  flat  areas) . In 
addition,  there  may  be  bulging  of  the  overlying  in- 
terspaces  and  a localized  edema  of  the  thoracic 
wall.  The  heart  and  the  mediastinum  may  be  dis- 
placed toward  the  healthy  side  and  a paravertebral 
triangle  of  dullness  may  be  found. 

A confusing  deviation  from  these  usual  find- 
ings that  is  encountered  requires  emphasis.  It 
happens  not  infrequently  that  the  respiratory  mur- 
mur is  not  suppressed  but  is  transmitted  loudly 
and  is  typically  tubular  in  quality.  These  findings 
together  with  intense  bronchophony  may  be  inter- 
preted to  indicate  that  there  is  a consolidation  jf 
the  lung  only  and  to  exclude  an  effusion  especially 
if,  as  may  be  the  case,  the  mediastinum  is  not  dis- 
located because  it  has  been  fixed  previously  by  ad- 
hesions. Such  changes  may  be  present  even  when 
there  is  no  intrapulmonary  disease.  To  arrive  at 
a proper  interpretation  of  the  evidence,  the  pres- 
ence or  absence  of  a band  of  resonance  along  the 
vertebral  column  on  the  side  of  the  equivocal  signs 
may  be  helpful,  for  Lord  has  shown  that  such  a 
band  of  resonance  is  to  be  found  in  some  cases 
of  lobar  consolidation.  In  every  instance  in  which 
there  is  a doubt  because  of  the  associated  somatic 
manifestations,  a roentgenographic  examination  or 
an  exploratory'  thoracentesis  should  be  made. 

Even  when  subsequent  to  a pneumonia,  there 
are  persisting  irregular  fever,  profuse  sweats,  pal- 
lor, clubbing  of  the  digits  and  hyperleucocytosis, 
and  a pulmonary  source  for  these  disturbances  has 
been  excluded,  the  presence  of  a localized  pleural 
accumulation  of  pus  may  be  difficult  to  determine 
and  may  elude  entirely  the  most  accurate  physical 
examination,  even  when  that  is  supplemented  by 
an  exploratory  tap  and  a roentgenogram.  For- 
tunately, such  cases  occur  rarely  but  most  exper- 
ienced clinicians  can  recall  one  or  more  instances, 
when  clinical  manifestations  led  to  numerous  ex- 
plorations with  a needle  before  the  presence  of  in- 
trathoracic  pus  could  be  proved.  Physical  signs 
may  be  of  little  or  no  aid,  particularly  when  the 
sacculation  lies  deeply  placed  in  an  interlobar  fis- 
sure, in  a median  supradiaphragmatic  position,  near 
the  mediastinum  or  posterior  to  the  heart. 

If  the  encysted  pus  is  in  an  interlobar  fissure, 
the  detection  of  circumscribed  dullness,  suppression 
of  the  breath  sounds  or  distant  tubular  respiration 
and  bronchophony  over  a limited  area  along  the 
course  of  a fissure  may  arrest  attention  and  lead 


to  a correct  opinion.  If  a localized  pyopneumo- 
thorax has  developed  as  a consequence  of  the  rup- 
ture of  the  pocket  into  a bronchus,  dullness  or 
flatness  that  shifts  along  the  line  of  the  division 
between  the  lobes  of  the  lung,  demonstrable  when 
the  position  of  the  patient  is  changed,  and  associ- 
ated cavernous  or  amphoric  breath  sounds,  metallic 
rales  and  pectoriloquy  are  diagnostic. 

The  manifestations  of  a localized  diaphragmatic 
empyema  may  be  confusing  and  difficult  to  analyze 
unless  particular  attention  is  given  to  the  location 
of  the  pain  and  to  the  roentgenographic  changes. 
Such  a localization  is  noted  most  often  when  there 
has  been  a pneumonia  of  a lower  lobe  of  the  lung 
and  the  most  suggestive  evidence  of  it  is  the  ref- 
erence of  the  pain  to  a distant  point.  There  may 
be  spontaneous  abdominal  pain  referred  to  the  up- 
per or  to  the  low'er  quadrants  of  the  abdomen, 
associated  with  tenderness  there,  hyperesthesia  and 
rigidity  of  the  abdominal  wall,  generally  without 
spasm,  so  that  inflammation  of  one  of  the  ab- 
dominal viscera  is  suspected.  In  a large  percentage 
of  these  cases,  the  pain  is  referred  not  downward 
but  to  the  posterior  cervical  region  along  the  bor- 
der of  the  trapezius  muscle  or  over  the  shoulder, 
and  is  associated  with  sharply  localized  tendeme.ss 
on  pressure  and  with  hyperesthesia  there.  In  both 
regions  the  discomfort  is  aggravated  by  respiratory 
effort  and  examination  of  the  chest  may  show 
that  the  diaphragm  is  in  a high  and  fixed  position 
and  the  roentgenogram  wall  show  a deformity  of 
the  diaphragm  and  an  abnormal  shadow  above  it  of 
the  type  to  be  described. 

So-called  pulsating  empyema  or  empyema  neces- 
sitatis is  encountered  only  rarely  and,  w'erc  it  not 
for  the  fact  that  the  pulsating  sw'elling  in  the 
second  or  third  interspace  caused  by  it  appears 
generally  on  the  left  side,  it  might  and  occasionally 
is  thought  mistakenly  to  be  due  to  an  aneurysm 
of  the  ascending  arch  of  the  aorta.  The  associated 
evidences  of  a septic  state  and  the  displacement  of 
the  heart  are  useful  differential  signs. 

To  determine  the  presence  of  an  empyema,  to 
locate  and  to  limit  the  extent  of  it  accurately,  the 
roentgenogram  and  the  fluoroscope  are  of  maxi- 
mum utility.  The  roentgenopraphic  shadow  of 
fluid  that  is  free  in  the  pleural  space  is  of  uni- 
formly deep  density,  the  upper  border  of  it  is 
highest  in  the  posterior  axillary  line,  sloping  down- 
ward to  meet  the  hepatic  and  cardiac  shadows  in 
a way  that  corresponds  to  the  curved  line  of  Ellis 
determined  by  percussion.  This  border  will  be  a 
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I horizontal  one  only  if  there  is  air  also  in  the 

[ pleural  space.  Generally,  unless  the  mediastinum 

i was  fixed  before  the  effusion  occurred,  a disloca' 
tion  of  it  toward  the  sound  side  will  be  visualized. 
,,  Small  accumulations  of  free  fluid  will  be  evidenced 
i first  as  a rule  by  an  obliteration  of  the  costo- 
I phrenic  angle. 

For  the  detection  of  localized  pleural  changes, 
whenever  possible,  the  roentgen-ray  should  be 
thrown  not  only  in  the  anteroposterior  direction, 
but  lateral  and  oblique  penetrations  should  be  car- 
ried out  with  the  patient  in  the  erect  and  in  the 
horizontal  position.  Utilized  thus,  as  Pancoast  has 
indicated,  a supradiaphragmatic,  encapsulated  exu- 
date that  extends  from  the  midline  to  the  thoracic 
wall  may  be  confused  with  a subphrenic  abcess 
because  of  the  elevation  and  fixation  of  the  dia- 
phragm, and  the  differentiation  of  the  one  condi- 
tion from  the  Other  will  depend  upon  the  history 
of  the  patient  or  upon  the  presence  of  a change 
in  the  parenchyma  of  the  juxtaposed  lung.  In  a 
very  exceptional  case  the  diaphragm  may  be  dis- 
located downward  by  such  a purulent  pleurisy. 
If  the  fluid  is  limited  in  its  lateral  extent,  it  will 
be  more  readily  distinguished  from  the  shadow  of 
the  diaphragm. 

A central  collection  of  fluid  may  be  readily  mis- 
interpreted as  an  enlargement  of  the  normal  medi- 
astinal shadow,  although  in  the  former  condition 
the  apex  of  the  abnormal  density  will  be  at  the 
summit  and  the  base  of  it  will  rest  on  the  dia- 
phragm. Such  a finding  on  the  right  side  may 
suggest  a pericardial  effusion,  particularly  if  the 
heart  is  dislocated  towards  the  left,  but  in  this 
event  the  left  border  will  be  shown  by  the  fluoro- 
scope  to  pulsate  more  vigorously  than  the  right 
border  of  the  shadow  which  may  not  pulsate  at 
all.  If  the  shadow  is  on  the  left  side,  it  may  be 
masked  entirely  by  the  heart  and,  if  only  the 
upper  portion  of  the  effusion  is  visualized,  it  may 
be  thought  that  the  descending  aorta  is  dilated. 

An  empyema  encapsulated  in  a fissure  between 
the  lobes  of  a lung  is  localized  most  accurately 
by  a study  of  lateral  and  oblique  views  of  the 
chest.  When  such  a pocket  is  demonstrated  in 
films  that  are  anteroposterior  projections  of  the 
chest,  it  will  appear  as  a rounded  or  as  an  ovoid 
shadow  with  sharply  defined  margins  unlike  that 
caused  by  an  abscess  or  by  an  area  of  consolidated 
lung,  but  it  will  seldom  be  as  nearly  circular  as 
that  caused  by  a cyst.  If  a rupture  has  occurred 
into  bronchus,  the  resultant  pyopneumothorax  may 


be  confused  with  an  abcess  or  with  some  other 
type  of  cavity  but  the  lateral  views  of  such 
changes  are  characteristic,  demonstrating  the  rela- 
tion of  the  pathologic  process  to  the  fissure. 

A differential  diagnosis  demands  primarily  a de- 
termination that  there  is  fluid  in  the  pleural  cavity 
and,  when  this  has  been  established,  the  nature  of 
the  extravasation  may  be  indicated  by  the  associ- 
ated symptoms  and  by  an  exploratory  thoracentesis. 
At  times,  however,  the  signs  may  be  such  that  the 
presence  of  an  empyema  is  unsuspected  and  the 
clinical  disturbances  are  considered  to  be  due  to  a 
pneumonia,  to  a thickened  pleura  complicating 
some  chronic  suppurative  disease  of  the  lungs,  to 
a pericarditis  with  effusion,  to  an  intrathoracic  or 
a mediastinal  tumour,  to  a subphrenic  nephric  or 
perinephric  abscess  or  tumour,  to  an  aneurysm  of 
the  aorta  or  even  to  a peritonitis  with  displace- 
ment of  the  diaphragm. 

Although  generally  the  note  in  pneumonia  is 
not  so  flat  and  the  resistance  appreciated  by  the 
pleximeter  finger  is  not  so  resistant  as  it  is  in  the 
case  of  a pleural  effusion,  and  although  in  the 
former  there  is  usually  an  increased  transmission 
of  the  respiratory  murmur  and  of  the  voice  sounds, 
the  signs  may  be  identical  in  the  two  states  as  in- 
dicated already.  Edema  of  the  thoracic  wall  and 
dislocation  of  the  mediastinal  structures  suggest 
the  presence  of  a purulent  effusion,  but  an  ex- 
ploratory tap  and  a roentgenographic  examination 
may  be  needed  to  establish  the  nature  of  the  ana- 
tomic condition  that  is  present. 

Thickened  pleura,  especially  if  it  is  associated 
with  some  chronic  disease  of  the  lungs,  may  be 
recognized  by  the  retraction  of  the  affected  side, 
the  absence  of  flatness  and  of  a paravertebral  tri- 
angle of  dullness  on  percussion,  and  of  egophony 
on  auscultation  and  by  the  fact  that  if  the  medias- 
tinum is  displaced  at  all,  it  is  drawn  towards  the 
abnormal  side  of  the  chest.  The  roentgenogram 
shows  diffuse  haziness  only  and  a thoracentesis 
yields  no  fluid  but  an  increased  resistance  to  the 
passage  of  the  expiratory  needle  may  be  felt. 

A pericarditis  with  a purulent  effusion  may 
simulate  an  empyema  on  the  left  side,  but  the  dila- 
tion of  the  cervical  veins,  the  more  evident  cyan- 
osis, a degree  of  dyspnea  greater  than  the  abnor- 
mal thoracic  findings  seem  to  warrant,  the  pyri- 
form outline  of  the  flat  area,  the  tympany  at  the 
base  of  the  left  lung  with  subscapular  dullness 
above  it,  the  presence  of  a pericardial  friction  rub 
and  the  faintness  of  the  cardiac  sounds  fortified 
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by  the  fluoroscopically  visible  pulsation  of  the 
right  border  of  the  shadow  and  by  the  convex 
posterior  margin  seen  in  a lateral  roentgenogram 
will  determine  the  pericardial  origin  of  the  abnor' 
mality. 

Intrathoracic  tumours  may  offer  diagnostic  diri 
ficulties  but  the  absence  of  the  symptoms  of  sepsis 
and  the  roentgenographic  evidence  will  generally 
clarify  the  problem  except  when  there  is  a coinci- 
dental secondary  infection.  In  the  latter  contin- 
gency, the  passage  of  time,  bronchoscopy  and 
roentgenography  after  a thoracentesis  has  been 
done  will  be  decisive. 

A subphrenic  or  a perinephric  abcess  may  be 
associated  with  manifestations  so  like  those  of  an 
encapsulated  basal  empyema  that  even  the  most 
skilful  observer  may  be  unable  correctly  to  deter- 
mine which  of  the  two  pathologic  conditions  con- 
fronts him.  If  abdominal  pain  and  vomiting  occur 
because  of  an  empyema,  there  is  often  cervical 
pain  and  tenderness  too,  the  vomitus  is  seldom  or 
never  bloody,  hyperesthesia  of  the  abdominal  wall 
is  more  marked,  deep  tenderness  less,  the  cutan- 
eous reflexes  more  active,  localised  rigidity  and 
spasm  less  evident  than  when  the  pus  is  within  the 
peritoneal  cavity.  If  the  abscess  is  beneath  the 
diaphragm,  Ortner’s  sign,  a shortening  of  the  dis- 
tance between  the  end  of  the  tenth  rib  and  the 
anterior  iliac  spine  due  to  contracture  of  the  mus- 
cles on  the  affected  side  may  be  helpful,  for  in 
pleural  effusisons  this  distance  is  lengthened;  light 
percussion  will  reveal  dullness  at  a higher  level 
than  will  deep  percussion,  and  the  dull  area  may 
be  triangular  with  its  apex  in  the  anterior  or  in 
the  midaxillary  line  and  egophony  will  be  absent. 
The  most  conclusive  evidence  is  furnished  by  an 
exploratory'  puncture  but  this  may  be  unnecessary^ 
if  roentgenography  is  utilized.  The  fluoroscope 
will  show  the  restricted  movement  of  the  high 
diaphragm  and  the  roentgenogram  will  indicate  that 
the  latter  has  been  pushed  upward  by  a mass.  If 
the  subdiaphragmatic  abscess  is  on  the  left  side, 
the  heart  may  be  dislocated  upward  and  not  later- 
alward  as  it  would  be  by  a collection  of  fluid  in 
the  left  side  of  the  thorax. 

The  prognosis  varies  with  the  age  of  the  patient, 
with  the  severity  and  the  course  of  the  primary  in- 
fection, with  the  microorganism  that  is  the  specific 
infecting  agent,  with  the  presence  or  absence  of  com- 
plications and  with  the  timely  institution  of  proper 
treatment.  Infants  before  the  age  of  two  years 
tolerate  the  infection  badly.  In  general,  it  is  true 
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that  the  earlier  in  the  course  of  a pneumonia  an  | 

empyema  develops,  the  more  grave  is  the  outlook 
and  the  development  of  a pericarditis  or  of  an  en- 
docarditis is  a serious  happening.  Unless  there  is 
a preexisting  general  infection,  sepsis  does  not  de- 
velop frequently  after  the  occurrence  of  an  empy- 
ema but  if  it  does  it  is  an  ill  omen. 

Beyond  a doubt,  one  of  the  most  important  ' 
determinants  of  the  outcome  of  a pyothorax  is  the 
way  in  which  it  is  treated.  Time  was,  before  the 
pandemic  of  1918  and  the  Great  War,  that  the  ad- 
monition was  heeded  promptly  to  evacuate  the 
exudate  when  an  empyema  was  discovered  and  un- 
questionably this  resulted  in  conserving  the  func- 
tion of  many  a lung  and  the  saving  of  many  a 
life.  During  and  after  the  epidemic  occurrence 
of  streptoccocal  pneumonia,  postinfluenzal  and 
after  measles,  the  untoward  course  and  the  high 
mortality  that  followed  open  thoracotomy  and  the 
lower  rate  of  death  that  was  noted  when  thoracen- 
tesis alone  was  resorted  to  when  first  the  pleural 
effusion  occurred,  led  to  the  conclusion  that  to 
temporize  in  all  empyemata  was  wise  and  as  a 
consequence,  in  some  instances,  harm  was  done. 

It  seems  safe  still  to  say  that,  when  purulent  fluid 
develops  in  the  chest,  the  more  promptly  it  is 
evacuated  the  better,  provided  the  withdrawal  is 
done  in  a conserv'ative  way  such  as  by  some  form 
of  aspiration. 

What  has  been  said,  for  example,  of  pneumo- 
coccal and  of  streptococcal  empyema  concerning  the  , 
different  chronology  of  their  development  in  re- 
lation to  a pneumonia,  the  character  of  the  exu- 
date, the  tendency  of  it  to  become  encapsulated, 
etc.  makes  it  clear  why  the  treatment  of  acute, 
nontraumatic,  nontuberculous  empyema  must  be 
modified  to  meet  the  needs  of  the  individual  pa- 
tient and  the  particular  conditions  that  exist,  both 
systemic  and  local.  In  practically  every  case,  the 
evidences  of  acute  infection  are  more  or  less  severe 
and  general  measures  are  required  to  overcome  I 

these — rest  in  bed,  an  abundance  of  fresh  air  and 
a liberal  intake  of  fluids,  a high  caloric  diet  to  off- 
set the  accelerated  metabolism,  regulation  of  the  | 
excretory  functions,  digitalization  if  there  is  any  ' 
evidence  of  myocardial  weakness  and  roborant  i 

measures,  supplemented  by  massive  doses  of  iron 
or  by  small  transfusions  if  anemia  is  marked.  So- 
called  stimulants  such  as  the  preparations  of  caf- 
feine, etc.  and  alkalies  are  not  indicated  as  routine 
procedures.  It  is  needless  to  say  that  in  any  case, 
if  there  are  symptoms  referable  to  increased  intra- 
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thoracic  pressure  such  as  urgent  dyspnea,  cyanosis 
and  circulatory  embarrassment,  this  must  be  over- 
come promptly  by  the  aspiration  of  a sufficient 
amount  of  fluid  to  relieve  the  distress.  The  speciffir 
local  treatment  adapted  best  to  remove  the  pleural 
exudate  will  be  determined  in  the  main  by  the 
type  and  the  virulence  of  the  infecting  agent,  for 
the  pathologic  condition,  such  as  the  presence  or 
absence  of  active  inflammation  of  the  lung,  the 
character  of  the  effusion,  the  number  and  the 
density  of  the  adhesions  and  the  consequent  fixa- 
tion of  the  lung  and  of  the  mediastinum  are  deter- 
mined in  a great  measure  by  the  nature  of  the 
reaction  to  a specific  invader. 

It  should  be  manifest  that,  because  more  than 
70  per  cent  of  the  cases  of  pneumococcal  empyema 
develop  after  the  critical  stage  of  the  pneumonia 
has  passed,  because  the  fluid  exudes  slowly,  is 
very  rich  in  fibrin,  is  accompanied  by  a marked 
thickening  of  the  pleural  membrane  and  by  the 
prompt  formation  of  adhesions  which  prevent  col- 
lapse of  the  lung  and  fluttering  of  the  medias- 
tinum, in  this  and  in  similar  cases  of  otiier 
etiology  the  fluid  may  and  should  be  removed 
promptly  after  its  presence  has  been  demonstrated. 
An  unnecessary  delay  in  such  cases  leads  to  chron- 
icity  of  the  infection,  a more  severe  anemia,  the 
development  of  a more  lasting  osteoarthro- 
pathy, a liability  to  permanent  and  more  extensive 
damage  of  the  subjacent  lung  with  the  develop- 
ment of  atalectasis,  fibrosis,  bronchiectasis,  abscess 
or  the  formation  of  a bronchial  fistula,  to  greater 
thoracic  deformity,  to  the  possible  need  of  a sub- 
sequent mutilating  operation  and  to  a higher  mor- 
tality rate. 

It  shall  be  equally  evident  that  because  strep- 
tococcal empyema  tends  to  develop  during  the  time 
when  the  inflammation  of  the  lungs  is  still  in  an 
active  stage,  when  the  vital  capacity  is  low  and  the 
patient  is  gravely  ill,  because  the  fluid  accumulates 
rapidly  in  the  chest,  contains  relatively  little  fibrin 
and  because  the  failure  of  adhesions  to  form 
promptly  permits  collapse  of  the  lung  and  disloca- 
tion of  the  mediastinum,  immediate  removal  of 
the  fluid  may  be  provocative  of  serious  and  even 
of  lethal  consequences.  When  conditions  like  the 
foregoing  obtain,  whatever  may  be  the  etiologic 
microorganism,  the  exudate  helps  to  splint  the 
actively  diseased  lung  and  to  stabilize  the  medi- 
astinum so  that  the  withdrawal  of  it  before  ad- 
hesions form  may  be  followed  by  the  collapse  of 
the  functioning  lung,  thus  increasing  anoxemia 


and  precipitating  the  occurrence  of  a fatal  out- 
come. 

A failure  to  appreciate  these  really  fundamental 
differences  between  the  two  main  groups  of  em- 
pyemata  is  what  has  caused  many  physicians  and 
surgeons  to  insist  that  just  as  the  avoidance  of  the 
early  removal  of  fluid  in  cases  of  streptococcal 
empyema  was  followed  by  better  clinical  results 
and  a lessened  mortality,  so  would  delay  in  the 
removal  of  the  fluid  in  cases  of  empyema  due  to 
the  pneumococcus  have  an  equally  happy  outcome. 
The  foregoing  facts  indicate  the  fallaciousness  of 
this  reasoning  and  indicate  that  the  old  rule  ap- 
plies now  as  before  that,  when  there  is  a post- 
pneumonic  empyema  characterized  by  a thick  exu- 
date and  the  early  formation  of  adhesions,  local 
treatment  should  be  carried  out  promptly. 

Until  approximately  fifteen  years  ago,  the  treat- 
ment of  acute  pyothorax  was  usually  by  incision 
and  drainage,  although  aspiration  of  the  fluid  was 
advocated  and  utilized  sporadically  ever  since  1876, 
when  Hewitt  sponsored  the  employment  of  closed 
drainage.  According  to  Binnie,  Bulau  was  the 
first  to  recommend  drainage  without  permitting 
air  to  enter  the  cavity  but  the  present,  almost 
universal,  advocacy  of  some  method  of  this  type 
dates  from  the  publication  of  Mozingo  in  1918, 
since  when  the  resection  of  one  or  more  ribs  to 
evacuate  the  purulent  material  has  been  employed 
with  decreasing  frequency.  Practically  all  of  the 
recently  sponsored  procedures  have  been  based  on 
the  institution  of  suction  to  obliterate  the  cavity. 
Some  permit  an  ingress  of  air  as  the  fluid  is 
withdrawn,  others  endeavor  to  prevent  the  intro- 
duction of  it.  Mozingo  irrigated  the  pleural  cavity 
with  Dakin’s  solution  introduced  through  the  tro- 
car; Phillips  and  also  Manson  carried  out  the 
same  washing  process  through  a catheter;  Thi- 
ersch utilized  a tube  with  a valve  of  rubber  dam 
that  prevented  the  entrance  of  air  but  permitted 
the  drainage  of  fluid  and  the  escape  of  air;  Harloe 
recommended  repeated  aspirations  through  a cath- 
eter placed  permanently  through  an  intercostal 
space  and  clamped  in  the  intervals  between  the 
withdrawals  of  the  fluid,  or  maintained  constant 
drainage  by  means  of  an  electric  pump;  Major, 
in  1921,  after  aspirating  the  exudate  by  means  of 
a Potain  apparatus,  introduced  into  the  chest  an 
equeous  solution  of  gentian  violet,  and  since  then 
other  antiseptic  solutions  have  been  proposed  as 
a substitute  for  that  dye. 

Collated  data  indicate  that  by  means  of  a com- 
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bination  of  aspiration  of  some  type,  closed  drain- 
age  with  or  without  irrigation  with  a germicidal 
solution,  and  in  exceptional  cases  incision  and 
open  drainage  of  the  cavity  have  reduced  the 
mortality  of  the  disease  in  a striking  fashion  and 
have  all  but  abolished  the  development  of  chronic 
empyema.  Reports  indicate  that  from  eight  to 
thirteen  per  cent  of  acute  cases  can  be  cured  by 
aspiration  alone,  that  from  seventy  to  ninety-five 
per  cent  can  be  cured  by  some  form  of  closed 
drainage  combined  with  irrigations  with  Dakin’s 
solution,  and  that  only  fifteen  to  twenty  per  cent 
require  some  type  of  surgery,  such  as  an  inter- 
costal incision  or  the  resection  of  a rib  to  obliterate 
a persisting  cavity  or  to  heal  a fistula.  The  average 
time  required  to  bring  about  the  complete  oblitera- 
tion of  the  cavity  has  varied  within  wide  limits 
and  the  mortality  has  ranged  between  twenty  and 
tw’o  per  cent,  as  compared  with  seventy  and 
twenty  per  cent  in  the  days  when  open  drainage 
was  the  method  utilized  regularly. 

In  spite  of  the  proved  value  of  the  several 
methods  discussed,  of  the  favorable  results  that 
have  attended  the  adoption  of  them  with  a conse- 
quent shortening  of  the  period  of  disability,  a 
lessened  incidence  of  chronic  infection  and  a lower 
mortality,  each  has  left  something  to  be  desired. 
The  necessity  frequently  to  tap  the  chest,  demand- 
ed by  repeated  thoracenteses  alone  or  combined 
with  the  introduction  of  air,  causes  anxiety  and 
pain  to  the  patient;  the  obstruction  of  a catheter 
or  of  a canula  left  in  situ  for  the  constant  or  the 
intermittent  flow  of  fluid  defeats  oftentimes  the  very 
purpose  for  which  the  drain  was  placed;  leakage 
about  the  tube  may  be  difficult  to  control  and, 
unless  air  is  introduced  from  time  to  time,  the 
reexpansion  of  the  lung  cannot  be  controlled. 

The  method  of  tidal  drainage  devised  by  Hart 
seems  adapted,  theoretically  at  least,  to  overcome 
most  of  these  disadvantages  and  a description  of 
it,  furnished  in  the  main  by  Dr.  George  Finney,  is 
given  in  some  detail  because  in  our  judgement  most 
of  the  so-called  shortcomings  of  the  procedure  can 
be  attributed  to  the  improper  use  of  it. 

In  whatever  surroundings  any  thoracotomy  is 
done,  there  should  be  as  little  bustle  and  excite- 
ment and  as  little  display  of  paraphernalia  as  pos- 
sible. Under  aseptic  conditions,  and  after  the  in- 
jection of  a local  anesthetic  (novacaine)  into  the 
several  layers  of  tissue  and  into  the  pleura,  an  in- 
cision is  made  through  the  skin  preliminary  to  the 
insertion  of  the  trocar.  The  cardinal  determinant 


of  the  site  at  which  the  drainage  is  to  be  estab- 
lished in  this  as  in  every  type  of  thoracotomy  is 
that  the  intrathoracic  orifice  of  the  tube  shall  be 
at  the  most  dependent  part  of  the  cavity.  As  a 
rule,  it  is  well  to  introduce  the  metal  canula  with 
a solid  trocar  that  will  fit  a number  20  French 
catheter,  directly  and  not  tangentially  through  the 
eighth  or  ninth  interspace  between  the  midaxillary 
and  the  posterior  axillary  lines.  The  catheter, 
passed  through  the  canula,  can  then  be  guided  an- 
teriorly or  posteriorly  and  downward,  as  the  need 
may  indicate,  so  that  the  end  of  it  is  in  the  costa- 
phrenic  sulcus  and  so  that  not  more  than  two 
inches  of  the  tube  are  within  the  thorax.  When 
this  procedure  is  adopted,  the  patient  can  assume 
the  recumbent  position,  can  lie  on  the  unaffected 
side  or  sit  more  or  less  upright  in  his  bed  at  will. 

After  the  catheter  has  been  introduced  into  the 
empyema  cavity,  the  apparatus  for  tidal  irrigation 
is  attached  to  it.  This  consists  in  the  main  of  a 
flask  of  normal  salt  solution  for  irrigation  and  a 
reservoir,  into  which  the  pus  and  irrigating  fluid 
may  empty,  as  it  drains  from  the  patient.  At- 
tached to  a pole  at  the  head  of  the  bed,  a flask 
of  normal  salt  solution  is  suspended  above  the 
patient,  and  its  lower  outlet  is  joined  by  three  or 
four  inches  of  rubber  tubing  to  an  ordinary  Mur- 
phy drip-apparatus,  by  means  of  which  the  flow 
of  fluid  can  be  regulated  accurately.  The  Murphy 
drip-apparatus  is  connected  by  a rubber  tube  with 
one  arm  of  a modified  “Y”  tube  and  the  stem  of 
the  “Y”  is  connected  with  the  catheter  which  is 
to  drain  the  empyema  cavity.  Attached  to  the 
other  arm  of  the  “Y”  is  a rubber  tube,  usually 
about  two  feet  in  length,  that  enters  the  reservoir 
at  a point  not  more  than  one  centimeter  above  the 
bottom  of  it.  In  the  mouth  of  this  container  there 
is  a cork  with  two  openings,  through  one  of  which 
there  is  a short  tube,  which  is  an  open  vent;  and 
through  the  other  one  is  a glass  tube,  the  lower 
end  of  which  is  located  about  one-half  of  a centi- 
meter above  the  base  of  the  reservoir  in  such  a way 
that  it  can  function  as  a siphon.  Through  the  latter 
the  pus  and  the  excess  of  saline  solution  can  be 
siphoned  off,  whenever  desired,  into  a container 
on  the  floor,  which  may  then  be  emptied  as  re- 
quired. 

The  arrangement  of  the  apparatus  is  such  that 
fresh  irrigating  fluid  is  delivered  to  a point  eight 
to  ten  centimeters  from  the  cavity  and  contamin- 
ated fluid  can  be  discharged  regularly  from  the 
cavity  through  the  catheter  into  the  reservoir  pro- 
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vided  to  receive  it.  A constant  ebb  and  flow  is 
maintained  by  the  variations  of  intrathoracic  pres- 
sure incident  to  inspiration  and  expiration,  and 
although  it  is  true,  of  course,  that  these  phases  al- 
ternate so  rapidly  that  during  any  single  cycle  no 
large  interchange  of  fluid  occurs  between  the 
cavity  and  the  flask  of  supply  on  the  one  hand, 
or  between  the  cavity  and  the  receiving  apparatus 
on  the  other,  the  constantly  recurring  reversal  of 
the  stream  of  fluid  tends  to  prevent  an  obstruction 
of  the  catheter  by  pus  or  by  fibrin.  Moreover,  any 
increase  of  pressure  within  the  cavity  will  force 
the  contents  of  it  into  the  drainage  reservoir,  and 
thus  constant  free  drainage  will  result. 

After  the  catheter  has  been  inserted  into  the 
empyema  cavity,  it  is  fixed  fimly  to  the  chest  wall 
with  adhesive.  The  tidal  irrigation  apparatus  is 
joined  so  to  the  catheter  that  the  stem  of  the 
modified  “Y”  tube  is  not  more  than  eight  to  ten 
centimeters  from  the  thoracic  wall.  From  the 
reservoir  suspended  at  a height  at  which  the  level 
of  the  fluid  in  it  will  be  approximately  the  same 
as  the  level  of  the  catheter  in  the  cavity,  the  saline 
solution  is  allowed  to  drip  at  the  rate  of  appromi- 
mately  sixty  drops  a minute.  This  adjustment  of 
the  receiving  flask  is  an  important  one,  for  when 
it  is  made,  the  pressure  within  the  cavity  will  be 
equal  to  the  atmospheric  pressure  and  thus,  at  first, 
the  empyema  cavity  will  be  decompressed  slowly. 
For  the  first  five  or  six  days  after  drainage  has 
been  instituted,  the  empyema  cavity  should  be 
thoroughly  flushed  out  at  least  twice  every  twenty- 
four  hours  and  distended  with  normal  saline  solu- 
tion by  allowing  the  solution  to  run  in  rapidly, 
closing  the  outlet  for  a moment,  and  then  cutting 
off  the  intake  and  releasing  the  outflow.  This 
procedure  is  vital  if  tidal  irrigation  drainage  is  to 
accomplish  its  purpose,  for  by  means  of  it  the  ap- 
paratus will  be  made  to  function  freely,  the  peri- 
odic distention  of  the  cavity  will  tend  to  prevent 
an  encapsulation  of  the  pus  or  the  contraction  of 
the  cavity  while  it  is  still  infected,  and  the  changes 
of  the  size  of  the  cavity  can  be  followed  with 
reasonable  accuracy  by  measuring  the  quantity  of 
fluid  it  can  receive. 

On  each  succeeding  day  after  the  second  or 
third  day,  the  level  of  the  reservoir  is  lowered 
from  four  to  six  centimeters  at  a time,  in  order 
to  create  a negative  pressure  within  the  empyema 
cavity,  and  in  this  way  to  facilitate  its  obliteration. 
The  negative  pressure  will  be  measured  in  centi- 
meters of  water  by  the  difference  between  the 


level  of  the  fluid  at  the  intrathoracic  end  of  the 
catheter  and  the  level  of  the  fluid  in  the  receiving 
reservoir.  Inasmuch  as  the  degree  of  the  nega- 
tiv  pressure  may  be  varied  simply  by  lowering  the 
receiving  reservoir  to  any  level  desired,  it  may  be 
modified  sufficiently  to  prevent  the  outflow  of 
fluid  through  bronchi  where  there  is  a bronchial 
fistula  or  even  to  bring  about  adhesion  of  the  fis- 
tulous opening  to  the  thoracic  wall.  When  the 
cavity  has  contracted  so  that  only  the  sinus  tract 
caused  by  the  tube  remains,  the  apparatus  is  dis- 
connected, after  which  not  more  than  two  centi- 
meters of  the  tube  is  withdrawn  from  the  chest  in 
every  twenty-four  hours. 

The  chief  merits  of  this  method  to  commend  it 
are  that: 

1.  The  drainage  of  the  cavity  is  controlled 
readily,  leakage  about  the  tube  occurs  rarely  and 
no  elaborate  dressings  are  required. 

2.  Obstruction  of  the  drainage  tube  is  not 
likely  to  occur  because  of  the  automatic  ebb  and 
flow  of  fluid  through  it  and  the  irrigation  of  the 
pleural  cavity  can  be  carried  on  at  a tension  less 
than  atmospheric  pressure. 

3.  The  formation  of  local  encapsulations  of 
pus  can  be  prevented  by  flushing  the  cavity  with 
fluid  under  positive  pressure  as  often  as  desired. 

4.  The  rate  of  expansion  of  the  lung  can  be 
varied  at  will  by  modifying  the  degree  of  the  posi- 
tive or  negative  pressure  within  the  cavity. 

5.  If  there  is  a bronchial  fistula,  the  closing  of 
it  can  be  hastened  by  increasing  negative  pressure 
and  thus  favoring  the  adhesion  of  the  lung  to  the 
parietal  wall  of  the  chest,  but  this  is  to  be  done 
only  after  the  pleural  infection  has  been  overcome 
and  can  be  accomplished  only  if  air  is  sucked  out 
from  the  thorax  more  rapidly  than  it  is  inhaled. 

The  chief  drawback  of  the  method  i.c  the  con- 
stant and  appraising  care  that  must  be  observed 
throughout  the  time  that  it  is  in  operation  for, 
as  with  all  other  procedures  in  which  closed  drain- 
age of  the  thorax  is  to  be  maintained,  it  is  neces- 
sary to  insure  the  patency  of  the  drain.  With 
tidal  irrigation  this  can  be  done  very  readily,  but 
at  the  same  time  the  operator,  who  is  to  vary  the 
suction  exerted  on  the  cavity  at  one  time  and  the 
positive  pressure  to  distend  it  at  another,  must  be 
mindful  ever  of  what  he  aims  to  do,  namely  to 
avoid  collapsing  the  cavity  too  rapidly  while  active 
infection  remains,  or  to  inflate  it  with  too  much 
pressure  with  consequent  hurtful  effect. 

Hart  has  treated  over  one  hundred  patients  with 
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tidal  drainage  with  a steadily  declining  mortality; 
twelve  of  his  cases  were  two  years  or  younger  and 
of  these  only  one  died. 

Finney  had  only  one  fatal  outcome  in  twenty' 
si.x  cases  and  that  occurred  in  a patient  who  had 
a septicemia  due  to  a hemolytic  streptococcus  be' 
fore  the  treatment  was  instituted.  No  case  of 
chronic  empyema  or  of  osteomyelitis  developed  in 
his  series.  The  average  number  of  days  required 
to  obliterate  the  cavity  was  twenty'three  and 
doubtless  this  could  have  been  shortened  in  some 
cases.  One  patient  was  only  nine  weeks  old  and 
several  w’ere  two  years  of  age. 

Although  without  question  as  favorable  results 
have  been  and  are  obtained  with  other  forms  of 
closed  drainage,  with  or  without  irrigations,  it  has 
seemed  to  the  recorder  that  the  Hart  method  is 
not  only  a more  rational  one  but  it  causes  little 
discomfort  to  the  patient  and  it  insures  a better 
opportunity  to  prevent  and  to  obliterate  succuk' 
tions  of  pus,  to  secure  better  functioning  of  the 
lung  with  less  resultant  deformity  and  with  more 
prompt  cure  of  bronchial  fistulae.  Moreover,  it 
can  be  employed  equally  well  in  infancy  and  in 
adult  life,  and  in  bilateral  as  well  as  in  cases  of 
unilateral  disease.  It  seems  to  be  the  one  type  of 
closed  drainage  that  it  attended  in  infants  younger 
than  two  years  by  results  comparable  to  those  that 
follow  open  thoracotomy.  It  will  be  interesting 
to  learn  if  Felton’s  concentrated  antibody  solution 
fortified  with  optochin  will  enhance  the  utility  of 
this  procedure  in  the  treatment  of  pneumoccal 
empyema.  The  thought  occurs  that  perhaps  this 
may  be  so  because  a known  strength  of  these 
agents  could  be  maintained  of  it.  However,  the 
influence  of  these  medicaments  and  of  others  that 
are  intended  to  act  locally  may  be  prevented  be' 
cause  the  infecting  agents  may  not  be  reached  by 
them.  Antistreptococcal  sera  would  undoubtedly 
be  ineffectual  locally  as  they  are  antitoxic  rather 
than  antibacterial  in  their  action. 

Finally,  in  an  occasional  case  of  empyema,  if 
access  to  a cavity  cannot  be  gained  and  main' 
tained,  or  if  the  location  of  the  pus  is  such  that 
attempted  aspiration  will  be  attended  by  the 
danger  of  carrying  infection  into  the  lung  or  of 
spreading  it  into  the  remainder  of  the  pleura  or 
into  the  abdomen,  the  resection  of  a rib  and  open 
drainage  will  be  necessary  and  should  be  done, 
although  even  in  the  latter  group  it  may  be  avoid' 
ed  sometimes  if  the  course  of  the  needle  is  con' 
trolled  by  the  use  of  the  fluoroscope.  Especially 


in  young  infants  open  drainage  is  to  be  considered 
because  the  mortality  when  that  method  has  been 
utilized  was  lower  than  when  trocar  and  canula 
were  employed. 

If  an  open  thoracotomy  is  done,  the  most  satis' 
factory  results  will  follow  when  there  is  drainage 
from  the  area  that  is  the  low  point  not  only  when 
the  patient  is  erect  but  also  when  he  is  recumbent, 
and  when  proper  respiratory  exercises  are  carried 
out  after  the  operation.  Whatever  the  means  of 
drainage  utilized,  it  should  be  supplemented  by 
good  hygiene,  abundant  diet  and  sunshine  and  the 
tonic  measures  valuable  in  any  regimen  of  upbuild' 
ing. 

However  appraisingly  the  relative  advantages  of 
the  many  methods  proposed  for  the  treatment  of 
empyema  are  weighed,  it  is  clear  that,  when  due 
care  is  exercised  in  estimating  the  individual  prob' 
lem,  the  outcome  will  be  determined  more  by  the 
skill  in  the  utilization  of  one  of  several  methods 
that  it  will  be  dependent  on  the  particular  method 
chosen. 


KIDNEY  FUNCTION 

A BRIEF  REVIEW* 

Tre.\cy  H.  Duerfeldt,  M.  D. 

TACOMA,  WASH. 

We  are  all  somewhat  acquainted  with  the 
changes  found  in  the  kidneys  of  patients  dead 
of  nephritis.  To  understand  the  clinical  picture 
of  nephritis  we  must  consider  how  these  changes 
may  affect  the  physiology  of  the  living  kidney. 
The  purpose  of  this  paper  is  to  review  briefly 
the  important  knowledge  of  normal  kidney  func' 
tion,  adding  such  anatomic  facts  as  seem  necessary. 
This  may  then  serve  as  a basis  for  considering 
the  altered  physiology  as  found  in  nephritis. 

Is  functioning  kidney  tissue  necessary  to  the 
maintaining  of  life?  This  is  the  first  question 
to  be  asked  when  the  physiology  of  any  organ  is 
to  be  studied.  We  have  found  both  experiment' 
ally  and  clinically  that  functioning  kidney  tissue 
is  necessary  to  life.  We  have  also  found  that 
a very  small  part  of  one  kidney  will  carry  the 
normal  load. 

The  kidney  is  an  organ  of  excretion.  Though 
often  suggested,  the  theory  of  an  internal  secre' 
tion  from  the  kidney  has  never  been  established. 
Its  only  firmly  established  function  is  that  of 
excretion.  One  important  function  is  to  main' 
tain  the  water  balance  of  the  body  or  a fluid 

* Read  before  a meeting  of  Tacoma  General  Hospital  Staff,  Tacoma, 
^ash,  September,  1931. 
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equilibrium.  That  is  but  one  part  of  regulating 
and  maintaining  the  blood  plasma,  that  stable 
fluid  medium  of  the  body.  On  the  kidney  falls 
I the  role  of  regulating  and  maintaining  the  re' 
I action  of  the  blood,  since  this  must  not  vary  if 
life  is  to  continue.  The  regulation  of  the  blood 
plasma  includes  the  regulation  of  the  propor' 
tions  in  which  the  various  salts  occur  in  the 
blood  and  the  excretion  of  any  foreign  substances, 
such  as  foreign  proteins  and  drugs. 

Other  functions  include  the  elimination  of 
harmful  substances,  especially  the  products  of 
body  metabolism,  and  any  once  useful  material 
that  has  served  its  purpose,  such  as  some  of  the 
pigments.  Then  the  kidney  must  eliminate  ordin- 
' arily  useful  materials,  if  these  are  present  in  ex' 
cessive  or  harmful  amounts.  All  this  is  carried 
out  by  means  of  a very  selective  method  of  excrc' 
tion.  The  function  of  maintaining  a stable  and 
suitable  fluid  medium  for  the  body  is  one  with 
the  function  of  excretion. 

Study  of  the  urine  and  blood  shows  us  that 
most  of  the  urinary  constituents  are  found  pre' 
formed  in  the  blood  stream.  Thus  the  kidney 
merely  transfers  these  constituents  unchanged, 
although  in  greatly  different  concentrations,  to 
the  urinary  passages.  In  the  case  of  ammonia 
we  find  that  the  kidney  actually  does  form  part 
of  the  amount  excreted  but  the  excretion  seems 
the  important  function.  Also  we  find  that  the 
kidney  forms  hippuric  acid  in  the  process  of 
excreting  any  benzoic  acid  brought  to  it  by 
loosely  adding  a second  substance  always  present 
in  the  blood. 

To  understand  the  details  of  renal  function 
we  must  study  the  structure  of  the  kidney 
and  find  how  the  renal  parenchyma  and  vascular 
system  are  there  related.  The  kidney  is  derived 
embryologically  from  mesoderm  and  differs  also 
from  other  secreting  organs  in  its  peculiar  rela- 
tionship  of  the  blood  supply  to  the  parenchyma 
There  are  probably  four  million  functional  and 
structural  units  of  urinary  function  in  each  nor' 
mal  kidney  (fig.  1).  Each  unit  consists  of  a 
glomerulus  or  renal  corpuscle  associated  with 
a long  twisted  tubule  lined  with  the  epithelial 
cells,  constituting  the  renal  parenchyma.  The 
kidney  is  richly  supplied  with  nerves  from  the 
autonomic  system,  most  if  not  all  of  which 
supply  the  vascular  structures  only.  In  other 
words,  there  are  no  true  secretory  nerves  and  many 
vasomotor  nerves. 


Fig.  1 

The  vascular  system  of  the  glomerulus  consists 
of  an  afferent  artery  or  arteriole  which  branches 
to  form  twenty  or  more  capillary  loops  or  tufts 
which  flow  into  one  efferent  artery  or  arteriole. 
Peculiarly,  the  entire  blood  supply  to  that  tU' 
bulc  associated  with  the  glomerulus  comes  through 
the  efferent  artery  of  the  glomerulus.  This  fact, 
that  the  blood  must  pass  through  the  glomer' 
ulus  to  reach  the  tubule  and  then  only  reaches 
the  tubule  connected  with  that  one  glomerulus, 
indicates  the  correlation  of  function  of  these 
parts  which  are  different  in  structure  but  are 
combined  into  one  definite  unit. 

The  capillary  tufts  in  the  glomerulus  are  closely 
surrounded  by  a layer  of  flattened  epithelial  cells 
called  Bowman’s  capsule,  which  is  the  expanded 
and  invaginated  blind  end  of  the  uriniferous 
tubule.  Here  the  cells  are  very  thin  and  seem 
to  be  best  suited  for  a process  of  filtration  from 
the  capillaries  into  the  lumen  of  the  tubule.  This 
assumption  is  strengthened  when  we  find  there 
is  usually  a smaller  lumen  in  the  efferent  than 
in  the  afferent  artery,  which  seems  to  have  all 
the  nervous  supply.  The  condition  of  reflex 
anuria  in  the  so'called  “urethral  shock”  is  un' 
doubtedly  caused  by  a tetanic  vasoconstriction 
of  these  afferent  arteries  which  prevents  a flow 
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of  blood  through  the  glomeruli  of  sufficient  quan- 
tity to  produce  urine.  The  other  extreme,  easily 
possible  with  such  structural  arrangement,  is  the 
wide  dilatation  of  the  afferent  arteries  so  that 
the  blood  pressure  in  the  capillary  tufts  would  be 
greatly  increased  and  so  favor  more  rapid  fil- 
tration. 

In  the  convoluted  tubules  we  find  the  epithelium 
columnar  in  shape  with  many  granules,  histologic- 
ally like  those  cells  we  know  to  be  secretory  or 
absorptive  in  nature.  The  lack  of  definite  secre- 
tory nerves  supplying  these  cells  would  argue  for 
absorption  as  the  function  of  the  tubule  cells. 
The  unit  of  urine  formation  does  not  include  the 
collecting  tubule  which  has  a mechanical  duty 
similar  to  that  of  the  ureter.  We  must  not  as- 
sume too  much  from  pure  histologic  structure,  so 
let  us  find  out  what  other  evidence  there  is 
to  show  how  the  kidney  unit  functions. 

First,  there  are  the  experiments  of  Richards  and 
Planti  with  the  perfused  rabbit  kidney.  They  found 
that  small  doses  of  adrenalin  decreased  the  blood 
flow  through  the  kidney,  and  at  the  same  time 
increased  its  si2;e,  indicating  that  the  amount  of 
blood  within  the  kidney  ■ was  increased.  This 
would  be  most  easily  explained  by  a constriction 
purely  of  the  efferent  arteries.  They  further 
found  that  at  this  time  of  engorgement  there  was 
an  increased  amount  of  urine  produced.  Since 
conditions  favoring  filtration  were  present  in 
the  glomeruli,  we  may  take  this  as  evidence  of 
formation  of  urine  there  by  filtration. 

Wearh  and  Richards^  have  recently  performed 
a most  ingenious  experiment,  in  which  they  intro- 
duced a very  fine  capillary  pipette  into  the  cap- 
sular space  of  a single  glomerulus  in  the  living 
frog’s  kidney  and  were  able  to  collect  the  fluid 
produced  in  that  glomerulus.  Analysis  of  this 
fluid  revealed  the  presence  of  sugar,  urea  and 
salt  in  approximately  the  same  concentration  as 
they  occur  in  the  blood  plasma,  indicating  that 
the  fluid  had  been  formed  by  a process  of  filtra- 
tion. Then  they  collected  the  bladder  urine 
formed  during  the  same  time  and  found  that 
this  contained  no  sugar  and  under  certain  conditions 
practically  no  salt,  showing  that  these  things  had 
been  removed  from  the  fluid  as  formed  in  the 

1.  Richards,  A.  N.  and  Plant,  O.  H.:  Urine  Formation  in  Pet' 
fused  Kidney,  Influence  of  Alterations  in  Renal  Blood  Pressure  on 
Amount  and  Composition  of  Urine.  Am.  J.  Physiol.  59:144-183, 
Feb.,  1922. 

Ibid:  Urine  Formation  in  Perfused  Kidney,  Influence  of  Adrenalin 
on  Volume  of  Perfused  Kidney.  Am.  J.  Physiol.  59:  184-190,  Feb., 
1922. 

2.  Wearn,  J.  T.  and  Richards,  A.  N.;  Composition  of  Glomeru- 
lar Urine  with  Particular  Reference  to  Problem  of  Reabsorption  in 
Renal  Tubules.  Am.  J.  Physiol.  71:209-227,  Dec.,  1924. 


glomeruli.  This  could  only  be  done  by  re- 
absorption of  these  materials  through  the  tubules. 
It  has  been  found  that  the  kidney  exerts  no  true 
secretory  pressure  but  stops  forming  urine,  when- 
ever the  pressure  within  the  tubules  approaches 
a level  about  30  mm.  of  mercury  lower  than  that 
of  the  blood  within  the  glomerular  capillaries. 

Occasionally  we  find  a patient  with  the  flow 
from  the  bladder  so  obstructed  that  the  ureters 
and  kidney  pelvis  are  dialated  with  urine  under 
pressure  from  the  bladder.  This  back  pressure 
probably  extends  into  the  uriniferous  tubules  and 
kidney  function  may  drop  near  zero  by  the 
raising  of  intracapsular  pressue  to  within  30  mm. 
of  mercury  of  the  blood  pressure  within  the 
capillary  tuft.  If  this  pressure  is  released  by 
proper  drainage  of  the  bladder,  the  kidney  func- 
tion may  return  toward  normal  very  rapidly, 
showing  that  the  decreased  function  was  merely 
due  to  the  back  pressure  or  reflex.  If  nephritis 
has  complicated  the  clinical  picture,  there  will 
not  be  this  spectacular  response  to  bladder  drainage. 
Too  rapid  decompression  of  the  distended  bladder 
may  cause  a reflex  anuria  similar  to  that  caused 
by  “urethral  shock”  which  I just  mentioned. 

These  findings,  along  with  the  deductions  from 
the  anatomic  structure,  has  lead  to  the  acceptance 
of  the  so-called  “modern”  theory  of  urine  forma- 
tion as  advanced  by  Cushny.3  According  to  this 
theory,  the  blood  pressure  in  the  glomerulus,  that 
structure  so  suited  for  filtration,  causes  the  filtra- 
tion of  the  urinary  constituents  from  the  blood 
plasma,  while  an  active  absorption  in  the  tubules 
determines  the  final  composition  of  the  urine. 
Thus  we  have  a physical  type  of  phenomenon, 
that  of  filtration,  at  the  beginning  of  the  unit 
combined  with  the  vital  activity  of  absorption  in 
the  cells  of  the  tubules,  both  of  which  are  nec- 
essary to  form  the  urine.  This  theory  is  in 
accordance  with  clinical  observations,  altboi’gh 
there  are  some  investigators  who  maintain  th 
in  a degree  secretion  must  also  take  place  in  the 
tubules. 

The  filtration  depends  not  only  upon  the  dif- 
ference in  pressure  on  the  two  sides  of  the 
membrane  but  also  on  the  character  of  the  mem- 
brane itself.  This  living  membrane  may  be 
greatly  altered  by  such  things  as  changes  in 
oxygen  supply,  so  that  either  toxins  or  asphyxia 
may  make  it  permeable  to  those  colloidal  aggre- 
gates which  do  not  pass  through  it  normally. 

3.  Cushny,  A.  R. : The  Secretion  of  Urine,  Longmans,  Green  and 
Co.,  London.  (1917) 
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ONE  LITER  OF  URINE  EXCRETED  IN  16  HOURS.  800  LITERS  BLOOD  CONTAINING 
400  LITERS  BLOOD  PLASMA  FLOW  THROUGH  THE  GLOMERUI  IN  THIS  TIME 
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] These  same  colloids  remaining  in 
I the  blood  plasma  exert  an  osmotic 
. pressure  of  2?  to  3?  mm.  of  mer' 
cury  to  resist  the  process  of  filtra- 
tion.  The  rate  of  flow  of  the 
: blood  through  the  glomeruli  also 

influences  the  rate  of  filtration. 

I By  this  filtration  process  there  is 
produced  a fluid  entirely  different 
from  urine  and  this  is  then  sup' 
plied  to  the  tubules.  It  has  been 
estimated  that  in  man  from  1000 
to  1500  liters  of  bloods  irrigate 
the  kidneys  each  twenty-four 
hours.  About  95  per  cent  of  this 
blood  passes  through  the  glomeruli 
and  from  this  is  produced  the  fil- 
trate which  is  finally  concentrated  down  to  the  one 
and  one-half  liters  of  urine  normally  eliminated 
each  day.  For  purposes  of  illustration.,  let  us 
consider  that  one  liter  of  urine  is  produced  in 
exactly  sixteen  hours  and  that  during  this  time 
800  liters  of  blood  pass  through  the  slomcruli. 
From  this  blood  about  four  liters  of  glomerular 
filtrate  are  produced  each  hour,  so  that  in  the 
sixteen  hours  one-sixth  of  all  the  fluid  and  non- 
colloidal  substances  contained  in  the  400  liters 
of  blood  plasma  leaves  the  blood  and  passes  into 
the  capsular  spaces  and  thence  into  the  tubules. 
Some  investigators  would  place  this  amount  at 
seven  liters  per  hour  which  would  probably  mean 
diuresis  in  man. 

Referring  to  this  table  (fig.  2),  we  see,  first,  that 
the  colloids  of  the  blood  plasma  do  not  pass  into 
the  filtrate;  second,  that  the  concentration  of  the 
various  substances  in  the  filtrate  is  identical 
to  that  in  the  plasma;  third,  that  the  greater 
part  of  the  filtrate  is  reabsorbed;  fourth,  that 
the  dextrose  which  is  present  in  the  filtrate  is 
entirely  reabsorbed  and  does  not  appear  in  the 
urine;  fifth,  that  there  is  no  reabsorption  of  the 
urea  and  sulphates,  all  of  these  appearing  in  the 
urine;  and  last,  that  through  the  work  of  the 
kidney  and  more  especially  of  the  tubules,  certain 
of  the  urinary  constituents  are  more  highly 
concentrated  in  the  formation  of  urine  than  are 
others  which  are  found  in  the  same  urine. 

This  last  observation  is  of  utmost  importance, 
for  the  first  clinical  sign  of  kidney  impairment 
is  the  inability  of  the  kidney  to  properly  'on- 
centrate  these  substances.  Moreover,  during  kid- 
ney insufficiency  the  substance  usually  concen- 


trated the  most  by  the  kidney,  namely  urea,  is  the 
one  which  accumulates  first  in  the  blood  stream 
and  should  be  looked  for  when  the  concentration 
test  and  the  phenolsulphonephthalein,  or  P.  S.  P. 
test,  have  given  evidence  of  such  insufficiency. 

To  explain  why  some  substances  are  reabsorbed 
and  others  are  not,  we  must  suppose  that  those 
substances  useful  to  the  body  are  “threshold” 
bodies  and  will  be  reabsorbed  until  the  concen- 
tration of  that  substance  in  the  blood  bathing 
the  epithelial  cells  involved  reaches  a certain 
threshold  or  level.  The  “nonthreshold”  bodies 
are  those  that  are  not  useful  to  the  body  and 
so  are  not  reabsorbed  but  are  concentrated  in  the 
urine  by  the  absorption  of  other  pa’ts  of  the 
filtrate.  Water,  as  well  as  sugar,  is  a thres- 
hold body  and,  when  there  is  a plethora  of  water 
in  the  blood  supplying  the  kidney,  less  of  this 
substance  will  be  reabsorbed  and  a large  amount 
of  dilute  urine  will  result.  The  reabsorption  of 
water  and  of  other  substances  is  influenced  not 
only  by  the  concentration  of  these  substances 
in  the  blood  bathing  the  epithelial  cells,  but  also 
by  the  condition  of  the  cells  themselves,  the 
physical  and  chemical  properties  of  tlie  Huid 
within  the  tubules  and  by  the  rate  of  flow  of 
that  fluid.  The  fluid  produced  by  the  glomeruli 
is  alkaline,  similar  to  the  blood  plasma,  but  the 
urine  is  usually  acid  since  the  alkali  bases  are 
useful  to  the  body  and,  unless  the  concentration 
of  them  in  the  blood  is  above  their  threshold 
level,  they  are  reabsorbed  by  the  tubule  cells, 
making  the  urine  acid. 

How  can  we  explain  the  great  res.=-rve  or 
factor  of  safety  in  the  kidney  which  allows  it 
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to  withstand  such  great  injury  without  clinical 
manifestation  of  renal  impairment?  Probably  this 
is  due  to  the  same  factors  which  permit  the  kid- 
ney to  vary  the  work  possible  under  the  different 
types  of  load.  Richards  discovered  by  micro- 
scopic observation  of  a frog’s  kidney  that  these 
capillaries  were  similar  to  others  in  the  body 
and  did  not  all  work  at  the  same  time,  for  the 
individual  glomerular  tufts  did  not  conduct  blood 
constantly  but  operated  intermittently.  During 
diuresis  many  glomeruli  were  observed  to  be 
open,  so  that  the  capillaries  were  carrying  a rapid 
stream  of  blood;  and  during  a period  when  urine 
formation  was  depressed,  but  few  glomeruli  were 
actually  in  the  blood  circuit  at  one  time. 

This  can  explain  how  the  kidney  varies  its 
work  with  the  needs  of  the  body.  When  a large 
amount  of  water  has  been  taken,  most  of  the 
glomeruli  will  be  active,  a great  amount  of  fil- 
trate will  be  formed  and  it  will  flow  rapidly 
through  the  tubules  to  produce  a large  amount 
of  urine  which  will  have  a low  specific  gravity. 

Conversely,  when  onl}^  a small  amount  of  water 
has  been  taken,  only  a few  glomeruli  will  be 
active  at  one  time  and  these  will  be  active  for  a 
short  time  only,  so  that  the  filtrate  formed  will 
move  but  slowly  through  the  tubules,  allowing  for 
maximum  rcabsorption  so  that  the  urine  produced 
will  be  scanty  but  highly  concentrated. 

When  most  of  these  functioning  units  have 
been  damaged,  and  injury  to  the  glomerulus  or 
to  the  arteriole  damages  the  entire  unit,  the  kid- 
ney loses  this  flexibility.  The  remaining  glom- 
eruli must  operate  continuously  to  perform  the 
work  necessaty.  Continuous  activity  means  that 
the  filtrate  will  flow  through  the  tubules  rapidly 
and  proper  concentration  cannot  take  place.  In 
severe  cases  it  means  that  as  much  urine  will  be 
produced  during  the  night  as  during  the  day. 
Furthermore,  it  means  that  a sudden  increase  in 
the  load  cannot  be  properly  taken  care  of.  Usually 
such  an  increase  in  the  load  is  due  to  added 
products  of  metabolism  in  the  blood  stream,  often 
from  too  high  protein  intake.  Such  an  additional 
load  would  mean  the  accumulation  of  the  urinary 
constituents  in  the  blood  stream,  the  first  to 
accumulate  being  those  most  highly  concentrated 
in  the  normal  formation  of  urine. 

Therefore,  from  a study  of  normal  function 
we  begin  to  realize  how  the  damaged  kidney 
probably  works  and  also  see  that  the  first  sign 
of  impaired  kidney  function  will  be  an  inability 


to  concentrate  the  urinary  constituents  under  con- 
ditions most  favorable  for  such  concentration. 
Also  we  see  why  the  urinary  constituents  do  not 
accumulate  in  the  blood  stream  as  long  as  the 
kidney  can  compensate  by  excreting  the  solids 
in  a larger  amount  of  dilute  urine.  Finally,  we 
see  that  only  certain  of  the  urinary  constituents 
will  accumulate  in  the  blood  stream  when  actual 
kidney  insufficiency  is  present. 


NEPHRITIS* 

W.  J.  Pennock,  M.  D. 

SPOK.\NE,  WASH. 

The  inflammations  of  the  kidney  tissues  includ- 
classified  by  the  internist  under  their  different 
clinical  manifestations  and  by  the  pathologist 
in  accordance  with  his  autopsy  findings.  This 
leads  to  many  and  complicated  classifications, 
with  an  identical  condition  masquerading  under 
several  different  names.  Recently,  I had  a most 
interesting  course  on  nephritis  under  Kollert  in 
Vienna.  During  the  war  he  was  in  charge 
of  a hospital  receiving  nothing  but  nephritic 
patients  and  since  then  has  devoted  his  entire 
time  to  the  study  of  inflammations  of  the  kidney. 
The  most  satisfactory  feature  of  his  course  was  the 
correlation  of  the  pathologic  findings  with  the 
clinical  manifestations  in  the  different  types  of 
nephritis. 

In  this  paper  I will  give  Kollert’s  ideas  on 
this  interesting  subject.  When  a focus  in  the 
body  forms  toxins,  which  circulate  in  the  blood 
stream,  there  is  often  produced  a marked  change 
in  the  capillaries  in  many  parts  of  the  body. 
At  first,  this  is  functional  and  there  is  a gen- 
Later,  if  the  etiologic  factor  remains  active,  a 
permanent  sclerosis  of  the  vessels  results.  The 
spasmodic  contraction  of  the  vessels  raises  the 
blood  pressure.  If  the  circulating  toxins  dis- 
eralized  spasmodic  contraction  of  the  vessels, 
appear  before  the  vessels  are  injured,  the  spasm 
passes,  the  blood  pressure  falls  and  the  patient 
recovers.  If  the  toxin  persists  and  the  vessels 
become  sclerosed,  the  hypertension  remains  stab- 
ilized until  the  tension  finally  falls  from  cardiac 
failure.  The  first  stages  is  functional;  the  second, 
organic. 

The  change  goes  on  in  many  parts  of  the 
vascular  system,  but  may  be  much  more  pro- 

• Read  before  a meeting  of  Nez  Perce  County  Medical  Society, 
Lewiston,  Idaho.  Feb.,  10,  1931. 
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nounced  in  certain  organs  than  in  others.  What 
we  speak  of  as  nephritis  is  a general  disease  of 
the  capillaries  of  the  body  and  the  changes  in 
the  kidney  are  simply  a local  manifestation  of 
a systemic  disease.  The  vascular  system  of  the 
kidney  may  be  either  more  or  less  affected  than 
the  vessels  in  other  organs.  Hypertension  fre^ 
quently  develops  many  days  before  there  is 
any  evidence  of  a nephritis.  Similarly,  the  re^ 
duction  of  the  blood  pressure  is  the  first  sign 
that  a nephritis  will  heal  and  there  is  no  ten' 
dency  to  healing  as  long  as  the  hypertension  per' 
sists.  Again,  the  so'called  nephritic  retinitis  is 
not  due  to  the  kidney  condition  but  both  are  due 
to  a common  focus.  The  retinitis  may  develop 
either  after  or  in  many  cases  before  the  nephritis. 

Inflammatory  degenerations  of  the  kidney  follow 
the  course  of  inflammation  in  any  part  of  the  body : 
(1)  Alteration  in  walls  of  blood  vessels,  (2)  de' 
generation  of  tissues,  (3)  proliferation  of  tissues. 
Every  nephritis  starts  in  the  glomerulus.  The 
first  contact  toxins  make  with  the  kidney  is  in 
the  blood  vessels  of  the  glomerulus. 

Nephritis  may  be  divided  into  six  types,  the 
first  four  being  different  stages  of  one  type. 
(1)  Acute  hemorrhagic  glomerular  nephritis,  (2) 
subacute  hemorrhagic  glomerular  nephritis,  (3) 
chronic  recurrent  glomerular  nephritis,  (4)  neph' 
ritic  contracture,  (5)  scarlet  fever  nephritis, 
(6)  nephrosclerosis. 

I will  discuss  briefly  the  pathologic  changes 
occurring  in  these  different  forms.  In  an  acute 
hemorrhagic  glomerular  nephritis  toxins  in  the 
blood  paraly2;e  the  vasoconstrictor  fibers  and 
hyperemia  results.  The  glomeruli  become  enor' 
mously  swollen,  red  blood  cells  pass  through 
the  walls  of  vessel  and  capsule,  and  appear  in 
the  urine.  Grossly,  the  kidney  is  swollen,  dark 
red  and  its  surface  is  covered  with  minute  bright 
red  spots.  Each  of  these  spots  corresponds  to  an 
inflamed  glomerulus.  As  hyperemia  subsides  de' 
generation  occurs  and  a little  later  proliferation 
begins,  starting  in  Bowman’s  capsule.  In  the 
first  attack  approximately  10  per  cent  of  the 
glomeruli  are  involved.  Usually  the  attack  sub' 
sides  in  a short  time,  the  patient  improves  and  the 
urine  clears. 

Frequently,  a few  weeks  later  hematuria  recurs 
and  the  disease  passes  into  the  stage  of  subacute 
hemorrhagic  glomerular  nephritis.  Examination 
of  the  kidney  at  this  time  shows  that  the  elements 
first  attacked  are  undergoing  proliferation  and 


those  newly  attacked  are  in  a stage  of  active 
hyperemia.  The  exudate  in  Bowman’s  capsule 
organues  and  a scar  forms,  obliterating  the  cap' 
sule.  The  proliferative  process  is  completed  in 
about  six  weeks.  Each  nephron  attacked  is  de' 
stroyed.  If  the  inflammation  in  the  kidney 
is  progressive  more  glomeruli  are  destroyed.  Their 
capsules  become  completely  cicatrized  and  their 
tubules  degenerate  from  disuse. 

This  is  the  stage  of  chronic  recurrent  glom' 
ercular  nephritis.  The  kidney  is  anemic  from 
compression  of  its  vessels  and  is  grossly  the  large 
white  kidney.  If  the  kidney  is  examined  during 
a fresh  attack,  new  glomeruli,  acutely  inflamed, 
show  as  small  red  spots  on  its  white  surface. 
Death  often  occurs  in  this  stage  from  deficiency 
of  kidney  function. 

If  the  patient  lives,  atrophy  of  the  cicatrized 
glomeruli  and  of  the  degenerated  tubules  produce 
the  fourth  state,  nephritic  contracture.  The  kid' 
ney  has  shrunk  to  about  one'third  of  its  normal 
size  and  its  surface  is  covered  by  irregular  depres' 
sions  corresponding  to  the  destroyed  nephrons. 

Scarlet  fever  nephritis  presents  three  distinct 
phases.  During  the  first  four  days  there  is  a 
degenerative  change  in  the  walls  of  the  tub' 
ules,  a nephrosis.  This  is  usually  benign.  The 
second  stage  starts  with  an  acute  inflammation  of 
the  glomeruli.  This  stage  occurs  from  the  tenth 
day  to  the  sixth  week.  There  is  also  a lympho' 
cytic  emigration  into  the  connective  tissue,  a true 
interstitial  nephritis.  If  scar  tissue  results  from 
this  invasion,  contracted  kidney  results. 

Malignant  nephrosclerosis  is  essentially  an  in' 
flammation  of  the  arteries  of  the  kidney,  an  end' 
Lrteritis  with  wall  necrosis.  This  process  may 
occur  in  any  part  of  the  arterial  system  of  the 
kidney.  The  nearer  the  cortex  the  blocking  of 
the  vessels  occurs,  the  more  malignant  the  process. 
The  cortical  arteries  are  end'arteries,  without 
anastomoses  or  collaterals,  and  when  one  of  them 
becomes  impermeable,  atrophy  beyond  that  point 
is  inevitable.  A malignant  nephrosclerosis  in' 
volves  principally  the  terminal  arteries,  and  follow' 
ing  the  atrophy,  kidney  contracture  follows. 

Benign  nephrosclerosis,  on  the  other  hand,  is 
not  an  inflammatory  disease  in  any  part  of  its 
course.  It  is  metabolic  in  origin,  a degeneration, 
and  the  changes  are  at  first  functional,  consisting 
of  a constriction  of  the  vessels  of  the  glomerulus, 
later  becoming  organic  with  the  hyaline  degener' 
ation  of  the  vessel  walls.  These  cases  show  the  so' 


114 


NEPHRITIS- 


■PENNOCK 


Vol.  XXXI,  No.  3 


called  “essential”  hypertension.  Many  organs  are 
simultaneously  undergoing  the  same  change,  heart, 
brain,  pancreas  and  spleen.  It  is  not  a benign 
disease  but  the  kidney  changes  develop  slowly  and 
do  not  produce  death  as  the  changes  are  more  rapid 
in  heart  and  brain. 

Embolization  of  glomeruli  may  produce  a focal 
glomerular  nephritis.  Red  blood  cells  and  albu- 
min are  present  in  the  urine,  but  there  is  no 
hypertension.  This  occurs  as  part  of  a general 
sepsis  as  in  cases  of  malignant  endocarditis. 

Syphilis  produces  interstitial  changes  in  the 
kidney  but  does  not  cause  a glomerular  nephritis. 
Lues  makes  the  kidney  older  than  the  patient’s 
actual  age.  Involution  is  more  rapid  and  the  kid- 
ney looks  like  that  of  a much  older  person.  Fifteen 
per  cent  of  the  cases  of  nephritis  in  Vienna  have 
syphilis  but  they  practically  all  show  foci  of 
infection  which  are  the  more  probable  cause  of  the 
nephritis  and  antiluetic  treatment  does  not  benefit 
the  kidney  condition. 

A word  in  regard  to  the  nephroses.  They  are 
degenerations,  not  inflammations,  and  involve  the 
tubules  only.  No  red  blood  cells  appear  in 
the  urine,  although  the  amount  of  albumin  may 
be  enormous.  The  so-called  “febrile  albuminuria” 
is  due  to  a nephrosis.  A kidney  may  have  neph- 
ritic and  nephrotic  changes  at  the  same  time. 

CLINICAL  CONSIDERATIONS 

Scarlet  fever  is  an  interesting  example  of  neph- 
rosis and  nephritis.  For  the  first  four  days  there 
is  a nephrosis.  This  subsides  quickly  and  for 
several  days  there  is  no  evidence  of  kidney  path- 
ology, although  the  interstitial  changes  have  start- 
ed in  the  first  stage.  After  the  tenth  day  the 
glomerular  nephritis  develops.  The  symptoms 
found  are  those  of,  first,  nephrosis;  second,  neph- 
ritis; third,  contracted  kindney  due  to  the  inter- 
stitial changes.  Any  elevation  of  blood  pressure 
during  a scarlet  fever  practically  always  indicates 
a beginning  nephritis  and  frequently  antedates 
the  urinary  changes. 

Kollert  feels  that  at  any  time  in  a nephritis 
a study  of  the  blood  pressure  is  more  important 
than  examinations  of  the  urine.  For  instance, 
in  an  active  nephritis  a rise  of  blood  pressure 
is  followed  by  increased  blood  in  the  urine,  a drop 
in  blood  pressure  by  a decrease  in  the  hematuria. 
A patient  may  show  a high  blood  pressure,  ab- 
solutely negative  urine  and  die  of  kidney  insuf- 
ficiency. 

In  a hemorrhagic  glomerular  nephritis  the  color 


of  the  urine  is  important.  At  first  bright  red 
and  shining,  it  gradually  becomes  rusty.  If  there 
is  exacerbation  of  the  focal  infection,  the  urine 
becomes  reddish  pink,  this  change  of  color  some- 
times only  lasting  for  a few  hours.  However,  it 
is  most  important  as  it  indicates  a fresh  in- 
vasion of  the  kidney  and  shows  that  the  nephritis 
is  not  healing. 

Bleeding  from  a kidney  may  persist  long  after 
all  other  symptoms  have  disappeared  and  may 
not  be  important.  Sometimes  a “rest  hematuria” 
may  persist  for  years.  This  is  due  to  the  fact 
that  some  small  vessel  has  healed  with  a fault, 
which  allows  the  escape  of  red  blood  cells.  Kollert 
has  followed  some  of  these  cases  for  years  which 
have  apparently  entirely  recovered  from  their 
nephritis  but  still  show  a few  red  blood  cells 
in  the  urine. 

ETIOLOGY 

Focal  infection  is  probably  the  etiologic  factor  in 
all  cases.  In  order  of  importance  the  foci  are: 
(1)  Waldeyer’s  ring,  pharyngeal  tonsil,  lingual 
tonsil  and  lymphoid  tissue  in  pharynx,  (2)  sin- 
uses of  head,  (3)  skin  disease,  as  impetigo  and 
erysipelas,  (4)  pararental.  Lymphoid  pharyngeal 
tissue  is  almost  as  important  as  tonsil.  The  focus 
is  more  important  than  the  kidney  lesion.  While 
the  focus  remains  the  nephritis  cannot  heal.  The 
instant  infection  spreads  to  lymphatics  it  becomes 
dangerous.  Palpation  of  cervical  glands,  the  sub- 
maxillary and  those  back  of  the  sternocleido- 
mastoid often  reveals  their  involvement  in  the 
infection. 

TREATMENT 

In  an  acute  hemorrhagic  glomerular  nephritis 
Kollert  gives  absolutely  no  food  nor  liquids  of  any 
kind  for  the  first  four  days.  As  soon  as  the 
acute  stage  has  passed,  he  seeks  the  focus  of 
infection.  Fifteen  per  cent  of  his  cases  give  no 
history  of  a focus.  He  feels  that  roentgenography 
of  sinuses  is  only  a guide  £is  to  their  condition, 
and  he  does  not  hesitate  to  have  sinuses  punc- 
tured, even  wtih  negative  roentgenographic  find- 
ings, if  the  condition  justifies.  He  feels  it  is 
so  absolutely  necessary  to  find  the  focus  that  he 
is  much  more  radical  than  the  nose  and  throat 
men.  He  found  liquid  pus  and  a pure  culture  of 
pneumococcus  in  the  sphenoid  of  a man  who 
had  nephritis  for  three  years  following  pneumonia. 

Sventy  five  per  cent  of  the  cases  of  hemorrhagic 
glomerular  nephritis,  if  seen  in  the  early  sub- 
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acute  stage,  are  curable.  Cure  depends  upon  the 
treatment  of  the  focus,  either  by  removal  or 
drainage.  Every  case  recovers  with  a permanent 
scar  of  the  kidney.  Kollert  believes  that  the  par- 
adental infections  are  usually  caused  by  bacteria 
of  low  virulence  and  that  nephritis  is  seldom  due 
to  them. 

Is  a case  of  nephritis  progressing?  Is  inflamma- 
tion still  present  or  has  the  kidney  healed?  Nine- 
ty-five per  cent  of  progressive  cases  have  some 
fever.  This  may  be  very  slight  and  only  occur 
occasionally.  If  the  temperature  rises  every  day, 
the  case  is  progressing  rapidly.  Kollert  believes  that 
the  blood  sedimentation  test  is  the  most  important 
guide  as  to  the  progress  of  a case  of  nephritis. 

Inflammatory  changes  in  the  body  increase  the 
fibrinogen  of  the  blood.  The  more  fibrinogen  pre- 
sent, the  shorter  the  sedimentation  time.  The  blood 
is  drawn,  mixed  with  sodium  citrate  and  placed  in 
small  tubes  calibrated  in  millimeters.  Normal  sedi- 
mentation time  is  100-150  minutes.  The  test  is 
modified  if  the  red  cell  count  is  abnormal.  In 
anemias  the  sedimentation  time  is  shorter  and  in 
polycythemias  longer.  As  a kidney  heals  the  sedi- 
mentation time  approaches  normal. 

Kollert  has  found  no  exception.  Three-fourths 
of  his  early  subacute  cases  have  recovered  and 
sedimentation  time  has  remained  normal.  He  be- 
lieves it  is  the  only  way  of  evaluating  the  progress 
of  a case  and,  if  the  sedimentation  time  remain? 
short,  the  case  always  becomes  chronic. 

Paulsen  Medical-Dental  Building. 


Infections  in  Genito-urinary  Tract,  And  Com- 
plications Further  Advances  in  Treatment  Hugh 
H Young,  J.  A.  C.  Colston  and  J.  H.  Hill,  Baltimore 
(journal  A.  M.  A.,  Feb.  27,  1932),  state  that  the  bac- 
teriology of  the  urinary  tract  shows  an  extremely  varied 
flora  and  organisms  of  a wide  range  of  virulence  and 
susceptibility  to  antispetics.  B.  cob  is  inhibited  by 
1-500  000  mercuric  chloride,  whereas  B.  lactis-aerogenes 
is'  not  inhibted  until  the  strength  of  chloride  in  the 
broth  culture  reaches  1:30,000.  The  alkalizing  bacteria 
are  best  combated  by  acids.  The  great  difficulty  of 
eradicating  infections  of  the  genito-urinary  tract  is  due 
to  the  fact  that  the  bacteria  have  usually  penetrated 
deeply  into  the  tissues  and  glands  beyond  the  urinary 
passages.  On  this  account,  injections  and  irrigations 
frequently  fail  to  eradicate  the  infection.  The  use  of 
chemotherapy  and  protein  therapy  have  been  shown  to 
be  of  distinct  value.  A series  of  complicated  gonococ- 
cus infections,  the  cure  of  which  was  greatly  hastened 
by  the  use  of  intravenous  merchurochrome,  is  cited  as 
well  as  the  failures.  Gram-positive  coccus  infections  of 
the  kidneys  and  bladder  are  shown  by  a series  of  cases 
to  have  been  eradicated  by  intravenous  injections  of  neo- 
arsphenamine.  Bacillary  infections  of  the  urinary  tract, 
particularly  the  Aerabacter  group,  have  been  shown  to 
be  especially  resistant,  but  cases  that  have  responded 
favorably  to  intravenous  injections  of  merchurochrome 
are  cited. 


THE  OPERATIVE  TREATMENT  OF 
VESICAL  DIVERTICULA* 

H.  Welland  Howard,  M.  D. 

PORTLAND,  OREGON 

To  say  that  a diverticulum  of  the  bladder  con- 
sists of  a herniation  of  the  mucosa  and  submucosa 
through  a weak  spot  in  the  muscular  investment 
probably  expresses  the  prevailing  opinion  of  its 
nature.  Some  authors^  are  strongly  of  the  opinion 
that  all  diverticula  are  congenital  and  others^  are 
of  the  opinion  that  they  are  largely  acquired 
through  effort  to  overcome  obstruction  at  the  ves- 
ical neck.3  Others  are  of  the  opinion,  and  apparent- 
ly have  been  able  to  demonstrate  it,  that  they  are 
of  dual  origin,  i.  e.,  through  increased  intravesical 
pressure  in  the  presence  of  congenitally  weak  areas 
in  the  muscular  investment.  Joly4  proposes  that 
diverticula  arise  from  supernumerary  ureteral  buds. 
Young  recalls  having  seen  one  develop  under  cysto- 
scopic  observation  through  increase  of  intravesical 
pressure.  Analagous  to  the  course  of  diverticula 
of  the  colon,  the  aperature  may  be  along  some  of 
the  principal  blood  vessels. 

Since  the  advent  of  the  cystoscope,  diverticula  are 
being  observed  fairly  often.  They  are  found  much 
more  frequently  in  the  male,  which  supports  the 
obstructive  theory  of  their  origin.  A definite 
minority  have  been  found  in  women,  in  whom 
the  obstructive  factor,  though  more  difficult  to 
demonstrate,  may  nevertheless  have  been  present. 
Kretchmer^  reports  having  observed  a diverticu- 
lum in  a girl  two  and  one-half  years  old. 
Judd6  and  Scholl  report  a case  of  bilateral  diver- 
ticula in  a five  months  fetus  at  the  Mayo  Clinic. 
Hinman'^,  in  a review  of  the  literature  in  1919, 
found  in  205  cases,  one  under  ten  years;  four 
under  twenty  years;  less  than  10  per  cent  under 
thirty  years  and  one-third  of  the  total  between 
fifty  and  sixty  years.  Thus  one  notes  an  ad- 
mission of  a possible  congenital  factor,  a marked 
increase  with  advanced  age  and  preponderance 
in  the  male. 

* Read  before  the  Fifty-Seventh  Annual  Meeting  of  Oregon  State 
Medical  Society,  Eugene  Ore.,  October  22-24,  1931. 
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Little  was  apparently  known  of  diverticula  of 
the  bladder  prior  to  the  twentieth  century.  Der^ 
meauxS  in  1910  reports  194  cases  observed  at 
necropsy.  Young^  in  1906  found  reports  of  5 
chnical  cases  and  added  3 of  his  own.  Lercheio 
in  1912  found  in  the  literature  14  clinical  cases 
and  added  one  of  his  own.  In  1923  Judd  and 
Scholl  report  in  detail  133  cases  treated  surgically 
in  the  Mayo  Clinic  from  1894  to  1923. 

SYMPTOMS 

Diverticula  of  the  bladder  doubtless  remain 
symptomless  for  long  periods  and  it  is  believed 
that  it  is  the  advent  of  infection  on  account  of 
impaired  drainage  which  makes  such  a case  of 
clinical  concern.  That  the  diverticulum  has  some 
power  expulsion,  which  protects  it  from  infection, 
especially  in  its  early  stages  is  generally  believed. 
After  the  advent  of  cystitis  it  is  probable  that  the 
more  forceful  extrusive  efforts  of  the  bladder 
under  the  stimulus  of  inflammation  bring  out  the 
inherent  weakness  of  the  diverticulum,  which 
then  more  rapidly  dilates. 

The  symptoms,  in  the  main,  embody  two  phen^ 
omena:  (1)  dysuria,  slowness  in  starting,  feeble- 
ness  of  the  stream,  sense  of  incompletion;  (2) 
diurnal  urinary  frequency,  in  marked  contrast 
to  that  of  prostatic  hypertrophy,  which  is  noc- 
turnal in  character.  Owing  to  the  infection  the 
urine  has  some  degree  of  pus  content  and  may 
be  malodorous,  depending  upon  the  character 
of  infection.  In  a word,  the  complaint  is  that 
of  a cystitis,  mild  or  severe,  which  has  not  yielded 
to  the  ordinary  therapeutic  measures. 

The  effect  of  vesical  diverticula,  however,  is 
not  always  confined  to  the  bladder.  By  pressure 
it  may,  according  to  its  location,  compress  the 
urethra  or  the  ureter  with  obvious  effect.  In 
the  former  case  the  evacuation  of  the  bladder 
may  be  wholly  or  partially  interfered  with;  in 
the  latter  varying  degrees  of  stasis  of  urine  in  the 
renal  pelvis  are  brought  about.  Pressure  upon 
the  rectum  was  great  enough  in  one  case  observed 
at  the  Multnomah  County  Hospital  to  cause  ul- 
ceration through  its  wall,  with  the  establishment 
of  a vesicorectal  fistula. 

DIAGNOSIS 

In  most  instances  the  orifice  of  the  diverticulum 
can  be  observed  through  the  cystoscope  and  is 
characterized  by  an  apparent  depth.  A richness 

8.  Dermeaux:  Young’s  Practice  of  Urology,  1926. 

9.  Young.  H.  H.:  Young’s  Practice  of  Urology,  1926. 

10.  Lerche,  W.:  Surgical  Treatment  of  Diverticula  of  the  Urinary 
Bladder.  Am.  Surg.  155:285-304,  Feb.,  1912. 

11.  Judd.  E.  S.  and  School,  A.  J.:  Diverticulum  of  the  Urinary 
Bladder,  S.,  G.  and  O,  38:14-26,  Jan. 


of  blood  supply,  depending  upon  the  size  of  the 
sac,  is  seen  to  enter  over  the  edge.  Confirmation 
and  additional  information  as  to  size  and  shape 
are  yielded  by  cystograms.  With  the  bladder 
open  the  orifice  is  readily  palpable,  as  a rule. 

PATHOLOGY 

The  bladder  wall  is  generally  quite  markedly 
thickened,  a muscular  hypertrophy  due  to  over- 
work. The  cavity  may  be  smaller  than  normal. 
Evidence  of  chronic  inflammation  is  present  in  all 
structures,  owing  to  infection.  The  sac  is  very 
variable  in  size  and  may  be  multiple.  The  vesical 
orifice  is  usually  obstructed  by  lesions  of  the 
prostrate. 

TREATMENT 

It  would  probably  be  well  if  appropriate  treat- 
ment were  instituted  in  symptomless  cases  of 
diverticulosis,  if  such  might  be  observed,  which  of 
course  is  seldom.  In  vesical  diverticulosis  we  are 
dealing  with  two  major  factors:  (1)  vesical  out- 
let obstruction,  and  (2)  the  diverticulum  itself. 
Clinical  experience  records  many  cases  apparently 
cured  by  the  establishment  of  a free  vesical  outlet; 
it  also  records  only  partial  success  by  such  a 
measure.  By  far  the  best  results  follow  appropri- 
ate dealing  with  both  factors.  Palliative  measures, 
such  as  enlargement  of  the  orifice  of  the  diver- 
ticulum or  the  establishment  of  temporary  drain- 
age, though  much  tried,  have  been  of  little  avail. 
Nothing  short  of  total  excision  of  the  sac  has 
been  wholly  satisfactory. 

Successful  excision  of  vesical  diverticula  is 
of  only  recent  date  and  begins  with  the  case  of 
Young  in  1904.  He  performed  the  operation 
intravesically  and  according  to  his  textbook 
subsequently  favored  this  approach,  probably  on 
account  of  the  fatal  issue  at  an  earlier  date  of  a 
case  of  Pagenstecker’s  due  to  spread  of  infection 
to  the  pelvic  tissue  attending  the  extravesica  1 
approach. 

Young,  Lerche,  Lower  and  Higgens,  on  account 
of  the  impossibility  of  freeing  the  sac  at  times 
from  the  surrounding  structures  by  the  intravesi- 
cal route,  have  resorted  successfully  to  the  extra- 
vesical  isolation  of  the  sac,  aided  as  a rule  by 
packing  or  the  inserted  finger  which  has  the 
effect  of  converting  the  sac  into  a solid  body. 

Facts  are  that  but  for  the  difficulty  of  safely 
separating  the  sac  from  the  surrounding  structures, 
especially  in  large  ones  in  old  cases,  the  intraves- 
ical route  is  the  method  of  choice  on  account  of 
the  avoidance  of  the  spread  of  infection  and 
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proach. 

The  instrument  which  I present  today,  I be- 
lieve, by  its  unique  features  renders  the  intra- 
vesical approach  safe  and  effective  under  all 
conditions  likely  to  be  met.  I have  named  it  the 
diverticuleve  because  in  its  use  it  has  the  effect 
of  elevating  the  diverticulum  into  a more  favorable 
position  for  dissection  (fig.  1). 

In  the  performance  of  the  operation  it  is 
first  necessary  to  secure  good  visualization  of 
the  interior  of  the  bladder.  The  orifice  of  the 
diverticulum  is  identified  and  seized  at  four 
equidistant  points  by  Allis  forceps  and  by  them 
raised  up  as  much  as  possible.  In  making  the 
circumsection,  which  is  the  next  step,  the  surface 
to  be  cut  must  be  rendered  in  a position  at  right 
angles  to  the  knife  by  holding  up  the  bladder 
wall  opposite  the  orifice  with  a tonsil  screw  or 
similar  device.  Section  is  made  entirely  through 
the  bladder  wall  and  carried  in  this  manner  in 
successive  stages  about  the  orifice.  The  line  of 
incision  is  made  sufficiently  distant  from  the  ori- 
fice to  clear  the  wall  of  the  diverticulum. 

The  orifice  having  thus  been  completely  mobil- 
ized, one  next  proceeds  to  the  matter  of 
separating  the  sac  from  the  surrounding  adherent 
structures,  viz:  (1)  investing  connective  tissue, 


(2)  ureter,  (3)  seminal  vesicle  and  prostate, 
(4)  urethra,  (5)  rectum,  etc.  It  is  in  doing  this 
that  I have  found  the  diverticuleve  of  such  great 
service,  the  purpose  of  which  is  to  stabilize  and 
visualize  the  line  of  separation. 

The  instrument  consists  of  a Kelly  vulsellum, 
to  the  lower  jaw  of  which  is  fastened  in  the  arc 
of  its  curvature  an  appendage,  having  in  general 
the  shape  and  size  of  the  distal  phalanx  of  the 
index  finger.  With  the  jaws  grasping  the  sac 
a section  of  it  can  be  raised  upon  the  instrument 
into  vision,  and  the  structures  separated.  It  is 
moved  into  new  fields  successively  until  the  en- 
tire sac  is  thus  freed. 

Infection  of  the  bladder  being  invariably  pre- 
sent in  cases  requiring  diverticulectomy,  it  fol- 
lows that  the  resultant  cavity  becomes  contamin- 
ated. Primary  healing  cannot  be  hoped  for.  On 
the  contrary,  free  drainage  must  be  provided  and 
hence  in  my  cases  I have  left  the  cavity  unclosed 
and  have  placed  a suitable  tube  in  it,  with  exit 
through  the  temporary  cystostomy.  Apparently 
granulation  promptly  obliterates  the  cavity  and 
closes  the  orifice  under  the  condition  of  complete 
urinary  drainage  through  the  cystostomy. 

The  fibrous  stenosis  of  the  vesical  neck,  which 
was  very  marked  in  my  cases  (and  I believe  is  so 
in  all  cases),  was  dealt  with  by  means  of  the  pros- 
tatoclast  and  rongeur.  The  prostatoclast  (a  device 
of  my  own)  resembles  a curette.  It  is  made  of 
highly  tempered  steel  and  ground  very  sharp. 
It  easily  cuts  out  sections  of  the  fibrous  ring,  and 
any  nodules  left  between  the  cuts  are  removed 
with  a rongeur.  All  traces  of  the  fibrous  tissue 
are  removed  in  this  way  and  there  results  a large 
flaccid,  smooth  opening  from  the  bladder  into 
the  urethra.  An  enlarged  prostrate,  if  present, 
should  be  removed  in  an  appropriate  manner. 
The  bleeding,  if  any,  is  controlled  by  a few  in- 
terrupted sutures.  The  orifice  is  lightly  packed 
with  a ribbon  of  gauze  which  is  brought  out 
through  the  cystostomy  opening. 

The  various  phases  of  the  operation  for  vesical 
diverticulum  having  been  completed,  the  bladder 
and  abdominal  structures  are  closed  around  the 
tubular  drain  which  has  been  placed  in  the  divert- 
icular cavity  and  which  serves  by  fenestration 
as  drainage  for  the  bladder  as  well.  Subsequently 
the  tube  is  witiidrawn  a little  each  day  and  should 
be  out  in  one  week.  Generally  the  cystostomy 
closes  in  the  following  week  or  two. 
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CASE  REPORTS 

J.  W.,  age  56,  laborer,  entered  Multnomah  County 
Hospital  in  June,  1930.  The  chief  complaint  was  that 
of  a persistent  superpubic  urinary  fistula,  resulting  from 
an  operation  upon  the  prostate  gland  a year  previously. 
The  fistula  had  not  closed  during  that  time,  and  all  of 
the  urine  was  being  passed  in  this  way.  Previous  to  this 
operation  he  had  noted  a gradual  difficulty  in  urinating, 
which  latterly  became  accompanied  by  great  frequency 

Cystoscopy  and  cystogram  could  not  be  made  satis- 
factorily on  account  of  the  superpubic  fistula. 

On  opening  the  bladder  the  orifice  of  a large  diverti- 
culum in  the  left  base  was  readily  found.  The  prostatic 
orifice  was  rigid  and  would  not  admit  the  index  finger. 
The  diverticulum  was  removed  and  the  bladder  neck 
treated  in  the  manner  described,  and  complete  closure  and 
normal  micturition  attained  in  four  weeks. 

B.  F.,  age  40,  states  that  about  one  and  a half  years 
ago,  he  noticed  increasing  urinary  frequency  and  slow- 
ness in  voiding.  Later  in  addition  he  noticed  pain  over 
his  bladder  and  more  difficulty  in  evacuating.  Finally 
he  was  not  able  to  void  at  all  except  in  the  sitting  posture; 
in  fact,  he  had  noticed  that  he  could  always  void  better 
by  sitting.  For  the  past  month,  being  unable  to  urinate  in 
any  manner,  he  has  been  obliged  to  use  a catheter. 

Cystogram  showed  a large  bilobed  diverticulum  in  the 
base  and  the  cystoscope  disclosed  a large  orifice  near  the 
right  ureteral  ostium. 

He  entered  Good  Samaritan  Hospital  August,  1930, 
where  in  collaboration  with  Dr.  George  Armen,  a diverti- 
culum was  removed  and  the  vesical  orifice  treated  as  de- 
scribed. Complete  closure  and  normal  urination  was  at- 
tained in  three  weeks,  postoperatively. 

W.  C.,  age  76,  admitted  to  the  Multnomah  County 
Hospital,  April  11,  1930,  on  account  of  frequency,  burn- 
ing, nocturia.  Has  been  troubled  with  nocturia,  hesitancy 
and  terminal  dribbling  for  the  past  eight  to  ten  years. 
Has  been  able  to  put  up  with  it  until  about  three  months 
ago,  since  which  time  it  has  troubled  very  much.  Burn- 
ing pronounced  during  the  past  three  months.  The 
stream  is  small  and  feeble  and  only  a small  amount  is 
possible  at  a time.  If  he  strains  the  stream  is  stopped 
and  is  resumed  on  relaxing. 

A cystoscopy,  done  on  April  12,  1930,  disclosed  tv.’o 
diverticula,  one  on  each  lateral  wall;  sphincter  margin 
was  uneven  on  account  of  hyperplasia  of  the  mucous 
membrane.  There  was  a well  defined  bar. 

Operation  on  April  22,  1930.  Bladder  opened  through 
a superbubic  scar  of  previous  cystotomy.  Diverticulum  re- 
moved from  the  left  lateral  wall;  one  on  the  right  wall, 
deemed  little  more  than  a cellule,  was  not  removed.  Re- 
moved a fibrous  prostrate  with  prostatoclast.  Placed  bag 
in  prostatic  cavity.  Placed  rubber  drain  in  partially 
closed  cavity  of  the  diverticulum.  Discharged  from  the 
hospital  May  20,  1930,  urinating  normally. 

527  Medical  Dental  Bldg. 


Sensitization  of  NoNfungous  Nature  Follow- 
ing Superficial  Fungous  Infections  (“Ringworm”) 
OF  Extremities.  According  to  Cleveland  White  and 
Samuel  J.  Taub,  Chicago  (Journal  A.  M.  A.,  Feb.  13, 
1932),  superficial  fungous  infections  (ringworm)  of  the 
extremities  and  elsewhere  may  be  followed  by  secondary 
sensitization  dermatoses  of  nonfungous  nature.  Such 
dermatoses  may  be  confused  with  dermatophytid  erup- 
tions; future  studies  may  show  that  some  may  be  a part 
of  a dermatophytid  as  at  present  conceived.  Detailed 
individual  study  and  properly  performed  sensitization 
skin  tests  usually  will  discover  the  offending  substances. 


SUBTOTAL  THYROIDECTOMIES 

DEDUCTIONS  FROM  SEVENTEEN  HUNDRED  CASES* 

J.  C.  Moore,  M.  D. 

SEATTLE,  WASH. 

About  two  years  ago  we  reported  our  deductions 
made  after  one  thousand  subtotal  thyroidectomies. 

The  present  paper  is  a further  report  made  from 
a total  of  seventeen  hundred  cases  operated  upon. 

We  are  using  the  same  classification  as  in  the  first 
report  because  we  have  found  it  to  be  satisfactory 
and  is  a simple  and  workable  one.  We  are  well 
aware  of  the  complicated  classifications  with  which 
many  writers  confuse  the  minds  of  the  students 
and  so  we  prefer  not  to  add  further  to  this  con- 
fusion (fig.  1). 

In  our  last  series  of  twelve  hundred  cases,  the 
mortality  was  reduced  to  .4^.  While  we  modestly 
admit  that  our  operative  technic  is  good,  we 
do  not  believe  the  low  mortality  is  due  so  much  to  ^ 
our  skill  as  to  the  careful  pre-  and  postoperative  i 
care.  A careful  and  complete  physical  examination 
is  made  of  each  case,  no  mater  how  simple  it  may 
appear.  Special  attention  is  given  to  the  condition 
of  the  heart  muscle.  A damaged  myocardium  so 
frequently  found  in  long  standing  adenoma  must 
be  put  in  the  best  possible  condition,  if  the  patient 
is  to  pass  safely  through  his  operation.  Nephritis, 
diabetes,  tuberculosis,  hypertension,  aortitis,  malig- 
nancy, lues  and  focal  infections  are  found  to  be 
frequent  complications  and  before  operation  should 
be  given  appropriate  treatment.  We  are  frequently 
asked  if  removal  of  the  goiter  will  cure  hyperten- 
sion. The  answer  is  emphatically,  no.  The  rest 
in  bed,  diet,  etc.  will  frequently  reduce  the  blood 
pressure  from  ten  to  twenty  points  temporaritly, 
but  the  cause  of  the  increased  tension  must  be 
sought  elsewhere. 

Many  cases  of  sugar  in  the  blood  and  urine  are 
caused  by  the  toxicity  of  the  goiter  and  such  cases 
are  permanently  benefited  by  its  removal.  Tuber- 
culosis is  not  so  frequently  associated  as  one  would  j 

imagine,  and  when  present  is  merely  a coincident.  i 

Aortitis  and  aneurysm  may  cause  symptoms  simu-  , 
lating  a toxic  thyroid.  The  differential  diagnosis 
is  easily  made  but  routine  Wassermanns  should  nev- 
er be  neglected. 

Maligancy  is  frequently  found  but  more  often 
suspected,  (fig.  1).  Careful  sectioning  and  micros- 
copic examination  often  reveals  unsuspected  malig- 
nancy. Chronic  thyroiditis  may  so  closely  resemble 

•Read  before  a meeting  of  King  County  Medical  Society,  Seattle. 
Wash.,  Sept.  21.  1931. 
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carcinoma  that  it  can  only  be  differentiated  by  the 
microscope.  Focal  infections  should  always  be 
sought  for.  Infected  sinuses,  tonsils,  ulcerative 
and  mucous  colitis,  and  other  foci  of  infection  may 
be  the  cause  of  the  heart’s  failure  to  return  to  an 
approximately  normal  tone  and  rythm  following 
operation.  Obstinate  cases  of  spastic  colitis  are  frc' 
quencly  aggravated  by  an  unrecognized  toxic  goi- 
ter. We  have  used  the  term  toxic  goiter  rather 
loosely  here,  meaning  to  convey  the  idea  that  it 
makes  little  difference  whether  the  toxicity  is 
caused  by  a primary  hyperplasia  or  by  one  sec- 
ondary to  a long  standing  adenoma. 

Suppurative  thyroiditis  as  a rule  is  secondary  to 
some  focus  of  infection.  The  time  required  to  pre- 
pare a patient  for  operation  may  take  one  day  or 
many  weeks.  In  long  standing  adenomata  cardio- 
renal complications  are  the  rule,  and  these  cases 
will  require  the  most  time  preparatory  to  opera- 
tive treatment.  In  this  type  of  case  be  sure  the 
heart  is  compensated  and  the  kidneys  are  function- 
ing sufficiently  in  order  to  avoid  a high  mortality. 

A few  years  ago  the  mortality  in  long  standing 
adenoma  was  frightfully  high.  At  that  time  the 
administration  of  iodine  was  advised  against  in  all 
such  cases.  For  several  years,  in  common  with 
other  surgeons  doing  thyroid  surgery,  we  have 
been  giving  iodine  routinely  in  the  preparation  of 
adenomata  for  operation  and  our  mortality  rate 
now  compares  most  favorably  with  surgery  in  prim- 
ary hyperplasia.  The  reason  for  this  is  obvious. 
The  microscope  will  show  areas  of  true  hyperplasia 
in  the  gland  outside  of  the  adenomatous  portions. 
Iodine  before  operation  in  these  cases  will  prevent 
the  wave  of  hyperthyroidism,  formerly  the  bane 
of  the  thyroid  surgeon.  The  rapid  fibrillating 
heart  will  many  times  respond  to  iodine  when  digi- 
talis has  little  or  no  effect. 

We  advise  against  the  long  continued  use  of 
iodine  both  in  the  primary  and  secondary  hyper- 


Fig.  1 

cells  are  swollen  and  cuboidal  in  shape,  the  acini 
plasias.  Why?  In  the  hyperplasias  the  epithelial 
are  practically  empty,  containing  little  or  no  col- 
loid. After  the  administration  of  iodine  there  is  a 
rapid  filling  of  the  acini  with  colloid.  This  com- 
presses mechanically  the  epithelial  cells,  markedly 
diminishing  their  output.  As  time  goes  on,  how- 
ever, there  is  a reinfiltration  of  epithelial  cells  and 
consequently  an  increased  secretion  of  the  toxic 
hormone;  as  the  pressure  within  the  gland  has  al- 
ready reached  its  maximum,  the  further  giving  of 
iodine  is  without  effect  and  these  cases  again  become 
poor  surgical  risks.  Unless  one  has  the  coopera- 
tion of  his  patient,  it  is  better  never  to  prescribe 
iodine  until  definite  arrangements  have  been  made 
for  an  early  operation  following  the  amelioration 
of  the  toxemia.  The  practice  is  just  as  much  to 
be  condemned  as  the  giving  of  morphine  for  an 
acute  abdomen  before  the  diagnosis  has  been  made. 

Basal  metabolism.  For  many  years  I have  main- 
tained that  the  metabolism  test  alone  determined 
neither  the  ability  of  the  patient  to  withstand  an 
operation  nor  was  it  the  last  word  as  to  the  nec- 
essity of  an  operation.  Hertzler,  in  his  textbook, 
“Diseases  of  the  Thyroid  Gland,”  so  aptly  expresses 
my  opinion  of  the  value  of  the  basal  metabolic 
tests  that  I quote  him  verbatim  in  the  following 
paragraphs : 

“Taking  it  as  a whole,  the  test  becomes  at  once 
a relative  one,  say,  for  instance,  like  the  Wasser- 
mann  reaction.  It  is  of  value  if  taken  as  an  adjunct 
to  a careful  clinical  examination  and  if  done  by 
thoroughly  competent  hands.  Unfortunately,  the 
test  is  difficult  and  errors  of  technic  too  often 
confuse  the  results. 

“In  severely  toxic  cases,  the  patients  are  often 
too  nervous  to  submit  to  the  restraint  necessary  to 
the  test.  An  attempt  to  apply  the  mask  in  such 
cases  may  be  attended  by  permanent  damage  to  the 
patient. 
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“On  the  whole,  it  appears  to  be  of  value  in  in- 
verse ratio  to  the  clinical  experience  of  the  sur- 
geon. A good  laboratory  man  may  be  of  much 
help  to  the  inexperienced  clinician  but  to  the  ex- 
perienced surgeon  the  aid  is  relatively  small,  and 
a poor  laboratory  man  is  a nuisance  to  both. 

“To  make  the  metabolic  test  the  sole  measure 
of  the  presence  or  absence  of  thyrotoxicosis  is 
wrong.  I have  seen  a number  of  discharged  sold- 
iers with  diagnoses  of  irritable  hearts,  or  similar 
diagnoses,  who  were  typical  cases  of  Basedow  dis- 
ease, with  eye  signs,  tremor,  tachycardia,  goiter, 
and  whose  goiters  after  operation  showed  the  typi- 
cal histologic  changes.  Because  there  was  no  not- 
able increase  in  the  metabolic  rate  thyrotoxicosis 
was  declared  to  be  absent. 

“As  ameans  of  determining  the  degree  of  re- 
covery after  operation  it  is  likewise  a confirmatory 
test.  The  rate  commonly  drops  promptly  after 
operation  and  this  parallels  the  general  improvement 
of  the  patient  but,  if  one  expects  the  machine  to 
substitute  for  clinical  study,  it  wall  most  certainly 
lead  to  serious  error.  The  actual  state  of  the  pa- 
tient, particularly  the  ability  to  withstand  opera- 
tion, will  be  revealed  to  the  experienced  clinician 
better  by  a single  look  and  touch  of  the  pulse 
than  all  the  basal  readings  with  the  machine  even 
in  the  hands  of  an  expert.” 

The  result  of  the  education  of  the  public  to  the 
importance  of  goiter  has  created  a new  disease 
that  we  cleissify  as  “goiterphobia.”  These  patients 
will  come  in  complaining  of  all  the  subjective 
symptoms  of  toxic  goiter,  but  upon  examination 
will  have  no  objective  symptoms,  and  many  times 
it  is  most  difficult  to  convince  them  that  they  do 
not  have  a goiter.  Their  mental  attitude  is  in 
marked  cont.-ast  to  that  of  a severely  toxic  case 
of  goiter,  the  latter  being  most  optimistic,  often 
being  so  weak  that  she  can  scarcely  walk,  yet  still 
insisting  there  is  nothing  wrong  with  her.  “My 
goiter  has  never  bothered  me”  is  almost  a streo- 
typed  remark.  In  passing,  I wish  to  emphasize  the 
importance  of  this  mental  attitude  in  differentiat- 
ing between  a neurotic  patient  and  a case  of  toxic 
goiter. 

The  size  of  the  goiter  has  no  constant  ratio  as 
to  the  amount  of  damage  it  may  be  causing.  In 
many  severely  toxic  cases  the  gland  cannot  be 
demonstrated  preoperatively.  On  the  other  hand, 
very  large  goiters  may  cause  no  subjective  symp- 
toms. Excessive  nausea  or  persistent  vomiting  fol- 
lowing operation  can  be  practically  eliminated,  if 
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the  patient  is  thoroughly  alkalinized  for  a few  days 
before  the  operation. 

The  choice  of  an  anesthetic  will  beyond  doubt 
always  be  a debatable  question.  In  our  first 
series  we  used  ether,  but  found  it  to  be  most 
unsuitable.  Persistent  vomiting,  suppression  of 
urine  and  pneumonia  were  frequent  postopera- 
tive complications.  We  next  used  local  anesthesia. 
This  proved  to  be  far  better  than  ether  but 
in  operating  upon  patients  in  whom  nervous- 
ness was  the  dominating  symptom,  the  apprehension 
often  caused  sever  postoperative  shock.  Our  next 
selection  was  the  combination  of  local  and  nitrous- 
oxide  gas.  This  was  a decided  improvement  over 
ether  or  local.  The  marked  cyanosis  of  face  and 
neck  present  in  many  patients  under  nitrous-oxide 
makes  hemostasis  and  operating  more  difficult.  Hy- 
pertension is  further  increased  by  it. 

Ethylene  was  substituted  for  nitrous-oxide  which 
proved  so  satisfactory  that  we  soon  discontinued 
the  use  of  novocaine  as  we  found  it  took  no  more 
ethylene  with  than  without  it.  Ethylene  alone  has 
new  been  used  in  1200  or  1500  cases  and  as  yet 
we  have  had  no  case  of  postoperative  pneumonia, 
persistent  vomiting  or  suppression  of  urine.  Ethyl- 
ene anesthesia  has  all  the  advantages  of  local  and 
none  of  the  disadvantages.  Under  ethylene  the 
patient  goes  quietly  to  sleep,  the  pulse  drops  twen- 
ty to  thirty  beats  per  minute,  remaining  slow 
throughout  the  operation  unless  hemorrhage  or  im- 
pending shock  cause  it  again  to  become  rapid  (figs. 
2,  3,  4,  5).  If  one  wishes  the  patient  to  cough  or 
strain  while  working  near  recurrent  laryngeal 
nerves  or  to  test  hemostasis,  a few  whifs  of  oxygen 
and  carbon  dioxide  are  substituted  for  the  ethyl- 
ene and  in  thirty  seconds  the  patient  will  phonate 
or  cough  at  the  will  of  the  operator. 

Our  routine  preoperative  preparation  is  to  give 
sodium  amytal  gr.  3 the  night  before  the  oper- 
ation. On  the  day  of  the  operation,  the  patient  is 
given  pantopon  gr.  1-3,  scopolamine  gr.  1/200,  one 
and  one-half  hours  before  and  repeated  three- 
fourths  of  an  hour  before  the  time  set  for  the  oper- 
ation. Under  the  influence  of  these  drugs  the  pa- 
tient is  quite  drowsy,  thus  requiring  a minimum 
of  anesthesia.  She  goes  quietly  to  sleep  and  the  pulse 
drops  to  its  normal  rate.  There  is  no  psychic  shock 
so  frequently  seen  in  operations  under  local  where 
the  patient,  conscious  of  each  step  of  the  operation, 
is  naturally  apprehensive  and  fears  that  each  snip 
of  the  scissors  xxill  cause  pain  or  sever  some  large 
artery.  Consequently  the  pulse  rate  mounts  high- 
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Fig.  2.  Illustrates  rise  of  pulse  under  novocaine  anesthesia.  Fig.  3.  Illustrates  rapidity  of  pulse  under  local  anesthesia  when  opera- 

Fig.  4,  Illustrates  fall  of  pulse  under  ethylene  anesthesia.  tion  is  prolonged. 

Fig.  5.  Illustrates  low  even  pulse  rate  under  ethylene  anesthesia, 
though  operation  is  prolonged  to  one  hour  and  fifteen  minutes. 


er  and  higher  in  direct  ratio  to  the  time  taken  to 
complete  the  operation.  Following  completion 
of  the  operation,  the  patient  is  placed  in  bed  with 
head  and  shoulders  raised.  Ice  bag  is  placed  over 
heart.  Glucose  and  soda  proctoclysis  is  used,  to 
which  one  dram  of  Lugol’s  solution  is  added  to 
each  pint  of  mixture,  given  by  drop  method.  Mor^ 


phine  hypodermics  are  given  for  first  two  days, 
sufficient  to  keep  the  patient  will  narcotized,  and 
early  administration  of  fluids  by  mouth.  The  juice 
of  citrus  fruits  is  of  special  value  in  preventing  or 
relieving  any  tendency  to  acidosis. 

In  cases  requiring  extensive  resection,  where  one 
expects  the  parathyroid  function  to  be  temporarily 


122 


SURGICAL  PROGRESS — FORBES 


Vol.  XXXI,  No.  3 


interfered  with,  1 cc.  Collip’s  serum  during  the 
first  twenty' four  hours  will  prevent  an  attack  of 
tetany,  and  tide  the  patient  over  until  the  circula' 
tion  of  the  parathyroids  has  been  reestablished. 

Severe  cases  of  primary  hyperplasia  require  a 
maximum  amount  of  the  gland  removed,  if  the  pa' 
tient  is  to  be  cured  or  greatly  benefited.  Such  cases 
will  have  a temporary  hypothyroidism  and  should 
be  given  desiccated  thyroid  until  the  restoration 
of  gland  function,  which  usually  covers  a period 
of  three  or  four  months. 

Patients  should  be  kept  under  observation  for  at 
least  one  year  following  operation  as  other  endoc' 
rine  disturbances  may  develop  Prompt  recogni' 
tion  and  appropriate  treatment  will  be  a big  fac' 
tor  in  securing  the  maximum  benefit  from  the  op' 
eration. 

CONCLUSION 

1.  Careful  diagnosis  is  essential,  eliminating  all 
contributing  causes. 

2.  In  preoperative  treatment,  time  enough  should 
be  allowed  to  get  the  patient  in  the  best  possible 
physical  condition. 

3.  Iodine  is  given  in  all  cases  before  operation 
with  definite  understanding  with  the  patient  that 
operation  is  to  follow  as  soon  as  her  condition  pet' 
mits. 

4.  Ethyline  anesthesia  is  preferable.  Sodium 
amytal,  pantopon  and  scopolamine  are  administered 
preliminary  to  preparation. 

5.  Patient  should  be  kept  under  observation  for 
at  least  one  year  following  operation. 

Seminal  Vesicles;  Newer  Instrumental  Methods 
In  Diagnosis  And  Therapeutic  Management.  Joseph 
F.  McCarthy  and  J.  Sydney  Ritter,  New  York  (Journal 
A.  M.  A.  Feb.  27,  1932),  state  that  their  objective  has 
been,  by  means  of  improved  and  rational  technical  pro' 
cedure,  to  render  the  seminal  vesicles  accessible  to  the 
same  kind  of  study  as,  for  example,  is  now  the  renal 
pelvis:  in  other  words,  to  bring  it  within  the  spotlight — ■ 
the  searching  scruting  of  orderly  scientific  investigation. 
To  facilitate  the  catheterization  of  the  ejaculato^  duct, 
it  is  essential  that  an  instrument  be  used  which  will 
direct  the  catheter  to  take  the  same  relative  course  that 
the  ejaculatory  duct  takes  through  the  verumontanum 
and  prostate  gland.  For  this  purpose  the  McCarthy 
ejaculatory  duct  catheter  carrier,  with  spring  wheel  de' 
flector,  is  necessary.  It  is  composed  of  three  parts,  the 
sheath,  obturator,  panendoscopic  telescope  and  the  ejacu- 
latory duct  catheter  carrier,  The  sheaths  are  a number 
24  F.  and  a number  26  F.  whose  circumference  is  more 
circular  than  the  ordinary  panendoscopic  sheath.  The 
telescope  is  slightly  modified  to  admit  this  carrier,  a new 
departure  in  urology,  for  with  its  use  catheterization  of 
the  ejaculatory  ducts  and  therapy  to  the  seminal  vesicles 
in  indicated  cases  is  rendered  a simple  procedure.  Cathet' 
erization  of  the  ejaculatory  ducts  together  with  the  cob 
lection  of  the  uncontaminated  seminal  secretion,  gen' 
erally  speaking,  should  be  reserved  for  refractory  cases 
of  seminal  vesiculitis  not  responding  to  the  usual  thera' 
peutic  measures. 


SURGICAL  PROGRESS  IN  1931 
R,  D.  Forbes,  M.  D. 

SEATTLE,  WASH. 

The  folowing  abstracts  are  compiled  from  the 
hterature  of  1931.  Though  necessarily  giving  an 
incomplete  picture,  they  indicate  the  general  trend 
of  progress  in  the  subjects  treated. 

Ellis  studied  the  healing  of  wounds  produced 
by  the  electro'surgical  knife.  He  found  them  to 
heal  less  firmly  and  to  be  definitely  weaker  than 
those  produced  by  the  scalpel.  Wedekund  finds 
Congo  red  valuable  for  hemorrhage,  pulmonary, 
uterine,  oral,  etc.,  especially  where  there  is  ab' 
normal  blood  composition.  It  is  given  intraven- 
ously,  10  cc.  of  a 1 per  cent  solution.  Austin 
found  very  little  advantage  by  injecting  glucose 
solution  slowly;  1000  cc.  given  intravenously  in 
twenty' five  minutes  was  as  effective  as  when  two 
hours  was  taken.  The  value  of  insulin  is  still 
undecided. 

Willinsky  verified  the  findings  of  Earlam  and 
Evans  that  the  blood  platelets  increase  after  major 
operations,  being  highest  about  the  tenth  post' 
operative  day.  This  fact  has  an  important  bear' 
ing  on  postoperative  thrombosis.  Rossi  reports 
eight  cases  of  postoperative  puerperal  or  primary 
phlebitis,  in  which  hirudin  was  used  with  success. 
This  substance  is  obtained  by  macerating  the  heads 
of  leeches  and  obtaining  a watery  extract. 

Howard  examined  forty'nine  patients  a year  after 
injection  for  varicose  veins  with  salt  solution.  He 
found  some  recurrence  in  all  and  excised  portions  of 
veins  always  showed  recanalization.  He  advises 
ligation  at  the  saphenous  opening  when  possible; 
otherwise  ligation  or  excision  at  some  high  point 
combined  with  injection.  Payne  injected  lipiodol 
into  the  parotid  duct  to  aid  visualization  of  the 
branches  of  the  ducts  within  the  gland.  The 
roentgenograms  thus  obtained  gave  useful  informa' 
tion. 

Willy  Meyer  reports  apparent  cures  of  in' 
operable  cancer  with  metastases  by  the  use  of 
hydrochloric  acid  internally  in  combination  with 
roentgen  treatment;  10  to  25  min.,  t.i.d.,  of  the  pure 
acid  ex  aqua  is  the  usual  dose.  Its  effect  is  to 
reduce  the  alkalinity  of  the  blood  and  tissues  be' 
yond  the  point  at  which  cancer  cells  can  survive. 

Vipond  successfully  treated  twelve  cases  of  chron' 
ic  arthritis  by  the  injection  of  an  autogenous  vac' 
cine.  He  found  the  external  lymph  nodes  enlarged  in 
these  cases  and  by  needle  puncture  of  the  nodes 
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obtained  a streptococcus  from  which  the  vaccine 
was  made. 

Codman  still  believes  rupture  of  the  supra- 
spinatus  tendon  to  be  the  commonest  indus- 
trial injury  causing  prolonged  shoulder  disability. 
He  thinks  operation  necessary  for  cure.  Mumford 
advocates  the  use  of  diathermy  where  calcareous 
deposits  are  present  in  subdeltoid  bursitis.  Sur- 
gery will  then  seldom  be  indicated. 

Allan  described  a case  of  hyperparathyroidism 
with  characteristic  symptoms  of  weakness,  polydyp- 
sia,  polyuria,  anemia,  and  roentgen  findings  of  rare- 
faction of  the  bones.  The  blood  calcium  was  high. 
Recovery  followed  the  removal  of  a parathyroid 
tumor  weighing  ten  grams.  He  cites  a case  of 
Walton’  where  a parathyroid  tumor  was  not 
found  at  first,  but  at  a second  operation  one  was 
found  lying  behind  the  esophagus,  and  another  one 
anterior  to  the  second  thoracic  vertebra.  He  con- 
siders miliary  glandular  mottling  of  bones,  espec- 
ially of  the  skull,  to  be  characteristic  of  parathy- 
roid diesease. 

Leriche  suggests  a relationship  between  Dupuy- 
tren’s  contracture  and  parathyroid  insufficiency. 
Improvement  resulted  in  patients  who  received 
injections  of  parathyroid  extract.  McNealy, 
after  repair  of  tendons,  relieved  muscular  tension 
by  injecting  the  muscle  belly  with  novocaine.  Re- 
peated injections  were  usually  necessary.  Funston 
recommends  the  use  of  a “Sam  Brown”  belt  for  rib 
fractures.  It  is  made  of  a fashioned  binder  with 
shoulder  strap  and  is  efficient  and  comfortable. 
Baer  successfully  used  maggots  in  the  treatment  of 
various  forms  of  chronic  osteomyelitis.  Recurrences 
averaged  about  5 per  cent  with  healing  a few  days 
later. 

Samuels  warns  against  amputation  for  gan- 
grene in  thromboangiitis  obliterans,  unless  the 
whole  foot  has  become  gangrenous.  The  process 
is  self-limited  and  spontaneous  amputation  finally 
occurs  where  only  a portion  of  the  foot  is  involved. 
In  addition,  fluids  should  be  given  intravenously 
and  smoking  prohibited.  Garlock  cites  four  in- 
stances where  local  nerve  blocking  of  a finger  was 
followed  by  gangrene.  A rubber  band  or  tubing 
had  been  used  as  a tourniquet.  Amputation  of 
the  fingers  became  necessary  and  examination  show- 
ed thrombosis  of  the  vessels  in  all  cases.  An  Es- 
march bandage  is  often  better  than  a digital  tourni- 
quet, although  a bloodless  field  is  not  always  neces- 
sary for  minor  operations. 


Flothow  summarizes  his  experience  with  injection 
of  the  sympathetic  ganglia  for  the  treatment  of  neu- 
ritis, Raynaud’s  disease,  chronic  arthritis,  trophic 
lesions  of  the  extremities  and  pain  due  to  arterios- 
clerosis, angina,  bronchial  asthma,  and  certain  mis- 
cellaneous conditions.  His  results  from  alcoholic  in- 
jections in  forty-eight  cases  were  good.  These  were 
preceded  by  the  injection  of  procaine  for  diagnostic 
aid.  In  the  dorsal  region  he  prefers  surgical  removal 
of  the  ganglia  on  account  of  the  painful  neuritis 
which  sometimes  follow  alcoholic  injection.  Instances 
are  recorded  by  other  authors  where  death  followed 
the  alcoholic  injection  of  the  spinal  cord  and  Mo- 
litch,  of  the  University  of  Pennsylvania,  reports  a 
case  of  Brown-Sequard  paralysis  due  to  needle 
puncture  but  without  injection  of  alcohol.  Re- 
covery was  complete  within  a few  weeks. 

Cutler,  for  the  treatment  of  painful  breasts,  re- 
commends ovarian  residue  in  doses  of  five  grains  t. 
i.  d.  This  is  begun  fifteen  days  before  menstruation 
and  discontinued  with  its  onset.  He  uses  the  term 
mezoplazia  to  describe  the  pathology. 

Seabold  studied  various  diseases  of  the  breast  by 
radiographic  examination.  He  believes  that  definite 
diagnosis  can  thus  be  made  frequently.  The  roent- 
gen ray  is  at  least  a valuable  aid. 

W eeks  has  ligated  the  phrenic  nerve  for  the  relief 
of  severe  hiccoughs.  Fluoroscopy  of  the  diaphragm 
located  the  involved  side,  the  condition  rarely  being 
bilateral.  Avulsion  of  the  phrenic  nerve  is  some- 
times necessary  for  cure. 

Lundy  has  employed  the  intratracheal  method  for 
the  administration  of  ether,  gas  and  oxygen  three 
hundred  times.  When  indicated,  he  considers  it 
superior  to  all  others  where  the  operation  lasts  less 
than  an  hour,  and  is  a definite  advance  in  the  field 
of  general  anesthesia.  He  follows  the  technic  of 
Magill  who  uses  a single  piece  of  curved  tubing 
cut  obliquely  at  the  end.  This  is  passed  through 
the  nose  after  spraying  with  10  per  cent  butyn 
solution. 

Mullholland  studied  the  prostatic  secretion 
in  thirty  patients  with  known  carcinoma.  He 
found  characteristic  cells  in  over  three-fourths  of 
these,  the  cells  being  pronounced  by  MacCarty  as 
being  charasteristically  carcinomatous.  Baringer 
was  able  to  make  a diagnosis  of  carcinoma  of  the 
prostate  by  means  of  needle  puncture  and  micro- 
scopic examination  of  tissue  thus  obtained.  He 
considers  it  of  the  greatest  value  in  doubtful  cases 
and  in  estimating  recurrences.  Helmholtz  observed 
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the  effect  of  a ketogenic  diet  on  two  children  with 
anomalies  of  the  urinary  tract  and  pyuria.  A bac' 
tericidal  action  of  the  urine  was  noted  and  cure 
of  the  pyuria  resulted.  No  improvement  had  foh 
lowed  careful  previous  treatment. 

Graves  reviewed  3358  operations  by  Olshau' 
sen’s  method  for  suspension  of  the  uterus.  The 
operation  is  simple,  quick  and  gives  symptoma- 
tic  relief  in  95  per  cent.  Babcock  and  Jack- 
son  described  a one-stage  operation  for  the  re- 
moval of  esophageal  diverticula.  After  exposure 
of  the  esophagus  through  a small  transverse 
incision  in  the  neck  the  esophagascope  was 
introduced  into  the  diverticulum.  The  sac  could 
then  be  grasped  while  the  scope  was  passed  on 
into  the  esophagus.  Removal  of  the  sac  and  clo- 
sure with  three  rows  of  sutures  completed  the  oper- 
ation. 

Keefer  returned  vomited  material  through 
a Levine  tube  for  the  cure  of  persistent  vomiting. 
Excessive  dehydration  and  alkalosis  were  thus  pre- 
vented. An  ounce  of  malted  milk  was  introduced 
hourly  in  conjunction  with  the  usual  subcutaneous 
or  intravenous  administration  of  chlorides.  Soper 
recommends  gastric  lavage  for  severe  hematemesis. 
A Levine  tube  is  passed  through  the  nose  and  kept 
in  place  for  one  to  three  weeks.  Hot  water  and 
blood  coagulants  can  be  injected  and  on  the  fifth 
day  the  tube  is  permitted  to  enter  the  duodenum 
when  feeding  may  be  carried  out.  This  method 
removes  clots,  frees  the  stomach  from  acids  and 
enables  recurrent  bleeding  to  be  detected  at  once. 

Hildebrandt  uses  morphine  intravenously  to  aid  in 
determining  the  focus  of  disease,  where  there  is 
general  abdominal  pain  and  tenderness.  It  is  also 
effective  for  relief  of  severe  colic.  Gardham  calls 
attention  to  a filling  defect  of  the  stomach  shown 
by  roentgenography  and  produced  by  the  pressure 
of  an  enlarged  spleen.  Where  there  is  splenic 
disease  with  anemia  the  picture  may  closely  simu- 
late cancer  of  the  stomach.  In  his  case  the  spleen 
was  adherent  to  the  stomach,  liver  and  diaphragm 
and  covered  by  a whitish  exudate. 

Balfour,  in  reporting  the  surgery  on  the  stomach 
and  duodenum  at  the  Mayo  Clinic  in  1930,  notes 
that  pulmonary  conmplications  continue  as  a major 
factor  in  upper  abdominal  operations.  The  use  of 
intratracheal  anesthesia,  however,  has  caused  a def- 
inite diminution  in  number.  Small  duodenal  ul- 
cers are  preferably  treated  by  excision  with  le- 
construction  of  the  pyloric  outlet.  Even  with  per- 


foration this  treatment  may  be  the  one  of  choice. 
Where  induration  or  motor  impairment  is  present, 
gastroenterostomy  gives  the  best  results.  He  again 
stresses  the  frequency  of  multiple  ulcers  in  the 
duodenum,  the  most  important  one  often  being 
on  the  posterior  wall. 

Mensing  advises  jejunostomy  for  certain  types 
of  duodenal  ulcer  and  gastric  cancer.  He  has 
devised  an  electric  pump  which  enables  twenty- 
four  hour  feeding  with  the  Ivy  food  mix- 
ture. Ulcer  healing  is  rapid  and  the  pa- 
tient gains  in  weight.  Brines  reports  a case  of  pre- 
pyloric ulcer,  in  which  an  annular  pancreas  was 
present,  causing  a moderate  obstruction  of  the  sec- 
ond part  of  the  duodenum.  Brenuer  also  reports 
cases  in  which  chronic  duodenal  obstruction  was 
associated  with  duodenal  ulceration  or  ileus.  In 
selected  cases  he  advocates  a duodenojejunostomy 
for  drainage  of  the  duodenum  as  being  preferable 
to  gastroenterostomy.  It  gives  more  complete  re- 
lief and  more  permanent  results. 

Van2;ant  treated  seventeen  patients  with  intract- 
able peptic  ulcer  by  means  of  foreign  protein  in- 
jections. Fourteen  were  quickly  relieved  of  symp- 
toms, although  but  three  had  any  prolonged  relief. 
It  has  no  apparent  advantage. 

Lewisohn  tested  the  blood  of  jaundiced  pa- 
tients with  reference  to  prothrombin,  fibrinogen 
or  antithrombin.  He  considers  these  tests  of  great- 
er value  than  the  clotting  or  bleeding  time  in  fore- 
telling the  occurrence  of  postoperative  hemorrhage. 

Rabinowitch  and  Bazin  plotted  a blood-sugar  time 
curve  in  patients  with  biliary  infection  and  con- 
sider it  of  great  value  in  indicating  local  disease 
with  or  without  infection  of  the  pancreas.  If  the 
time  curve  is  abnormal,  they  suggest  a prolonged 
drainage  of  the  common  bile  duct  and  appropriate 
diet.  Bockus  thinks  nonsurgical  biliary  drainage 
of  paramount  importance  in  the  diagnosis  of  gall- 
stones and  more  valuable  than  cholecystography. 
The  presence  of  cholesterin  crystals  or  bilirubin 
calcium  is  diagnostic  in  90  to  100  per  cent. 

E.  A.  Graham  estimates  that  cancer  of  the  gall- 
bladder is  associated  with  cholelithiasis  in  8.5  per 
cent  of  cases.  As  cholecystectomy  in  women  over 
forty  has  a mortality  of  less  than  1 per  cent  if  un- 
complicated, the  danger  from  carcinoma  is  thus  much 
greater  than  operation.  He  considers  cancer  of  the 
gallbladder  a relatively  common  disease  and  prac- 
tically always  associated  with  cholelithiasis.  He 
comments  on  the  results  of  cholecystography  in 
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over  thirty'five  hundred  patients.  The  phenoltet' 
raiodophthalein  was  given  intravenously  in  three- 
fourths  of  these,  the  oral  route  being  considered 
unsatisfactory.  Also  a high  retention  of  the  dye 
was  indicative  of  defective  liver  function  and  en- 
abled preoperative  preparation,  including  carbohy- 
drate diet,  calcium,  etc.,  to  be  carried  out  to  ad- 
vantage. The  mortality  in  cholecystectomy  was  re- 
duced from  6 per  cent  to  .4  per  cent  by  this  means. 

Rabinowitch  employs  the  quantitive  estimation  of 
urobilinogen  in  the  urine  as  a test  of  hepatic  dis- 
turbance. He  considers  it  more  delicate  than  the 
Vandenberg  test  for  blood  bilirubin  so  far  as  pig- 
mentary functions  of  the  liver  are  concerned.  Bauer 
considers  calcium  as  an  antispasmodic  for  the  re- 
lief of  colic,  biliary,  ureteral,  lead,  etc.  It  is  more 
effective  than  morphine.  Intravenous  injections  of 
calcium  chloride  5 per  cent  are  given  in  5-20  cc. 
dosage  at  the  rate  of  two  cc.  per  minute. 

Heyd  explains  certain  unexpected  fatalities  called 
“liver  deaths,”  following  operation  on  the  gallblad- 
der and  bile  ducts,  as  being  due  to  a form  of  alkalos- 
is associated  with  a degeneration  of  liver  tissue. 
Symptoms  of  w-eakness,  tachycardia  and  hyperpy- 
rexia occur  within  twenty-four  to  forty-eight  hours. 
He  advises  frequent  estimation  of  the  carbon  diox- 
ide combining  power  of  the  blood  as  a guide  to 
treatment. 

H.  E.  Graham  stresses  the  importance  of  early 
surgery  for  acute  cholecystitis.  A study  of  two 
groups,  one  operated  upon  within  forty-eight  hours 
and  the  other  after  forty-eight  hours  showed  the 
first  group  to  be  without  surgical  mortality,  where- 
as the  second  group  showed  the  operation  to  be 
more  difficult  and  the  postoperative  complications, 
hospital  stay,  dressings  and  ruptured  wounds  with 
hernia  to  be  excessive.  Estes  resorts  to  partial 
cholecystectomy,  where  complete  removal  is  con- 
sidered dangerous  or  difficult.  The  gallbladder  is 
split  after  ligation  of  the  cystic  duct,  the  mucous 
membrane  swabbed  with  tincture  of  iodine  or  des- 
troyed by  the  cautery  and  drainage  provided.  Re- 
sults are  excellent. 

Steel  comments  on  his  additional  experiences 
with  internal  drainage  of  the  gallbladder  by 
cholecystogastrostomy  or  cholecystoduodenostomy 
of  which  he  has  now  done  two  hundred. 
The  operation  in  his  hands  has  a low  mor- 
tality and  gives  no  complications.  Eighty-eight 
percent  of  chronic  gallbladder  infections  with  or 
without  stones  were  thus  treated  and  82  per  cent 


had  relief  to  date.  Horgan  devised  an  L shaped  per- 
forated drainage  tube  for  use  after  suture  of  the 
common  bile  duct.  It  is  easily  removed  without 
danger  to  the  suture  line.  Overhalt  injected  cam- 
piodol  in  twelve  patients  with  biliary  fistulae.  The 
roentgenogram  gave  definite  and  valuable  informa- 
tion in  each  case. 

Crump  studied  the  gallbladder  and  bile  ducts 
in  one  thousand  routine  postmortems.  Gall- 
stones were  present  in  onethird,  2?  per  cent 
after  the  fourth  and  ?0  per  cent  after  the  seventh 
decade.  Sixty  per  cent  had  some  disease  of  che 
gallbladder  and  40  per  cent  had  some  disease  cf 
the  bile  ducts.  In  2?  per  cent  of  those  with  stones 
in  the  gallbladder,  stones  were  also  found  in  the 
ducts. 

Robinson  injects  water  into  hernical  sacs 
of  five  cm.  or  more  in  length  to  aid  in  their  re- 
moval. A small  Penrose  drain  is  placed  around 
the  neck  of  the  sac  to  serve  as  a tourniquet. 

Buchmann  recognised  slight  dilation  of  the  right 
pupil  in  88  per  cent  of  patients  with  chronic  ap- 
pendicitis. The  left  was  dilated  in  6 per  cent, 
while  in  6 per  cent  there  was  no  change.  Brittain 
noted  retraction  of  the  right  testicle  when  pressure 
was  made  over  a gangrenous  appendix.  This  re- 
traction into  the  upper  part  of  the  scrotum  was 
maintained  during  pressure.  The  test  was  positive 
in  five  hundred  cases,  whereas  its  absence  was  noted 
in  three  hundred  other  acute  abdominal  conditions. 
Lewin  discusses  some  features  of  appendicitis  in 
old  age.  He  emphasi2;es  the  longer  interval  before 
acute  symptoms  develop,  the  slight  pyrexia,  the 
lessened  intestinal  disturbance  and  pain,  and  the 
similarity  to  the  symptoms  of  intestinal  obstruction. 
At  operation  the  appendix  is  usually  found  to  be 
free  from  adhesions  to  surrounding  structures. 

King  employed  auscultation  in  the  diagnosis  of 
postoperative  abdominal  complications.  He  found 
peristalsis  diminished  the  first  day  but  increased 
thereafter.  In  eliciting  certain  sounds  after  a per- 
iod of  inhibition,  as  in  peritonitis  following  appen- 
dicitis with  abscess,  a definite  prognosis  can  be 
given.  Increasingly  violent  peristalsis  without  the 
passage  of  gas  gives  a definite  picture  of  obstruc- 
tion. 

Hendon  sketches  a simple  enterostomy  tech- 
nic, in  which  a Pezzar  catheter  is  inserted  into  the 
intestine  through  a small  incision  or  cautery  punc- 
ture. One  or  two  sutures  only  are  used  for  tight 
closure  and  the  catheter  stem  is  passed  through 
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the  omentum  and  brought  out  of  the  abdominal 
wound.  Orr  believes  the  intravenous  administra' 
tion  of  20  cc.  of  10  per  cent  saline  solution  to 
be  the  best  method  of  relieving  postoperative  gas 
pains.  The  injection  is  made  slowly  over  a period 
of  five  minutes  and  may  be  repeated  within  twenty' 
four  hours  if  necessary.  All  his  patients  were 
helped  within  a few  minutes. 

Gilcreest  injected  a 30  per  cent  solution  of 
alcohol  into  the  epidural  space  for  the  re' 
lief  of  pain  in  cancer  of  the  rectum.  A 
similar  injection  of  the  sacral  nerves  was 
made.  Alcohol  in  this  strength  does  not  cause 
motor  disturbance  and  gives  relief  for  several  days. 
Fit2;gibbon  and  Rankin  outline  the  histologic 
changes  in  polyps  of  the  large  intestine.  Three 
groups  are  formed,  the  first  being  benign  and  the 
third  definitely  precancerous.  The  histogenesis  of 
cancer  of  the  colon  is  thus  mediated  through  pre' 
cancerous  polyp  formation.  The  stage  of  develop' 
ment  is  a useful  guide  to  operation  and  prognosis. 

Rankin  emphasizes  the  importance  of  a long  in' 
terval  betu’een  stages  in  the  graded  operation  for 
cancer  of  the  rectum  and  colon.  Sometimes  six  to 
eight  weeks  is  advisable.  Bartlett  describes  a one 
stage  operation  for  carcinoma  of  the  rectum.  The 
operation  begins  as  a perineal  excision,  the  anus  and 
rectum  when  loosened  being  enclosed  in  a rubber 
bag.  Laparotomy  is  then  done,  and  removal  com' 
pleted,  the  bowel  including  the  growth  being  am' 
putated  and  brought  out  through  the  abdomen. 
Permanent-  colostomy  and  closure  conclude  the 
operation. 

THE  BARBITURATES  ON  SURGICAL 
TRIAL* 

Joel  W.  Baker,  M.  D. 

SEATTLE,  WASH. 

Now  that  the  barbiturates  have  for  three  years 
enjoyed  prominence  in  medical  literature  and 
extensive  clinical  application,  it  may  be  apropos 
at  this  time  to  review  the  impressions  made  by 
the  drug  upon  various  members  of  the  profession, 
in  an  attempt  to  arrive  at  a fair  verdict  as  to  their 
usefulness.  There  are  several  questions  which 
we  should  like  to  have  answered  in  such  an  in' 
vestigation.  Are  the  barbiturates  continuing  to 
justify  their  popular  use  in  preliminary  and  bah 
anced  anesthesia?  If  so,  what  are  their  fields  of 
particular  usefulness,  and  what  are  the  chief 

♦From  the  Mason  Clinic. 

•Read  before  a meeting  of  Puget  Sound  Surgical  Society,  Seattle, 
Wash.,  Jan.  2,  1932. 


limitations  to  be  remembered?  Among  the  num- 
erous new  barbituric  acid  derivatives  being  mar' 
keted  today,  is  there  any  particular  choice?  Are 
these  drugs  best  given  orally,  intravenously  or 
otherwise? 

For  years  members  of  the  barbituric  acid  series 
have  constituted  our  most  dependable  sleeping 
potions.  Barbituric  acid  was  synthetized  by  Finck 
in  1864.  In  1888,  Kast,  working  with  sulphonal 
derivatives,  accidentally  discovered  that  they  pos' 
sessed  hypnotic  qualities.  Thence,  Fisher  and 
von  Merhing,  in  studying  the  chemical  structure 
of  the  molecule  responsible  for  hypnosis,  found  the 
degree  of  hypnotic  action  to  depend  upon  the 
number  of  alkyl  groups  linked  to  the  central 
carbon  atom  of  the  molecule.  Further  experiment' 
ation  led  in  1903  to  the  synthesis  of  veronal. 
Other  derivatives  have  followed.  Their  hypnotic 
property  is  now  undisputed.  However,  not  until 
three  years  ago  in  this  country,  when  one  of  the 
series  was  first  exploited  as  a general  anesthetic, 
did  they  receive  wide  consideration  in  surgical 
management.  While  the  extensive  work  of  Zerfas 
and  McCallum,  Lundy  and  others  has  disproved 
the  value  of  the  drug  as  an  anesthetic,  the  various 
members  of  the  series  are  still  being  employed  fair- 
ly universally  as  hypnotic  agents  preliminary  to 
surgical  operation.  Will  the  barbiturates  be  able 
to  hold  this  vantage  point,  or  will  they  also  pass 
into  the  surgical  discard  with  many  others  gone 
before? 

The  fact  that  so  many  measures  have  been 
attempted  to  secure  hypnosis  preliminary  to  oper- 
ation makes  evident  the  demand  for  a reliable 
agent.  Although  the  barbiturates  do  not  sat- 
isfy all  of  the  requirements  we  might  wish,  they 
have  several  advantages  to  reeommend  them.  From 
this  standpoint,  all  that  could  be  wished  for 
would  be  realized  if  we  could,  figuratively  speak- 
ing, remove  the  cerebrum  of  the  patient  the  day 
of  the  operation  and  operate  without  regard 
for  the  fears  and  apprehensions  of  the  subject. 
Surgical  patients  will  be  greatly  benefited  when 
a nontoxic  drug  is  found  that  is  so  specific  in 
its  action  as  to  temporarily  paralyze  the  sensorium 
without  affecting  any  of  the  other  organs.  The 
barbiturates  fill  this  order  imperfectly. 

With  the  barbiturates  administered  in  small 
doses  the  night  before  operation  and  with  sub- 
sequent doses  from  an  hour  and  a-half  to  forty- 
five  minutes  before  operation,  combined  with  the 
usual  hypodermic  of  morphine  and  atropine,  the 
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mental  reaction  of  the  patient  is  not  eliminated 
but  is  greatly  improved.  A night  of  sleep  is 
substituted  for  one  of  tossing  and  apprehension. 
When  the  surgical  carriage  arrives  at  his  door, 
the  patient  may  not  be  entirely  asleep,  but  an 
anxious  state  has  been  succeeded  by  a carefree 
cooperative  stupor.  From  the  patient’s  stand' 
point,  this  would  justify  the  continued  use  of 
these  drugs  until  some  better  one  supplants  them. 
From  the  surgeon’s  standpoint,  it  is  the  opinion 
of  many  that  this  result  can  be  accomplished  by 
a dose  sufficiently  small  for  no  ill  effects  to  be 
demonstrated.  Other  surgeons,  probably  in  the 
minority  at  the  present  time,  question  the  advis' 
ability  of  adding  a barbiturate  to  the  already 
complex  combination  of  morphine,  atropine  and 
several  anesthetic  agents. 

With  the  large  doses  at  first  given  in  an  at- 
tempt  to  secure  anesthesia,  there  were  certain 
objectionable  features,  such  as  a restless  reaction, 
prolonged  stupor  and  listlessness  conducive  to 
passive  congestion,  and  shallow  respiration  with 
impaired  ventilation  of  the  lungs.  At  the  present 
time  the  popular  adult  dosage  seems  to  be  from 
6 to  9 grains  of  sodium  amytal  or  from  3 to 
6 grains  of  nembutal  given  over  a period  of  from 
twelve  to  fourteen  hours  preceding  the  operation. 
With  this  dosage  the  objectionable  features  just 
mentioned  have  been  fairly  well  eliminated.  Lundy 
and  Eisenberger  find  the  vital  reserve  of  the 
respiratory  center,  as  tested  by  measured  response 
to  carbon  dioxide  stimulation,  to  be  greater  fob 
lowing  the  use  of  combined  barbiturates,  morphine 
and  general  anesthetics  than  after  the  use  of  any 
one  of  these  alone.  It  is  also  a general  observation 
that  there  is  a preservation  of  marked  reflex  re' 
sponsiveness  in  these  patients  following  such  bab 
anced  anesthesia. 

INDICATIONS 

If  we  accept  the  barbiturates  as  justified  in 
the  management  of  the  surgical  patient,  what  are 
their  particular  fields  of  usefulness?  For  the 
nervous,  high'Strung  patient,  for  the  patient  with 
toxic  goiter,  and  for  the  temperamental,  imagina- 
tive  patient,  the  drug  would  seem  particularly 
needed.  It  is  our  opinion  that  its  use  may  prove 
of  advantage  in  operating  upon  patients  with 
heart  disease,  since  the  drug,  combined  with  mor' 
phine,  eliminates  the  somatic  excitement  stage 
of  general  anesthesia.  By  eliminating  the  twist' 
ing  and  squirming  of  the  patient  as  he  goes  under 
the  anesthetic,  this  strain  on  the  heart  is  elim' 


inated.  It  may  be  that  this  apparent  advantage 
of  the  drug  will  be  counterbalanced  later  by  proof 
of  some  toxic  action  of  the  drug  in  heart  disease. 
For  instance,  we  know  that  when  the  drug  used 
to  be  given  intravenously  it  caused  a change  in 
the  heart  rate,  usually  a speeding  of  the  pulse; 
hence  it  may  prove  eventually  that  the  drug 
works  the  heart  more  than  it  spares  it.  A more 
proven  field  of  usefulness  is  as  an  adjunct  to 
local  anesthesia.  Here  it  seems  to  be  more  depend' 
able  than  scopolamine  and  other  agents  for  se- 
curing a cooperative  stupor. 

CONTRAINDICATIONS 

As  to  the  chief  limitations  to  be  remembered, 
we  feel  that  the  drug,  like  scopolamine,  should 
be  used  with  a great  deal  of  care  in  elderly  and 
debilitated  people.  Because  of  shallow  respiration, 
it  should  be  used  with  hesitancy  in  pulmonary 
disease.  Since  it  is  a depressive  drug,  it  should 
not  be  used  in  surgical  shock.  Since  its  effect 
on  carbohydrate  assimilation  and  metabolism  is 
not  perfectly  understood,  we  feel  that  it  should 
be  used  with  hesitancy  in  patients  with  impaired 
liver  function  or  diabetes. 

DERIVATIVE  OF  CHOICE 

The  popular  members  of  the  barbituric  acid 
series  on  the  market  today  are  diethybarbituric 
acid  (barbital  or  veronal)  and  its  sodium  salt 
(medinal),  phenylethybarbituric  acid  (phenobar- 
bital  or  luminal),  diallybarbituric  acid  (dial), 
isoamylethybarbituric  acid  (amytal),  and  its  sod- 
ium salt  and  its  isomexe,  sodium  ethyl  (1 -methyl- 
butyl)  barbituric  acid  (nembutal  or  pentobartital 
sodium).  Among  these  derivatives,  is  there  any 
particular  choice?  Suffice  it  to  say  that  with 
each  synthesized  product  of  increased  hypnotic 
activity,  there  has  been  an  accompanying  parallel 
increase  in  toxicity.  Therefore,  with  the  advantages 
go  the  disadvantages.  The  margin  of  safety  between 
the  effective  and  the  toxic  dose  is  essentially  the 
same  for  all. 

Nembutal  is  approximately  twice  as  effective  as 
sodium  amytal  and  is,  therefore,  given  in  half 
the  dosage.  Choice  is  influenced  somewhat  bv 
whether  we  desire  sedation  primarily  or  hypnosis. 
Nembutal  is  more  sedative  and  less  hypnotic, 
while  sodium  amytal  is  more  hypnotic  and  less 
sedative.  Therefore,  nembutal  bears  the  same 
pharmacologic  relation  to  sodium  amytal  as  lum- 
inal bears  to  veronal.  Another  reason  for  switching 
from  one  member  of  the  series  to  another  Is 
the  occasional  difference  in  susceptibility  of  the 
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individual  to  the  various  barbiturates.  Particu' 
larly  is  this  true  in  securing  sleep  after  morphine 
is  withdrawn  postoperatively.  Veronal  may  suc- 
ceed where  amytal  fails  and  vice  versa.  And  so 
with  others  of  the  series. 

METHOD  OF  ADMINISTRATION 

What  is  the  best  method  of  administering  the 
barbiturates?  Except  where  the  maximum  instan- 
taneous effect  of  the  drug  is  urgent,  such  as  in 
the  control  of  protracted  colic,  angina,  and  par- 
ticularly convulsions,  the  intravenous  method  of 
administration  has  no  advantages  over  the  oral, 
and  it  does  carry  some  disadvantages.  Aside 
from  the  time  loss  in  administering  the  drug  in- 
travenously and  the  possibility  of  technical  errors 
resulting  in  sore  arms  and  the  occasional  nervous 
reaction  of  the  patient  from  repeated  unsuccess- 
ful needle  pricks,  there  is  a certain  shock  to 
administering  the  drug  intravenously.  There  are 
occasional  circulatory  and  respiratory  disturb- 
ances, such  as  a fall  of  blood  pressure,  accelera- 
tion of  the  heart,  and  changes  in  the  speed  and 
amplitude  of  respiration. 

The  Council  of  Pharmacy  and  Chemistry,  in 
a recent  issue  of  the  Journal  of  the  American 
Medical  Association,  refers  to  these  disturb- 
ances as  “intravenous  reflexes  invoked  as  a re- 
sult of  irritation  of  the  depressive  nerve  endings 
in  the  base  of  the  aorta  and  heart  and  the  vagus 
nerve  terminations  in  the  viscera,  but  especially 
the  heart  and  lungs  and  the  caarotid  sinuses.” 
CONCLUSION 

While  the  profession  may  have  been  guilty  the 
past  three  years  of  overenthusiasm  in  the  clinical 
application  of  the  barbiturates,  we  now  have  a 
wide  experience  to  profit  from.  It  would  now 
seem  to  be  the  general  opinion  that  the  barbitur- 
ates should  not  be  used  routinely  in  preparing  sur- 
gical patients  for  operation,  but  they  are  the  most 
satisfactor)-^  and  dependable  adjunct  to  morphine 
we  have  for  allaying  the  preoperative  apprehensions 
of  very  nervous  patients.  In  such  instances  they 
are  best  given  orally  in  small  doses  over  a period 
of  from  twelve  to  fourteen  hours  before  operation, 
the  total  dosage  varying  with  the  particular  bar- 
buturate  used  and  with  the  individual’s  susceptibility 
to  the  drug  used.  The  margin  of  safety  is  essen- 
tially the  same  for  all  members  of  the  barbituric 
acid  series.  Certain  conditions,  such  as  advanced 
age  and  debility,  may  contraindicate  the  addition 
of  a barbiturate  to  an  already  complex  combination 
of  preanesthetic  and  anesthetic  agents. 


MEDICINAL  AND  DIETARY  TREATMENT 
OF  EPILEPSY* 

Merl  L.  Margason,  M.  D. 

PORTLAND,  ORE. 

Convulsive  seizures  are  associated  with  dis- 
eases embracing  almost  every  field  of  medicine. 
After  the  elimination  of  those  due  to  (1)  hys- 
teria, (2)  uremia,  (3)  eclampsia,  (4)  alcoholism, 
pulmbism,  (5)  brain  tumors  (about  20  per  cent 
have  convulsive  seizures),  (6)  intermittent  cere- 
bral anemia,  as  in  (a)  arteriosclerosis,  (b)  heart 
block,  (7)  hyperinsulinism,  hypoglycemia,  (8) 
extensive  traumatic  injury  to  the  brain,  (9) 
tetany,  (10)  idiocy,  (11)  hydrocephalus,  (12) 
reflex  irritation  from  acute  infectious  diseases 
in  infancy,  there  still  remain  many  cases  with 
convulsive  seizures  which  cannot  be  ascribed  to 
any  of  the  above  causes.  It  is  in  connection 

with  the  last  group  of  so-called  “idiopathic”  or 
“essential”  epilepsies  that  I wish  to  discuss  the 
present  day  methods  of  medicinal  and  dietary 
treatment. 

Idiopathic  epilepsy  may  be  divided  into  three 
types,  depending  upon  the  character  of  the  seiz- 
ure: (1)  Petit  mal.  These  spells  are  transitory 
and  do  not  proceed  beyond  the  initial  symtoms 
of  a major  attack.  The  patient  may  have  a mom- 
entary lapse  of  consciousness,  may  turn  pale, 
stagger,  catch  his  breath,  drop  objects  he  may 
be  holding,  or  void  urine  involuntarily.  (2) 
Jacksonian  epilepsy.  This  occurs  in  idiopathic 
epilepsy  but  most  often  indicates  focal  disease 
of  the  motor  cortex.  In  this  type  there  is  a 
motor  discharge  which  is  limited  to  one  part 
of  the  body,  as  the  arm  or  face,  each  attack 
following  the  same  pattern.  These  seizures  may 
spread  to  involve  one  entire  half  of  the  body, 
or  in  some  instances  the  entire  body.  Con- 
sciousness is  usually  retained  unless  the  seizure 
becomes  generalized.  (3)  Grand  mal.  This  is 
the  seizure  so  familiar  to  everyone,  in  which  there 
is  a loss  of  consciousness,  generalized  convulsion, 
and  various  transitory  sequelae  following  the 
seizure. 

TREATMENT 

“Hygienic  treatment  is  of  the  utmost  import- 
ance” is  the  statement  with  which  most  texts 
begin.  This  was  first  set  forth  in  the  earliest 
references  to  epilepsy  found  in  the  Talmud, 

* Read  before  the  Fifty-Seventh  Annual  Meeting  of  Oregon  State 
Medical  Society,  Eugene,  October  22-24,  1931. 
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which  was  written  by  the  Hebrews  about  2000 
years  before  Christ.  In  these  writings  hygiene 
was  directed  to  the  parents,  “lest  they  beget 
epileptic  children.”  At  present  we  recommend 
sterilization  in  people  who  have  idiopathic  epib 
epsy,  as  it  is  estimated  that  16  to  20  per  cent 
of  these  cases  can  be  accounted  for  by  heredity.  i 
There  can  be  no  question  that  a sane  rational 
life  will  be  of  some  benefit.  However,  it  is  very 
probable  that  the  forcing  of  fluids,  as  advised 
by  many,  has  a very  definite  deleterious  effect, 
a fact  which  has  been  demonstrated  by  many  ob' 
servers.  Rowntree’s  reports2  on  “water  intoxi' 
cation”  showed  that  large  quantities  of  fluid 
given  to  a dog  by  stomach  tube  produced  con- 
vulsive  seizures  and  that  the  animal  might  die 
in  status  in  four  to  five  hours. 

Medical  treatment.  The  most  reliable  of  the 
drugs  are  bromides  and  phenobarbital.  Of  the 
bromides,  the  sodium  salt  is  the  best  to  use,  as 
the  bromine  ion  (and  not  the  sodium  or  potas' 
sium)  is  its  chief  factor.  Sodium  bromide  con^ 
tains  about  80  per  cent  bromine,  and  potassium 
bromide  about  7?  per  cent.  The  patient 
is  asked  to  restrict  the  fluid  intake  to  about 
600  or  800  cc.  per  day.  He  is  asked  not 
to  add  any  salt  to  his  food,  and  to  pay  no 
attention  to  the  salt  content  of  the  food  itself. 
This  will  effect  a decrease  of  approximately  5 
to  7 grams  of  chloride  per  day  in  the  diet 
of  the  average  American.  Sodium  bromide 
is  begun  then,  giving  7^  grains  three  times  a 
day.  After  two  weeks  the  dose  is  increased  to 
10  grains  three  times  a day.  If  the  convulsoins 
continue,  in  two  weeks  the  dose  may  be  in' 
creased  to  15  grains  three  times  a day.  Kidney 
or  heart  disease  with  fluid  retention  is  a contra' 
indication  to  the  use  of  the  above  treatment. 

Signs  of  intoxication  are  (1)  acne,  (2)  sleep' 
iness,  (3)  tiredness,  (4)  thickness  of  speech, 
(5)  ataxia  and  (6)  delirium.  The  early  sym' 
toms  can  be  relieved  by  the  administration  of 
15  grains  of  sodium  chloride  three  times  a day. 
The  acne  can  be  relieved  or  avoided  a great  deal 
by  giving  a few  drops  of  Fowler’s  solution 
three  times  a day  during  the  time  the  patient 
is  taking  bromide.  The  bromide  medication 
should  be  continued  for  a period  of  two  years 
after  the  convulsions  have  stopped. 

1.  Wilson.  S.  A.  K.:  Remarlts  on  Some  Aspects  of  Problem  of 
Epilepsies.  Brit.  M.  J.  2;  745-749,  Oct.  26,  1929. 

2.  Rowntree.  L.  G.:  Effects  on  Mammals  of  Administration  of 
Excessive  Quantities  of  Water  J.  Pharmold  and  Exper.  Therap.  29: 
135-159,  Oct.,  1926. 


Phenobarbital  (luminal)  was  introduced  from 
Germany  some  years  ago  and  belongs  to  the 
same  group  of  drugs  as  adalin  and  barbital. 
It  is  an  especially  convenient  drug  on  account 
of  the  relatively  small  quantity  necessary  to  give 
satisfactory  results  and  the  comparatively  slight 
interference  with  the  mental  activities.  This 
drug  may  be  given  to  adults  in  one  and  one'half 
grain  doses  at  bed  time — and  if  this  does  not 
control  the  spells,  it  may  be  given  night  and 
morning.  Larger  doses  than  this  usually  do 
not  increase  the  effectiveness  of  the  drug.  The 
drug  is  also  on  the  market  as  luminal  sodium 
for  hypodermic  administration.  In  cases  of  sta' 
tus  epilepticus  this  method  of  administration  may 
be  used,  giving  one  grain  per  dose  two  or  three 
times  a day.  The  use  of  phenobarbital  may 
cause  a dermatitis  or  lethargy  and  dullness  that 
necessitates  its  being  discontinued.  When,  for 
any  reason,  it  is  necessary  to  discontinue  the  use 
of  phenobarbital,  the  patient  should  be  cautioned 
to  stop  it  very  gradually  by  decreasing  the  dose 
each  time,  as  sudden  discontinuation  of  the  drug 
is  likely  to  precipitate  a series  of  severe  con' 
vulsive  seizures  and  possibly  a status. 

Chlorbutanol  (chloretone) , a hynotic  drug,  has 
proved  to  be  useful  if  given  in  five  grain  doses 
at  bed  time  to  control  nocturnal  attacks.  This 
may  be  given  to  complement  the  bromide  treat' 
ment. 

There  are,  of  course,  many  other  drugs  used 
either  to  decrease  the  seizures  by  depressing  the 
motor  mechanism  or  to  enhance  other  forms  of 
treatment;  for  example,  theobromine  sodium  sali' 
cylate,  whose  beneficial  results  are  probably  due 
to  dehydration  and  may  be  used  along  with 
bromide  or  phenobarbital.  Also  there  are  cer' 
tain  glandular  products,  such  as  pituitary  and 
thyroid,  which  are  of  benefit  in  certain  types 
of  epileptic  seizures.  That  many  of  these  reme' 
dies  have  distinct  value  cannot  be  questioned, 
but  for  the  average  physician  I feel  that  brom' 
ide  or  phenobarbital  will  yield  the  most  con' 
sistent  results. 

Dietary  treatment.  Dehydration,  as  accom' 
plished  by  fluid  limitation  or  ketogenic  diet,  is 
distinctly  a recent  advance  in  the  treatment  of 
epileptic  seizures.  One  is  led  to  believe,  how' 
ever,  that  the  dehydration  idea  is  quite  old  when 
he  reads  the  translations  by  Adams^  of  London 
from  the  writings  of  Hippocrates  (460'370  B.  C.), 

3.  Pirkner,  E.  H. : Epilepsy  in  Light  of  History.  Ann.  M.  Hist. 
1:453-480,  July,  1929 
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Fig.  I.  Chart  of  epileptic  patient  on  ketogenic  diet.  Note  tfie 
Leaving  some  of  the  fat  alters  the  ration  and  causes  water  storage. 

who  describes  epilepsy  so  well  that  there  can  be 
no  question  as  to  the  correctness  of  his  diagnosis. 
“The  man  loses  his  speech  and  intellect,  and  the 
hands  become  powerless  and  are  contracted  the 
eyes  are  distorted  owing  to  the  veins  being  ex' 
eluded  from  (breathing).  The  air  and  froth 
from  the  lungs  issue  from  the  mouth.  He  foams 
and  sputters  like  a dying  person.  When  adoh 

escent,  they  may  recover  without  leaving  any 
mark  of  the  disease,  but  there  is  danger  of  its 
becoming  habitual  and  even  increasing  if  not 
treated  by  suitable  remedies.  But  whoever  is 
acquainted  with  such  a change  in  men  (epilepsy) 
and  can  render  a man  humid  and  dry,  hot  or 
cold,  by  regimen,  could  also  cure  this  disease.” 
Dehydration  treatment  is  indicated  in  grand 
mal  seizures  and  in  somes  cases  in  the  petit  mal 
seizures,  though  the  latter  are  occasionally  not 
affected  and  may  even  be  aggravated  by  this 
form  of  treatment.  Furthermore,  a grand  mal 
type  at  times  will  become  a petit  mal  under  this 
regime. 

4.  Fay,  Temple,:  Convulsive  Seizures,  Their  Producrion  and  Con^ 
trol.  Am.  J.  Psychiat.  10:551'556.  Jan.,  1931. 

5.  Ibid:  Epilepsy  Clinical  Observations  on  the  Control  of  Convub 
sive  Seizures  by  Means  of  Dehydration.  J.  Nerv,  and  Ment.  Dis. 
71:481'633.  May.  1930. 

6.  Fay,  Temple,  Pendergrass,  E.  P.»  and  Winlcelman,  N.  W.: 
Symposium  on  Epilepsy.  Internal.  Clinics,  Vol.,  Ill,  Series  40:  78‘'108, 
1930. 


gradual  gain  in  weight,  due  to  patient's  not  eating  all  food  on  tray. 

Dehydration  has  given  good  results  in  the 
hands  of  Fay  5^  6^  even  though  the  report  by 
Cameron'^  would  indicate  that  results  of  this  pro- 
cedure  are  not  always  so  encouraging.  Fay’s 
instructions  for  carrying  out  of  this  form  of 
treatment  are  that  the  patient  should  be  placed 
in  a hospital  for  a period  varying  from  three 
to  six  weeks.  During  the  first  week  the  patient 

is  examined  and  observed.  He  is  told  to  follow 
as  nearly  as  possible  his  usual  custom  of  eating 
and  drinking.  Careful  record  is  kept  of  the  in- 
take  and  output  of  fluids,  as  well  as  of  the 
seizures  and  the  character  of  symptoms  follow- 
ing  them. 

During  the  second  week  the  restriction  of 
fluids  is  begun.  The  patient  is  limited  to  from 
twelve  to  sixteen  ounces  (354  to  473  cc.)  of 
total  liquid  for  the  twenty-four  hours.  The  flu- 
ids given  may  be  fruit  juices,  water,  milk,  seltzer 
water  or  white  rock.  They  should  be  distributed 
through  the  twenty-four  hours.  These  patients 
lose  weight  rapidly  at  first,  but  finally  become 
stationary  as  a fluid  balance  is  reached.  In  the 
average  case  this  takes  about  two  weeks.  The 
diet  should  be  low  in  carbohydrates,  though 

7.  Cameron,  D.  E.:  The  Dehydration  Method  in  Epilepsy.  Am. 
Jour.  Psychiat.  11:123'130,  July,  1931. 
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chiefly  to  the  loss  of  body  fluids.  Bridge, lo  in 
1931,  showed  by  experiments  that,  unless  the 
ketogenic  or  high  fat  diet  succeeded  in  removing 
the  surplus  extracellular  fluid  from  the  body, 
no  improvement  in  epileptic  seiz;ures  resulted, 
(fig.  1).  With  these  ideas  in  mind,  a program  of 
treatment  was  outlined  by  Bridge  for  the  con- 
trol of  epileptic  secures  which  has  been  used  in 
the  cases  whose  charts  are  shown.  He  employs  fast- 
ing, high  fat  diet  and  fluid  limitation.  The  patient 
is  placed  in  the  hospital,  no  food  being  given  for 
five  days.  He  is  allowed  water  and  is  encouraged  to 
drink  up  to  one  quart  per  day.  Cleansing  enema  is 
given  at  the  end  of  the  first  day  only.  On  the  sixth 
day  the  high  fat  diet,  with  a fat  acid  to  glucose 
ratio  of  3.5  to  1,  without  any  added  salt,  ’s 
instituted. 

A careful  record  of  the  morning  and  even- 
ing weight  is  kept.  If  this  is  charted,  it  will  be 
seen  that  after  a few  days  on  the  high  fat  diet 
the  weight  curve  begins  to  mount,  even  though 
the  patient’s  caloric  intake  is  not  sufficient  to 
cause  a gain  in  weight.  This  is  due  to  storage 
of  fluid  in  the  body  as  it  becomes  accustomed  to 
the  high  fat  diet.  (fig.  2).  This  tolerance  for  the 


the  usual  restriction  is  to  omit  only  desserts. 
No  salt  should  be  added  to  the  food,  though  no 
attention  is  paid  to  the  salt  content  of  the  var- 
ious foods.  At  this  stage  of  the  treatment  the 
urinary  output  should  be  slightly  less  than  the 
fluid  intake,  but  should  balance  to  within  two 
or  three  ounces  per  week.  No  account  is  taken 
of  the  fluid  lost  through  the  skin,  lungs  and 
bowel,  as  this  is  just  about  equal  to  the  amount 
contained  in  the  various  foods.  The  success  of 

this  treatment  depends  largely  upon  the  mental 
caliber  of  the  patients  to  be  treated  and  their 

persistence  in  following  the  regime  over  a long 
period  of  time.  Mentally  defective  or  uncoop- 
erative patients  will  not  follow  such  a regime. 

In  1907  Benedict  and  Milner  showed  that  the 
change  from  a high  carbohydrate  diet  to  a high 
fat  diet  caused  a marked  loss  of  body  fluids. 
Then,  in  1923,  Gamble,  Ross  and  TisdalH,^* 

showed  that  fasting  caused  a rapid  loss  of  body 
weight  within  the  first  six  days,  which  was  due 

8.  Gamble,  J.  L.,  Ross,  G.  S.,  and  Tisdall,  F.  F.:  Metabolism  of 
Fixed  Base  During  Fasting.  J.  Biol.  Chem.  57:633'695.  Oct.,  1923. 

9.  Gamble,  J.  L.:  Dehydration  New  England  J.  Med.  201:909' 
917,  Nov.  7,  1929. 

10.  Bridge,  M.  and  Job,  L.  V.:  Mechanism  of  Ketogenic  Diet  in 
Epilepsy.  Am.  J,  Psychiat  10:667'671,  Jan.,  1931. 
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high  fat  diet  must  be  overcome  by  decreasing  the 
fluid  intake  until  the  weight  curve  remains  flat. 
After  the  patient  has  maintained  an  almost 
constant  weight  on  a fat  acid  to  glucose  ratio 
of  3.5  to  1 and  a fixed  fluid  intake  for  a week 
or  so,  it  is  often  possible  to  increase  the  car' 
bohydrate  in  the  diet  to  a FA/G  ratio  of  3.0 
to  1 or  2.5  to  1 without  causing  a storage  of 
fluids  in  the  body.  If  possible  it  is  well  to  make 
this  change,  as  the  diet  becomes  much  more  pala' 
table  to  the  patient. 

While  there  is  quite  a fluctuation  in  the  C02 
combining  power,  this  cannot  be  used  as  an  index 
of  the  effectiveness  of  the  high  fat  diet.  It  has 
been  shown  that,  unless  the  diet  maintains  the 
reduction  in  the  body  fluids  brought  about  by 
fasting,  irrespective  of  the  degree  of  ketosis 
produced,  the  conclusive  seizures  will  not  be  con- 
trolled. 

The  diet  is  figured  to  give  about  16  calorics 
per  pound  of  body  weight  in  the  case  of  an 
adult  and  about  25  calories  per  pound  of  body 
weight  in  the  case  of  a child.  The  amount  cf 
protein  per  day  is  obtained  by  allowing  T3 
gram  per  pound  of  body  weight.  The  carbo' 
hydrate  requirement  is  obtained  by  multiplying 
the  total  calories  required  per  day  by  certain 
constants,  which  in  the  case  of  a diet  having 
a FA/G  ratio  of  3.5  to  1.0,  is  0.006.  The 
fat  is  obtained  in  a similar  way  to  the  carbohy' 
drate  except  that  the  constant  is  0.1  times  the 
total  daily  caloric  requirement. 

To  prove  that  the  diet  figured  gives  the 

FA/G  ratio  of  3.5  to  1.0  we  may  substitute  in 
the  following  equation: 

FA  0.44P  + 0.9F 

G C + .58P  + O.IF 

For  example,  if  we  have  a 150  pound  per' 

son,  he  w'ill  require  (150x16)  2400  calories. 

The  protein  will  be  (3^x150)  50  grams.  The  car' 
bohydrate  w'ill  be  (0.006x2400)  14.4  grams.  The 
fat  required  will  be  (0.1x2400)  240  grams. 

(0.44x50P)  + (0.9x240F)  = 238  3.53  _ FA 

14.4  + (0.58x50P  + (0.1x240F)  = 67.4  1.0  G 

The  use  of  the  ketogenic  diet  over  a long 

period  of  time  may  produce  pellagrous'like  skin 

lesions  or  amenorrhea  in  women  on  account  of 
a deficiency  in  vitamine  B'2. 

11.  Stevens,  A.  A.:  Practice  of  Medicine,  Third  Edition,  Phila' 
delpbia,  W B.  Saunders  Co.,  1931. 


CARBON  MONOXIDE  POISONING* 
H-^rry  H.  Kretzler,  M.  D. 

EDMONDS,  WASH. 

Carbon  monoxide  is  a tasteless,  colorless,  ah 
most  odorless  gas  with  a specific  gravity  of  0.967, 
very  slightly  less  than  air.  It  is  produced  when 
combustion  of  organic  substances  such  as  wood, 
coal  and  petroleum  products  takes  place.  Com' 
bustion  occurs  in  two  stages.  The  first  produces 
carbon  monoxide,  the  second  carbon  dioxide. 
When  the  air  supply  is  deficient  or  when  the 
temperature  of  the  gas  is  not  sufficiently  high, 
the  second  stage  in  oxidation  does  not  take  place. 

The  first  condition  of  deficient  air  supply 
obtains  in  (1)  conflagration  of  buildings,  carbon 
monoxide  being  the  element  in  the  smoke  chiefly 
responsible  for  firemen  being  overcome;  (2) 
fires  and  explosions  in  mines;  the  carbon  mon' 
oxide  generated  is  usually  more  fatal  than  either 
the  fire  or  the  explosion;  and  (3)  internal  com' 
bustion  motors  of  automobiles,  motor  boats  and 
aeroplanes.  The  production  by  decreased  tern' 
perature  has  to  do  largely  with  cooking  or 
heating  water  with  illuminating  gas. 

By  far  the  greater  number  of  cases  of  poison' 
ing  from  carbon  monoxide  are  not  due  to  any 
of  these  conditions,  but  to  the  accidental  or  sui' 
cidal  inhalation  of  illuminating  gas,  which  contains 
about  20  per  cent  carbon  monoxide.  Accidental 
effects  may  come  from  the  use  of  flexible  hose, 
faulty  fittings  or  valves,  the  flame  being  extin- 
guished by  the  wind  or  by  a pot  boiling  over, 
or  by  failure  to  turn  off  the  gas  when  the 
flame  ceases  while  using  a “quarter  meter.” 

The  phase  of  carbon  monoxide  to  which  we  will 
direct  our  attention  is  that  found  in  the  exhaust 
of  the  gasoline  motor.  In  the  explosion  of  the 
air  and  gasoline  vapor,  complete  combustion  nev- 
er occurs.  When  the  carburetor  is  adjusted  to 
give  a rich  mixture  of  gas,  the  carbon  monoxide 
content  is  materially  increased  and  may  reach 
almost  9 per  cent.i  Approximately  one  cubic 
foot  of  carbon  monoxide  is  discharged  every  min- 
ute for  each  twenty  horse  power  of  the  motor 
when  run  on  the  usual  mixture.  This  is  suffi- 
cient to  so  contaminate  the  air  of  a small  garage, 
10x20x10,  that  it  would  paralyze  a man  in  a 

Read  before  a meeting  of  King  County  Medical  Society,  Seattle, 
Wash.,  1931, 

1.  Schoofs,  F.  Poisoning  by  Exhaust  Gases  of  Motor  Cars.  J. 
State  Med.  38:  415'417  July,  1930. 

2.  Henderson,  Yandell.  Dangers  of  Carbon  Monoxide  Poisoning 
and  Measures  to  Lesson  these  Dangers.  Report  I of  the  Committee  on 
Poisonous  Gases  of  the  American  Medical  Association.  J.  A.  M. 
94:  179'185.  Jan.  18,  1930. 
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few  minutes  and  would  cause  his  death  in  a short 
time  if  he  were  not  removed. 2 

Motor  boats  have  contributed  their  share  of 
fatalities.  Several  months  ago  a man  was  almost 
fatally  poisoned  in  a motor  boat  in  the  Grays 
Harbor  district.  The  exhaust  gas  of  aeroplane 
motors  causes  trouble  less  frequently,  for  the 
motors  are  rarely  warmed  up  in  small  confined 
areas,  and  the  propellor  blast  causes  an  early 
mixture  of  the  gas  with  the  surrounding  air. 
However,  a certain  amount  of  exhaust  gas  obtains 
in  the  cockpits  of  certain  planes,  and  before  rem- 
edial measures  were  taken  by  manufacturers  was 
probably  a more  or  less  constant  measurable 
constituent.  3 

A mechanic  told  me  of  his  experience  in  one 
particular  type  of  plane.  Headache,  nausea  and 
vomiting  came  on  before  he  had  been  up  an 
hour.  The  air  was  not  bumpy  and  he  had  had 
a great  many  hours  of  flying  to  his  credit.  The 
chances  were  against  air  sickness.  When  the  air 
in  the  after  cockpit  of  this  plane  was  tested  in 
flight,  it  was  found  to  have  a percentage  of 
carbon  monoxide  high  enough  to  be  dangerous  to 
life,  should  it  be  inhaled  for  several  hours.3 

A near  fatality  occurred  to  two  officers  of 
the  Army  Air  Corps  while  photographing  Chica- 
go. A break  in  the  exhaust  line  leading  through 
the  heater  jacket  allowed  exhaust  gases  to  enter 
the  plane  in  sufficient  quantity  to  overcome  the 
pilot.  The  photographer,  noting  the  plane  diving 
at  a speed  of  around  170  miles  per  hour,  went 
forward  and  found  the  pilot  slumped  forv;ard, 
unconscious,  pressing  the  stick  with  his  shoulders. 
By  almost  superhuman  efforts  on  the  part  of  the 
photographer,  the  plane  was  righted  and  eventu- 
ally safely  landed. ^ 

Last  year  in  an  article  in  the  Saturday  Even- 
ing Post,  Lieutenant  A1  Williams  of  the  Navy 
related  his  experiences  when  overcome  by  carbon 
monoxide  in  his  training  for  the  Schneider  Cup 
race.  More  recently  Frank  Hawks  in  attempt- 
ing to  fly  from  Canada  to  Mexico  on  the  West 
Coast  was  forced  to  land  in  California  because 
of  this  noxious  agent.  Major  Jimmy  Doolittle 
a few  months  before  spent  several  days  in  the 
hospital  after  a similar  experience  while  flying 
from  Quebec  to  Mexico  City. 

Because  of  these  accidents  the  Navy  Depart- 
ment, through  its  Bureau  of  Medicine  and  Sur- 

3.  White.  J. : Head  of  the  Section  of  Aviation  Medicine,  Bureau 
of  Medicine  and  Surgery,  Navy  Department.  Personal  Communication. 

4.  Jones,  G.  I.:  Chief,  Medical  Division,  Army  Air  Corps.  Per' 
sonal  Communication. 


gery,  has  been  working  to  determine  the  presence 
of  this  noxious  gas  in  planes  and  dirigibles.  The 
pioneering  work  of  White  in  his  investigations 
of  the  carbon  monoxide  content  in  planes  is 
to  be  highly  commended. 

This  gas,  which  alone  causes  more  deaths  than 
the  total  of  all  other  gases,  exhibits  no  marked 
toxicity  for  any  tissue.  Physiologically  speaking, 
it  compares  with  nitrogen  and  hydrogen  in  being 
an  indifferent  gas.  It  only  acts  by  cutting  off 
the  supply  of  oxygen,  and  all  the  symptoms  and 
pathology  produced  by  it  are  attributed  to  this  fac- 
tor of  oxygen  deprivation.  Animals  without 
hemoglobin  can  live  in  an  atmosphere  of  80  per 
cent  carbon  monoxide.  5 It  is  neither  oxidized 

nor  decomposed  in  the  living  body. 

It  does,  however,  show  a marked  affinity  for 
hemoglobin,  and  with  it  forms  a loose  combination. 
The  attraction  of  carbon  monoxide  is  over  200 
times  that  of  oxygen,  in  one  instance  being  299 
(Haldane).  With  the  hemoglobin  bound  to 
carbon  monoxide,  less  oxygen  is  of  necessity 
carried  to  the  tissues.  That  tissue  requiring  the 
greatest  amount  of  oxygen  would  be  affected  in 
the  greatest  degree.  The  nervous  system,  the 
most  highly  specialized  tissue  of  the  body,  can 
suffer  anoxemia  less  than  any  other  tissue.  A 
tourniquet  can  be  placed  on  an  extremity  for  an 
hour  or  even  longer  with  relative  impunity,  but 
cut  off  the  blood  supply  to  the  central  nervous 
system  for  five  minutes  and  death  ensues.  It  is 
not  surprising,  therefore,  to  find  the  central 
nervous  system  bearing  the  brunt  of  attack. 

Not  only  does  the  hemoglobin  combine  with 
carbon  monoxide,  but  the  dissociation  between  the 
remaining  hemoglobin  and  the  oxygen  it  carries 
seems  to  be  changed.  Oxygen  is  given  up  less 
readily  to  the  tissues,  further  increasing  the 
anoxemia. 

A concentration  of  one  part  of  carbon  mon- 
oxide in  10,000  parts  of  air,  if  inhaled  for 
several  hours,  will  produce  12  per  cent  satura- 
tion of  the  blood.  This  amount  will  not  produce 
any  disagreeable  effects.  One  and  one-half  parts 
in  10,000  causes  18  per  cent  saturation  of  the 
blood.  This  amount  is  permissible  for  short 
exposures.  When  the  amount  in  the  air  reaches 
4.7  parts  per  10,000,  the  blood  becomes  50  per 
cent  saturated,  if  breathing  is  continued  for 
several  hours.  Saturation  of  80  per  cent  is  fatal 

5.  DuBois,  E.  F.:  Physiology  of  Respiration  in  Relationship  to 
Problems  of  Naval  Medicine.  U.  S.  Nav.  Bull.  27:  22'42,  Jan.  1929, 

6.  Haldane,  J.  S.:  Respiration,  p.  160.  Yale  Univ.  Press,  1927. 
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at  once,  and  60  per  cent  saturation  has  caused 
death.  Breathing  a concentration  of  .2  per  cent 
for  four  or  five  hours,  or  .4  per  cent  for  one 
hour  will  cause  death. 

Haggard  and  Henderson’^  have  worked  out  a 
rule  for  computing  the  toxicity.  The  time  of 
exposure  in  hours  is  multiplied  by  the  concen- 
tration  as  in  parts  per  10,000  in  air.  If  the 
product  equals  three  or  less,  there  is  no  appreci' 
able  effect;  if  six,  there  is  slight  malaise.  At  nine 
most  persons  suffer  headache  and  nausea.  If  the 
product  is  fifteen,  it  is  dangerous  for  any  but 
the  briefest  exposure.  Henderson  and  his  co- 
workers,  in  their  work  on  the  ventilation  of  the 
Holland  tunnel  under  the  Hudson  river,  placed 
a maximum  limit  of  four  to  five  parts  of  car- 
bon monoxide  per  10,000  parts  of  air.  The  time 
limit  in  this  case  is  well  under  one  hour.  Satura- 
tion is  accomplished  more  readily  by  deep  breath- 
ing and  by  exertion,  and  when  the  temperature 
and  humidity  are  high,  the  combination  of  car- 
bon monoxide  and  hemoglobin  takes  place  with 
greater  rapidity,  s 

The  symptoms  of  carbon  monoxide  poisoning 
vary  with  the  degree  of  saturation.  Headache, 
nausea  and  vomiting,  palpitation,  diz2;iness,  dimness 
of  vision,  loss  of  muscular  power,  convulsions, 
coma  and  death  occur  usually  in  the  order  men- 
tioned. If  the  concentration  is  very  great,  death 
may  occur  as  quickly  as  in  drowning.  Haldane’s 
experiments  on  himself  give  very  good  pictures 
of  the  different  stages  of  saturation.  At  about 
30  per  cent  saturation  very  slight  symptoms, 
such  as  slight  increase  of  pulse  rate,  deeper 
breathing,  and  slight  palpitations,  became  observ- 
able during  rest,  and  running  upstairs  was  fol- 
lowed in  about  half  a minute  by  dizziness,  dim- 
ness of  vision,  and  abnormally  increased  breath- 
ing and  pulse  rate.  At  40  per  cent  saturation 
these  symptoms  were  more  marked  and  exertions 
had  to  be  made  with  caution  for  fear  of  faint- 
ing. At  50  per  cent  saturation  there  was  no 
real  discomfort  during  rest  but  the  breathing 
and  pulse  rate  were  distinctly  increased,  vision 
and  hearing  impaired,  and  intelligence  probably 
greatly  impaired.  It  was  also  hardly  possible  to 
rise  from  the  chair  without  assistance.  Writing 
was  very  bad,  spelling  uncertain,  and  it  was 
difficult  to  recognize  objects  distinctly  or  esti- 

7.  Haggard.  H.  W.  and  Henderson.  Y. : The  Treatment  of  Carbon 
Monoxide  Poisoning.  J.  A.  M.  A.  77:1065-1068.  Oct.  1,  1921. 

8.  Sayers,  R.  R..  Meriwether,  F.  V.  and  Yant,  W.  P. : Phyiolog- 
ical  Effects  of  Exposure  to  Low  Concentrations  of  Carbon  Monoxide. 
Pub;  Health  Rep.  37:1127-1142,  May  12,  1922. 


commonest  symptom,  headache,  apparently  has 
its  basis  in  a rise  of  intracranial  pressure.  One 
group  of  investigatorsis  ingeniously  showed  this 
by  the  bulging  of  brain  tissue  through  a trephine 
opening.  This  rise  of  pressure  seems  to  be 
reactions  and  unfailing  judgment.  When  these 
conditions  are  not  met,  crashes  with  possible 
loss  of  life  follow.  Carbon  monoxide  is  partic- 
ularly dangerous  to  the  pilot  because  he  rarely 
would  have  any  indication  of  impending  trouble. 
The  individual  on  his  feet  usually  notes  weakness 
of  the  lower  extremities,  a symptom  which  would 
not  occur  to  a pilot.  But  even  before  this  stage 
might  be  reached,  sufficient  carbon  monoxide 
could  be  inhaled  on  a long  hop  to  markedly 
affect  the  pilot’s  judgment  and  his  motor  coordin- 
ation. Many  unexplained  crashes  in  the  past 
may  well  have  been  due  to  this  condition. 

Not  infrequently  pneumonia  follows  severe 
gas  poisoning,  and  it  is  quite  a fatal  type.  In 
one  series  of  cases  70  per  cent  died.^  Gangrene 
has  also  been  noted,  Fingers,  toes  and  even 
legs  have  been  amputated  from  this  cause,  and 
one  case  suffered  extensive  gangrene  of  the  mus- 
culature of  the  throat.  11  Impairment  of  the 

myocardium  and  even  cardiac  infarction  occur. 

The  most  tragic  sequelae,  however,  occur  in 
the  central  nervous  system.  Amblyopia  and  even 
complete  blindness  happen  not  infrequently.  Some 
cases  regain  their  sight  in  part,  some  never  regain 
it.  Choreiform  movements  are  common  and  con- 
vulsions occur  with  frequency.  Multiple  neuri- 

tis, 12  disseminated  sclerosis,  1 3 transient  and  per- 
manent hemiplegias  have  been  reported,  some 
of  them  occurring  after  the  patient  has  been 
considered  cured  and  out  of  danger.  Even  more 
tragic  are  the  mental  derangements.  Amnesia 
is  common.  Aphasia  occurs.  Parkinsonism  with 
its  masked  facies,  monotonous  speech,  rythmic  tre- 
mor, mental  decline,  and  scleroderma  have  been 
reported.il 

That  such  diverse  and  far  reaching  sequelae 
could  be  due  to  a single  agent  is  almost  unbe- 
lievable. Nevertheless,  such  is  the  case.  The 

9.  Henderson,  Y,  and  Haggard,  H.  W. : Treatment  of  Carbon 

Monoxide  Asphyxia  by  Means  of  Oxygen  and  Carbon  Dioxide  In' 
halations.  J.  A.  M.  A.  79:in7'1145,  Sept.  30.  1922. 

10  Briggs,  J.  E.:  Gangrene  Following  Carbon  Monoxide  Poison' 
ing.'  J.  A.  M.  A.  73:678  Aug.  30.  1919. 

11.  Alberti:  Quoted  by  Briggs  (9). 

12.  Wilson,  G.  and  Winkleman,  N.  W.:  An  unusual  Cortical 
Change  in  Carbon  Monoxide  Poisoning.  Arch.  Neurol,  and  Psychiat. 
13:  19M96.  Feb.,  1925. 

13.  McGum,  W.  J. ; Multiple  Sclerosis  due  to  Repeated  Inhalations 
of  Carbon  Monoxide  in  Furnace  Gas.  Med.  Rec.  91:149.  Jan.  27, 
1917. 

14.  Mackay,  R.  P.:  Neurological  Changes  Following  Carbon  Monoxide 
Poisoning.  J.  A.  M.  A.  94:1733'1736,  May  31,  1930. 
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mate  their  distance  correctly,  so  that  things  a long 
way  off  were  grasped  at  in  vain. 

These  symptoms,  however,  have  a more  dan- 
gerous  effect  on  the  aeroplane  pilot.  Aviation  de- 
mands a maximum  amount  of  coordination,  quick 
caused  by  a congestion  accompanying  a rise  in 
arterial  pressure  during  the  stage  of  a.sphyxia, 
and  later  by  a cerebral  edema. 

When  the  anoxemia  progresses  to  further 
stages,  destruction  of  nervous  elements  takes 
place.  Punctiform  hemorrhages  abound  in  the 
leptomeninges  and  on  the  cortical  surface.  The 
most  constant  site  of  the  encephalomalacia  that 
obtains  is  in  the  internal  segments  of  the  lenti- 
cular nucleus.  This  has  been  noted  for  years 
and  its  presence  is  regarded  as  pathognomonic  of 
carbon  monoxide  poisoning.  Semerak^^  produced 
similar  lesions  experimentally  in  animals. 

Two  cases  died  on  the  seventeenth  and  twen- 
ty-fourth day  respectively,  in  which  in  addition 
to  the  softening  of  the  lenticular  nucleus  there 
was  a well  defined  zone  of  softening  or  “cellular 
necrobiosis.”  This  was  widespread  through  al- 
most the  entire  cortex,  being  located  in  the  deeper 
layers  of  the  gray  mattter,  in  the  infragranular 
area.  In  these  softened  areas  it  is  interesting 
to  note  that  there  was  considerable  deposition  of 
calcium  in  the  blood  vessel  walls. is 

Why  these  changes  take  place  is  not  definitely 
known.  Koliskoi^  thought  it  was  due  to  anox- 
mia  and  anemia  induced  by  certain  anatomic 
peculiarities  of  the  blood  vessels  supplying  the 
central  nervous  system.  Stewart  considered  em- 
boli or  thrombi  etiologic.  Mackay  has  suggested 
there  may  be  degrees  of  vulnerability  to  anoxemia 
in  the  different  parts  of  the  brain. 

The  best  treatment  for  carbon  monoxide  poison- 
ing is  preventive.  Its  onset  is  so  insidious  that 
by  the  time  the  legs  give  way,  the  victim  is  un- 
able to  help  himself  and  can  usually  not  even  cr3 
for  help.  Persons  exposed  to  carbon  monoxide 
not  infrequently  feel  better  than  normal  and  can- 
not understand  their  muscular  weakness  and  in- 
ability to  do.  Automobiles  should  never  be 
warmed  up  in  a small  confined  area,  unless  ven- 

15.  Forbes,  H.  S.,  Cobb,  S.  and  Fremont'Smith,  F.:  Cerebral 
and  Psychiat.  11:264-28I,  March,  1924.  Cerebral  Edema  and  Head- 
ache Following  Carbon  Monoxide  Poisoning. 

16.  Scmerak,  C.  B.  and  Bacon,  L.  H.:  Experimental  Lesions  of 
Brain  from  Carbon  Monoxide.  Arch.  Path.,  10:823-839,  E>ec.,  1930. 

17.  Stewart,  R.  M.:  Histopothology  of  Carbon  Monoxide  Poisoning. 
J.  Neurol,  and  Psychopath.  1:105,  Aug.,  1920. 

18.  McConnell,  J.  W.  and  Sptller,  W.  G.:  A Clinicopathologic 
Study  of  Carbon  Monoxide  Poisoning.  J.  A.  M.  A.  59:2122-2126, 
Dec.  14.  1912. 

19.  Quoted  by  Semerak.  (16). 


tilation  is  unusually  good.  Gas  fixtures  should 
be  well  made  and  kept  in  perfect  repair.  Tests 
should  be  made  of  the  air  in  garages,  on  motor 
highways,  busy  street  intersections,  in  planes,  mo- 
tor boats  and  battleships,  in  mines,  factories  and 
steel  works. 

Accidents  will  occur.  So  when  some  pe-son 
has  inhaled  sufficient  carbon  monoxide  to  pro- 
duce symptoms,  he  should  be  removed  to  the. 
open  air  at  once.  If  conscious  he  should  be  kept 
lying  down.  Sudden  death  has  resulted  from 
the  action  of  sitting  up.  If  unconscious  and  not 
breathing,  artificial  respiration  by  the  prone  pres- 
sure method  of  Schafer  is  the  treatment  of  choice. 
As  soon  as  possible  the  patient  should  inhale  a 
mixture  of  oxygen  and  carbon  dioxide.  But  un- 
til the  patient  is  breathing  he  should  not  be 
moved  to  a hospital  to  secure  this  type  of  treat- 
ment. Many  deaths  have  doubtless  occurred  while 
the  patient  was  being  transported  to  a hospital. 

The  carbon  monoxide  is  in  loose  combination 
with  the  hemoglobin.  But  when  the  mass  of  oxy- 
gen is  greatly  increased,  the  carbon  monoxide  isi 
more  readily  displaced.  When  oxygen  alone  is 
inhaled,  diminished  breathing  follows  which  de- 
feats the  very  end  we  strive  to  obtain.  The  nor- 
mal physiologic  stimulant  for  respiration  is  car- 
bon dioxide.  When  this  is  added  to  the  inspired 
air,  or  better  yet,  oxygen,  the  ventilation  of  the 
lung  is  increased  many  fold,  deeper  and  more 
rapid  breathing  results,  and  there  follows  a marked 
reduction  in  the  amount  of  carbon  monoxide 
combined  with  the  hemoglobin.  At  first  5 per 
cent  carbon  dioxide  and  95  per  cent  oxygen  was 
used,  but  later  reports  by  both  Drinker^o  and 
Haggard  indicate  that  a higher  percentage  of  car- 
bon dioxide  is  more  efficacious.  A percentage 
of  7 to  10  is  now  recommended  by  these  author- 
ities. It  is  used  for  from  five  to  thirty  minutes. 
It  is  useless  to  use  it  over  forty  minutes. 

This  method,  first  suggested  by  Levi^i  in  1910, 
not  only  rapidly  terminates  the  asphyxia  and 
concludes  unconsciousness  in  many  of  those  even 
seriously  affected,  but  apparently  reduces  the 
pneumonias  and  central  nervous  system  degener- 
ations that  so  frequetly  follow.  For  this  reason 
alone  it  is  to  be  recommended. 


20  Drinker,  C.  K.  and  Shaughnessy,  T.  J. : Use  of  7 per  cent  Car- 
bon Dioxide  and  93  per  cent  Oxygen  in  Treatment  of  Carbon 
Monoxide  Poisoning.  J.  Indust.  Hyg.  11:301-304,  Nov.  1929. 

21.  Levi,  Ettore:  The  Clinical  use  of  Carbon  Dioxide  with  Oxygen. 
T.  A.  M.  A.  58:773-774,  Mar.  16.  1912. 
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SUMMARY 

Carbon  monoxide  is  an  ever'present  factor  in 
our  present  day  civilization  with  its  use  of  illum- 
inating gas,  of  combustible  materials  for  housing, 
and  with  its  millions  of  internal  combustion 
motors  in  automobiles,  trucks,  motorboats  and 
aeroplanes. 

Its  toxic  effect  is  produced  by  cutting  off  the 
oxygen  supply  to  the  tissues. 

The  nervous  system  suffers  greater  damage  than 
any  other  part  of  the  body,  probably  due  to 
its  greater  sensitiveness  to  oxygen  deprivation. 

The  best  treatment  is  preventive.  When  poison - 
dioxide  and  oxygen,  combined  with  artificial  res- 
ing does  occur,  inhalation  of  a mixture  of  carbon 
piration  if  necessary  will  usually  suffice.** 


**Since  the  foregoing  was  written,  the  Annual  Report  '^f  the  Surgeon 
(icneral  of  the  United  States  Navy  has  been  published.  The  out' 
standing  achievement  of  the  year,  according  to  this  report,  has 
been  "the  determination  that,  in  certain  types  of  airplanes,  carbon 
monoxide  was  present  and  being  absorbed  by  the  pilot  and  other 
occupants  in  sufficient  quantity  to  cause  symptoms.  This  work  led  to 
the  development  of  a special  instrument  for  the  detection  of  min^ 
utc  amounts  of  carbon  monoxide  and  the  applying  of  corrective 
measures  for  the  elimination  of  this  gas." 


Experimental  Shock  Study  of  its  Production 
And  Treatment.  Alfred  Blacock,  J.  W.  Beard,  and 
G.  S.  Johnson,  Nashville.  Tenn.  (Journal  A.  M.  A., 
Dec.  12,  1931),  describe  experiments  which  lead  them 
to  believe  that  the  local  loss  of  fluid  at  the  site  of  injury 
is  the  most  important  factor  in  producing  the  decline 
in  blood  volume  and  blood  pressure  in  shock.  Evidence 
for  the  action  of  toxins  was  not  found  in  the  experi- 
ments.  Following  severe  trauma,  the  fluid  that  was  lost 
consisted  in  the  main  of  whole  blood.  When  the  in- 
jury  was  less  severe,  the  fluid  that  escaped  through  the 
damaged  capillaries  had  approximately  the  same  compo- 
sition as  the  plasma  of  the  blood.  There  arc  two 

methods  by  which  the  low  blood  pressure  in  shock  may 
be  elevated : the  giving  of  vasocontrictor  drugs  and  the 
addition  of  fluids  to  the  circulating  blood  stream.  If 
one  limits  one’s  consideration  to  the  shock  that  develops 
following  trauma  and  remembers  that  the  blood  pressure 
is  low  because  there  is  a decrease  in  the  blood  volume, 
treatment  that  is  not  directed  toward  increasing  the 
blood  volume  does  not  seem  correct.  The  blood  supply 
to  organs  is  already  lessened  because  of  the  decrease 
in  the  circulating  volume  of  blood  and  the  vasoconstric- 
tion that  is  usually  present,  and  further  vasoconstriction 
that  follows  the  giving  of  drugs  decreases  still  more  the 
total  blood  flow  to  organs,  even  though  the  blood  pres- 
sure is  raised.  The  increase  in  blood  pressure  that  fol- 
lows the  injection  of  a vasoconstictor  drug  is  usually 
sustained  for  only  a short  time.  It  is  well  to  remember 
that  the  repeated  injections  of  large  amounts  of  epine- 
phrine will  produce  shock  in  previously  normal  dogs. 
Since  there  is  a diminution  in  the  volume  of  blood  in 
the  circulation  in  shock,  treatment  should  be  directed 
toward  increasing  this  amount.  For  this  purpose,  blood 
and  so-called  substitutes  for  blood  have  been  employed. 
The  results  following  the  use  of  most  of  the  substitutes 
have  not  been  very  encouraging.  Theoretically,  a solu- 
tion of  acacia  should  most  nearly  fulfil  the  conditions, 
but  there  are  some  objections  to  its  use.  The  fluid  that 
has  probably  been  used  more  frequently  than  any  other 
in  treating  .shock  is  physiologic  solution  of  sodium  chlor- 
ide. It  has  been  known  for  a long  time  that  salt  .solu- 
tions as  well  as  other  crystalloids  do  not  remain  in  the 
blood  stream  even  of  normal  dogs  very  long  after  injection. 


THE  ORTHOPEDIC  TREATMENT  OF 
INFANTILE  PARALYSIS* 

Ch.arles  LeRoy  Lowman,  M.  D.,  F.  A.  C.  S. 

LOS  .ANGELES,  CALIF. 

The  orthopedic  treatment  of  infantile  paralysis 
should  begin  at  the  onset  of  the  disease,  simul- 
taneously with  the  medical  treament.  The  pro- 
duction of  deformity  is  unnecessary  and  should 
exist  in  only  about  one  per  cent  of  cases,  if  the 
orthopedic  treatment  is  instituted  early.  Deform- 
ity due  to  paralysis  from  this  disease  is  due  to 
the  short-sightedness  of  the  medical  attendant  or 
lack  of  care  by  the  parents. 

Orthopedic  treatment  should  begin  as  soon  as 
diagnosis  is  made  by  the  physician,  as  the  posture 
of  the  child  at  rest  is  very  important.  For  ex- 
ample, the  position  of  the  feet  from  being 
weighted  down  by  the  bed  clothes  causes  stretch 
palsy  of  the  anterior  muscles  with  tightening 
of  heel  cords,  resulting  in  foot  drop.  The  posi- 
tion of  joints  must  be  guarded  and  weakened 
muscles,  which  control  joints,  must  be  supported. 
Rest  means  correct  position  of  the  muscles  and 
joints,  i.  e.,  physiologic  rest,  not  simply  rest 
in  bed  by  splintage  in  neutral  positions.  If  this 
is  done,  then  no  deformity  will  develop.  From 
a medical  standpoint,  it  is  important  to  have  a 
long  continued  rest  of  the  nervous  system  in  gen- 
eral, which  usually  has  received  considerable 
shock  and  strain. 

The  acute  muscle  soreness  and  neuritis  char- 
acteristic of  the  disease  are  helped  and  relieved 
by  casts  or  splints  during  the  early  stage.  If 
my  own  children  were  afflicted,  I would  put 
them  in  plaster  half-splints.  The  greatest  af- 
fliction of  these  cases  is  paralysis  of  the  arms 
and  hands  because,  as  a complex  tool  of  the 
brain,  they  are  more  vulnerable.  While  the 
muscles  of  the  leg  are  controlled  more  or  less 
automatically,  the  arms  and  hands  are  controlled 
by  the  most  highly  developed  part  of  the  brain. 
If  an  arm  is  paralyzed,  we  should  remove  all 
pull  from  its  muscles  and  it  should  be  placed 
in  a wing  or  aeroplane  splint,  and  there  should 
never  once  be  stretching  of  the  paralyzed  should- 
er muscles.  In  the  acute  stage  during  the  first 
weeks,  the  arms  should  be  kept  above  the  head, 
or  at  least  at  right  angles,  to  slacken  all  tension 
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on  the  deltoids  or  shoulder  cap  muscles,  until  the 
wing  type  brace  is  ready. 

In  the  acute  stage  after  the  diagnosis  is  made, 
the  parents  very  naturally  are  greatly  excited  and 
distressed  and  urge  that  “something  be  done.” 
Formerly,  there  was  very  little  we  could  do  but 
take  measures  for  complete  rest,  combat  the  aci' 
dosis  and  dehydration  incident  to  the  infection, 
and  watchfully  wait. 

However,  of  recent  years  more  hope  has  been 
raised  by  the  use  of  mixed  polyvalent  convalescent 
serum,  made  from  the  blood  of  old  or  cured 
cases  of  the  disease.  We  have  had  a serum 
service  station  at  the  Orthopedic  Hospital  School 
for  four  years  and  to  date  have  made  up  and 
distributed  about  25,000  cc.  of  pooled  serum. 

While  we  cannot  of  course  scientifically  prove 
that  the  use  of  serum  helps  or  cures  the  case, 
we  have  seen  enough  clinical  improvement,  bcth 
immediate  and  marked  in  quantity,  to  malie  us 
clinically  approve  of  its  use.  The  difficulty, 
as  Aycock  of  the  Harvard  Infantile  Paralysis 
Commission  recently  told  us,  is  that  it  would  be 
necessary  to  have  comparison  between  tv.'o  groups, 
one  treated  with  serum,  the  other  without,  to 
find  how  many  of  each  group  get  well  with 
or  without  paralysis.  As  clinicians,  we  can  scarce- 
ly bring  ourselves  to  carry  out  such  an  experi- 
ment, feeling  that  as  long  as  we  have  reasonably 
sound  clinical  evidence  that  it  does  some  good 
and  no  harm,  we  ought  not  withhold  it.  Natur- 
ally, we  have  not  the  heart  to  do  so.  If  it  is 
impossible  to  obtain  prepared  serum,  one  can 
transfer  whole  blood  from  an  old  case  (which  has 
had  blood  tests)  into  the  abdominal  muscles  of 
the  affected  case  and  get  nearly  as  good  results, 
but  slower. 

The  child  should  have  simple  diet,  no  nerve 
strain  and  no  handling.  Too  early  massage  and 
manipulation  often  makes  worse  crippling.  It 
is  better  to  have  no  treatment  than  bad.  There 
is  pain  in  the  muscles  and  because  of  this  a 
deformity  is  developed,  since  in  order  to  relieve 
the  pain  the  child  assumes  or  is  placed  in  a pos- 
ition to  accomplish  this.  The  mother  will  put 
a pillow  under  the  child’s  knees,  for  instance, 
not  realizing  that  the  heavy  bed  covers  resting 
on  the  feet  will  cause  a foot  drop  and  worse 
paralysis  of  the  leg  muscles,  beginning  contrac- 
tures or  drawing  up  of  the  hamstring  muscles 
back  of  the  knee. 

The  malposition  may  be  more  comfortable  but 


gives  much  more  postural  deformity,  while  if  mus- 
cles are  kept  in  good  bed  posture,  there  will  be 
much  less  paralysis  and  no  deformity.  It  is  im- 
portant also  that  the  child  should  have  a proper 
sitting  posture.  There  is  very  little  deformity 
due  to  the  disease  itself  but  much  of  that  which 
we  encounter  is  a secondary  condition,  developed 
because  of  the  accentuated  potential  deformities 
already  present.  Many  children  have  slight  post- 
ural deviations  which  are  exaggerated  when  weak- 
ness develops  from  this  disease. 

For  instance,  a check  of  sixty-one  cases  follow- 
ing an  epidemic  in  San  Luis  Obispo,  California, 
showed  as  follows: 

1.  Muscle  power  normal,  no  apparent  deformity,  24 
per  cent  (15  cases). 

2.  Postural  faults  with  or  without  slight  muscle  in- 
vol-^ement,  6?  per  cent  cent  (40  cases). 


Weak  anterior  tibial  35  per  cent 

Weak  abdominal  muscles  25  per  cent 

Weak  spinal  muscles  22  per  cent 

Flat  feet  50  per  cent 

Pronated  ankles  25  per  cen< 

Marked  depression  of  anterior  arch 7 per  cent 

Marked  tibial  torsion  10  per  cent 

Marked  knocked  knees  12  per  cent 

Short  leg  17  per  cent 

Marked  head  tilt  5 per  cent 

Very  tight  heel  cords  10  per  cent 

3.  More  severe  muscle  involvement,  11  per  cent  (6 

cases). 

Weak  abdominals  66  per  cent 

Weak  spinal  muscles  66  per  cent 

Severe  invo’vement,  both  legs  16  per  cent 

Severe  involvement,  one  foot  16  per  cent 

Severe  involvement  deltoid,  one  arm 33  per  cent 

Moderate  involvement  of  deltoids,  both  arms..  16  per  cent 

Marked  tremor  in  all  muscles  33  per  cent 


One  can  readily  see  by  the  above,  especially  in 
group  2,  in  which  very  little  paralytic  involve- 
ment occurred,  there  were  forty  out  of  the  sixty- 
one  cases  that  had  potential  postural  or  static 
faults.  Unless  this  group  can  have  follow-up 
investigations  for  several  years,  it  can  be  appre- 
ciated that  a certain  percentage  are  more  likely 
to  have  increase  of  these  causes  of  static  strain 
than  if  they  had  had  no  attack  of  poliomyelitis. 
Localized  muscle  tests,  limited  as  they  are  to  a 
few  movements  over  a short  time,  do  not  mea- 
sure the  actual  load  carried  under  the  perform- 
ance of  the  work  and  play  of  the  child  for  all 
day.  This  is  what  tells  the  tale  and  often  after  a 
year’s  muscular  imbalance,  appears  with  the  poten- 
tial postural  faults  advanced  to  the  stage  of  de- 
formity. 
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Physiologic  splintage  treatment  should  continue 
for  six  or  seven  weeks;  then  start  reeducational 
exercises  at  the  end  of  that  time,  being  cautious 
not  to  produce  pain  or  fatigue;  moderate  exer- 
cise, never  extreme,  and  never  stretching  a weak 
or  paralyzed  muscle.  Give  most  gradual  exercise 
both  to  extend  and  flex  the  joints,  the  weight 
of  the  part  being  carried  by  an  assistant.  Re- 
educational  muscle  movements  are  necessary  to  re- 
establish muscle  action  by  connecting  all  the  nerve 
and  brain  centers  concerned  with  motion.  Many 
times  muscles  are  only  partially  paralyzed.  There 
is  always  impaired  circulation  and  reduced  nutri- 
tion. In  muscle  training  there  is  created  a demand 
for  food  and  elimination.  We  may  not  see  or 
feel  any  life  in  muscles,  but  if  we  begin  slight 
muscular  movements,  two  to  five  at  one  sitting, 
this  will  redevelop  nerve  connections  and  stim- 
ulate the  supply  of  nutrition  to  the  muscles  and 
joints. 

One  of  the  greatest  modem  additions  to  the 
physical  therapeutics  of  paralysis  cases  is  the  re- 
education of  affected  muscles  under  water  in 
warm  pools.  This  is  our  seventh  year  in  the  use 
of  what  we  term  our  hydrogymnasium,  and  we 
began  cautiously  to  try  out  acute  cases,  still  in 
the  painful  stage.  We  had  such  success  that 
we  were  emboldened  finally  to  begin  treatment 
along  this  line  just  just  after  quarantine  or  about 
the  end  of  the  fourth  week,  if  the  kidney  condi- 
tion was  satisfactory. 

We  find  that  one  of  the  chief  values  of  this 
type  of  work  is  the  opportunity  it  affords  of 
beginning  treatment  early  in  the  convalescent  stage 
of  poliomyelitis,  thus  saving  four  to  six  weeks 
as  compared  to  the  old  method.  Because  of  the 
lack  of  gravity  pull  and  the  freedom  from  mus- 
cle spasm,  the  patient  is  able  to  make  certain 
movements  that  are  not  possible  otherwise.  This 
is  naturally  a boost  to  his  morale.  Body  move- 
ments can  be  made  in  all  planes,  and  trunk  turn- 
ings in  recumbent  positions  are  made  as  a sym- 
metrical movement  on  a central  axis  and  not 
an  asymmetrical  one  as  when  executed  on  a table, 
in  which  one  side  of  the  body  has  to  be  raised 
over  the  opposite  side  as  the  center. 

I have  always  felt  there  is  a particular  stim- 
ulus to  movement  in  water.  I do  not  know  wheth- 
er this  is  from  a sense  of  pleasure  or  from  an  in- 
herent urge  for  self-preservation.  At  any  rate, 
the  warmth  of  the  water  w'ith  the  ease  of  move- 
ment without  pain  is  ver>^  heartening  and  encour- 


aging and  the  early  use  prevents  atrophy.  Basi- 
cally, the  use  of  this  agency  is  similar  in  principle 
in  many  ways  to  the  theories  underlying  regular 
muscular  reeducation  work  in  the  gymnasium, 
but  there  are  some  differences  because  of  the 
greater  range  of  movement  for  paralytics  -and  pain- 
ful joint  conditions. 

When  we  consider  that  the  physiologic  demand 
for  nutrition  and  elimination  in  the  muscle  £uid 
joints  is  in  direct  relation  to  their  movements, 
we  realze  that  exercise  in  warm  water  is  of  spe- 
cific importance.  If  inflammatory  exudates  in  and 
about  the  joints  are  gradually  absorbed  through 
the  action  of  heat  and  motion,  it  seems  sound  to 
presume  that  trunk  movements  involving  the 
spinal  joints  would  have  the  same  influence  on  the 
congestive  inflammatory  products  in  the  spinal 
cord  in  acute  poliomyelitis.  The  vascular  and 
lymphatic  channels  of  the  cord  are  largely  the 
same  as  those  of  the  column  and  the  muscles 
that  activate  it.  The  reopening  of  neural  chan- 
nels from  brain  and  muscle  is  the  purpose  of  all 
muscle  training  endeavor.  It  is  essential  to 
have  active  movement  in  the  muscles  that  have 
become  weakened,  atrophied  or  paretic,  and  as 
this  is  more  easily  and  quickly  demonstrable  by 
less  effort  in  the  water,  there  is  a more  rapid 
arrival  at  the  point  where  these  conduction  chan- 
nels are  open.  The  matter  of  dosage  is  important 
in  this  regard,  as  fatigue  retards  return  to  func- 
tion. 

In  the  water  the  body  may  be  moved  freely  in 
all  planes.  This  allows  many  exercises  of  the 
trunk  especially,  which  cannot  be  executed  on  the 
table.  The  body  may  roll  or  turn  on  any  axis, 
whereas  on  the  table  turning  is  only  done  by 
lifting  one  side  of  the  body  up  and  over  the 
opposite.  Symmetrical  effects  on  the  spinal 
column  and  its  masculature  can  be  thus  obtained 
and  their  circulation,  nutrition  and  elimination 
thereby  influenced. 

When  a limb  is  helpless  and  the  technician  has 
to  help  lift  the  part  while  the  patient  makes 
effort,  the  movement  is  seen  and  there  is  a joint 
sense  of  its  movement,  but  in  the  water  this  is 
motion  (aided  by  buoyancy)  can  take  place  with- 
out the  technician’s  assistance.  The  fixation  of 
the  idea  helps  materially  in  developing  the  reflex 
arcs  and  memory  patterns  of  movements. 

After  a year  of  reeducational  effort  and  brac- 
ing, we  are  able  to  decide  on  what  reconstructive 
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measures  to  take  to  prevent  deformity  and  restore 
as  much  function  as  possible.  We  are  aided  here 
by  the  muscle  chart.  We  operate  early  on  child' 
muscle  pull — following  again  with  educational 
exercises.  The  cases  which  have  least  paralysis 
water  over  the  whole  surface  of  the  leg  and  the 
greatly  enhanced  because  the  patient  feels  the 
ren  who  have  already  developed  deformity  to 
correct  the  bone  faults;  then  go  back  to  re' 
educational  muscle  training  until  we  prove  wheth' 
ex  more  muscle  power  will  return.  Then  we 
strive  by  further  reconstruction  operations  to 
render  them  brace'free.  We  transplant  good 
muscles  from  the  strong  side  to  the  weak  in  order 
to  obtain  a balanced  pull  at  the  joint,  and  to 
prevent  the  relapse  to  deformity  from  unbalanced 
muscle  pull,  following  again  with  educational 
are  many  times  more  deformed,  because  the  exag' 
gerated  action  developed  in  one  group  of  muscles 
unopposed  by  the  weaker  groups  leads  to  severe 
deformity.  In  old  chronic  cases  with  deformities, 
we  correct  the  deformity  first;  then  begin  re' 
educational  exercises  in  careful  dosage.  The 
return  of  muscle  power  from  baking,  mas- 
sage  and  muscle  training  in  cases  where  there 
has  been  no  exercise  is  I'l;  where  the  mothei 
gives  the  exercises  the  results  are  3'1;  where  the 
trained  technician  gives  the  exercises  6'1.  The 
findings  of  the  Harvard  Commission  showed  this 
response  in  the  New  England  epidemic  of  sev' 
cral  years  ago. 

Orthopedic  treatment  should  take  into  con- 
sideration all  aspects  of  the  child’s  life,  social, 
educational  and  economic,  as  well  as  the  immed- 
iate consideration  of  deformity,  malfunction,  etc. 
Both  the  parents  and  the  child,  especially  the 
older  ones,  must  be  taught  and  helped  to  face 
the  new  conditions,  meet  the  new  demands,  re- 
adjust mentally  to  new  outlooks.  This  is  often 
tragically  difficult  and  accounts  so  frequently 
for  the  following  after  strange  gods  in  the  way 
of  subjecting  these  poor  children  to  all  sorts 
of  treatments  from  the  cults  and  quacks  who, 
through  their  willingness  to  promise  cure,  when 
the  regular  professional  attendants  are  unable 
and  unwilling  to  do  so,  make  an  impression  and 
influence  the  stricken  family  and  patient. 

Parents  must  be  taught  what  the  nature  of 
the  disease  is,  what  must  be  done  and  why  in 
treatment;  and  learn  to  face  the  music  and  be 
helped  and  strengthened  in  every  way  to  meet 
the  situation  sanely,  and  made  to  realize  that 


those  individuals  in  the  regular  profession,  who 
are  giving  their  lives  to  the  study  of  problems 
of  the  crippled  children,  will  in  the  long  run 
do  more  than  anyone  else  for  their  loved  ones. 
One  of  the  saddest  facts  to  contemplate  in  the 
abused  or  neglected  case  is  the  loss  of  time  and 
the  existence  of  deformity  where  none  should 
have  occurred,  because  some  faddist  has  prom- 
ised cures  without  braces  or  argued  against  their 
use.  This  specious  argument  can  easily  prevail 
with  parents  who  dread  the  thought  of  them 
for  their  child,  and  especially  when  the  ch’’ 
has  only  a mild  infirmity.  There  is  always  a 
certain  amount  of  natural  comeback  to  affected 
muscles  and  any  sort  of  heat  and  massage  or  exer- 
cises will  show  some  improvement  to  which  the 
medical  attendant  may  point  as  progress,  thus  lull- 
ing them  into  a state  of  satisfaction  with  the 
treatment. 

Here  let  me  re-emphasize  that  the  danger  of 
deformity  is  greatest  in  those  least  paralyzed,  due 
to  the  fact  that  there  is  lack  of  balanced  action 
in  some  opponent  muscle  groups,  of  some  muscles 
that  normally  oppose  the  gravity  pull  are  just  a 
little  under  par.  These  partial  paralytic  cases 
may  show  steady  improvement  as  far  as  perform- 
ance goes  because  they  learn  to  adopt  what  muscle 
they  have  to  certain  ways  of  working.  In  other 
words,  they  establish  certain  habits  of  doing  things, 
and  unless  deforming  influences  are  controlled  by 
braces,  splints,  corsets,  shoe  correction,  etc.,  it  is 
the  formation  of  these  very  habits  that  encourage 
often  the  insidious  onset  of  deformity.  In  grow- 
ing children  this  will  creep  up  steadily  until  the 
growth  in  the  faulty  lines  produces  deviations  and 
structural  faults  that  may  require  two  or  three 
operations  to  correct  later  on. 

Another  thing  the  cultist  overlooks,  and  I am 
sorry  to  say  many  medical  brethren  who  do  not 
do  thorough  work,  is  the  occurrence  of  secondary 
deformities.  Allowing  the  foot  on  the  sound  side 
to  develop  a flattened  arch  from  overwork  and 
overweighting  is  common  in  unilateral  cases  of 
all  kinds.  The  production  of  pelvic  distortions 
and  scoliosis  from  a short  leg  or  improper  use  of 
one  leg  or  arm  cause  incalculable  harm.  Spinal 
curvatures  in  the  third  degree,  when  rotation  has 
taken  place,  cannot  be  straightened.  Distorted 
pelves  do  not  permit  normal  births  but  necessitate 
cesarean  operations. 

Any  manipulative  treatment  of  a poliomyelitic 
spine  does  untold  damage  and  we  have  found  our 


140 


EARWIG  IN  THE  EAR — WURDEMANN 


Vol.  XXXI,  No.  3 


worst  spinal  deformities  in  patients  who  have  had 
chiropractic  and  osteopathic  treatment.  The  ex' 
planation  is  simple,  namely,  that  nature  does  the 
best  she  can  do  to  hold  the  curves  at  least  in  a 
compensatory  position,  and  manipulation  without 
long  recumbency,  followed  by  braces,  loosens  the 
tight  bands  by  which  nature  attempts  to  hold  the 
deviation,  and  thus  gravity  steadily  drags  down  the 
column,  making  an  unsightly  and  well-nigh  un- 
correctible  deformity  of  the  body. 

Let  me  repeat.  Better  usually  no  treatment  at 
all  than  poor  treatment.  Wait  until  some  one 
trained  in  bone,  joint  and  deformity  work  can  be 
had,  or  some  one  with  sufficient  orthopedic  know- 
ledge to  guide  the  case  until  better  care  can  be 
obtained. 


HYDROCHLORIC  ACID  FOR  HEADACHE* 
J.  L.  St.  John,  Ph.  D 

PULLMAN,  WASH. 

The  following  case  history  should  be  recorded 
because  of  the  benefit  derived  from  the  use  of  hy- 
drochloric acid  in  treating  a case  of  severe  chronic 
headache. 

The  patient  had  severe  sick  headaches  for  years.  They 
would  last  two  or  three  days  with  the  patient  confined  to 
her  bed.  They  would  sometimes  occur  twice  a week. 
Frequently  she  would  go  to  sleep  well  and  awaken  with 
a sick  headache.  They  made  her  deadly  sick,  with  se- 
vere pains  in  her  head,  the  back  of  her  neck,  her  eyes, 
and  with  severe  sickness  at  her  stomach.  They  were 
accompanied  by  frequent  vomiting. 

Although  the  patient  is  not  given  to  exaggeration,  she 
says  that  at  many  times  she  felt  that  she  would  lose  her 
mind  if  the  headache  continued.  The  severity  of  the 
headaches  increased  rather  than  decreased  and  were  fin- 
ally accompanied  by  gas  pains. 

Many  types  of  relief  were  attempted.  Analysis  of 
the  stomach  contents  showed  them  normal.  Such  an 
analysis,  however,  was  never  made  during  one  of  the 
headaches.  A variety  of  headache  powders  was  used 
and  several  special  prescriptions  were  tried.  Aspirin 
could  not  be  used  because  of  its  undesirable  effect. 
Cathartics  were  of  no  benefit.  Hypodermics  made  the 
patient  ill.  A major  abdominal  operation  was  per- 
formed for  the  relief  of  long  standing  troubles  and  the 
patient's  appendix  was  also  removed.  Her  tonsils  were 
removed,  her  teeth  radiographed  and  finally  extracted. 
The  wearing  of  glasses  did  not  give  relief. 

Finally,  as  a possible  relief  for  the  gas  pains,  the 
writer  suggested  the  use  of  hydrochloric  acid.  Five  to 
ten  drops  of  10  per  cent  (by  weight)  hydrochloric  acid 
in  a glass  of  water  has  given  relief  from  gas  pains,  also 
in  cases  of  indigestion,  sour  stomach,  etc.  In  this  in- 
stance relief  was  almost  immediate.  Continued  use  of 
the  acid  was  accompanied  not  only  by  relief  from  gas 
pains  but  also  by  cessation  of  the  headaches.  The  hy- 
drochloric acid  was  first  taken  after  each  meal,  finally 
reduced  to  twice  a day,  and  is  now  being  used  only 
after  the  evening  meal. 


^Head»  Division  of  Chemistry,  Agricultural  Experiment  Station, 
State  College  of  Washington.  Pullman. 


Approximately  three  years  have  passed  since  the 
hydrochloric  acid  was  first  taken  and  the  patient 
has  had  only  three  or  four  attacks.  These  could 
be  definitely  traced  to  a failure  to  take  the  acid 
just  previous  to  the  attack. 

EARWIG  IN  THE  EAR 
Harry  Vanderbilt  Wurdemann,  M.  D. 

SEATTLE,  WASH. 

The  profession  is  amused  at  times  by  sensation- 
al semimedical  paragraphs  in  the  public  press,  most 
of  them  garbled  and  not  authentic.  I am,  there- 
fore, contributing  the  following  actual  observation 
regarding  the  habits  of  that  garden  pest,  the  ear- 
wig. 

Mrs.  S.,  a society  woman  of  Seattle,  came  stating  that 
she  had  felt  something  moving  in  her  right  ear  since  the 
day  before.  There  w-as  deafness  and  had  been  a terrific 
commotion  which  had  subsided  after  dropping  in  some 
olive  oil,  but  her  deafness  persisted. 

A black  object  was  seen  deep  in  the  canal,  syringed 
out,  and  found  to  be  a full  grown  earwig.  History  elicited 
that  she  had  been  lying  down  taking  a sunbath  on  the 
lawn. 

I have  removed  fUes,  gnats,  maggots  and  even  an 
angleform  from  ears,  mainly  from  children,  but 
this  is  the  first  time  I have  ever  heard  of  an  ear- 
wig in  a human  ear.  The  insect  must  have  orig- 
inally derived  its  name  from  some  forgotten  occur- 
rence of  a similar  nature  in  centuries  long  gone  by. 

Infertility  And  Sterility:  An  Analytic  Study 
OF  Three  Couples.  Irving  F.  Stein  and  Michael  L. 
Leventhal,  Chicago  (Journal  A.  M.  A.,  Feb.  20,  1932), 
examined  and  treated  300  couples  presenting  sterility 
problems.  On  the  basis  of  an  analysis  of  the  results 
they  stress  the  importance  of  a rational  sequence  of  in- 
vestigative procedures.  They  excluded  from  the  diag 
nosis  of  sterility  all  couples  who  meet  with  the  funda- 
mental requisites  of  fertility  even  though  married  three 
years  or  more.  These  were  grouped  under  the  classifi- 
cation of  infertility.  Female  causes  were  found  in 
89.4  per  cent,  male  causes  in  28.8  per  cent,  and  both 
male  and  female  in  18.1  per  cent  of  the  sterile  matings. 
The  outstanding  female  causes  were  obstructions  of  the 
fallojian  tubes,  chronic  endocervicitis,  and  uterine  un- 
derdevelopment. Pathologic  conditions  leading  to  as- 
permia  and  necrospermia  were  chiefly  the  ma  e faults. 
Tubal  patency  tests  were  carried  out  in  206  women  in 
this  series.  In  the  infertility  group  they  were  done  in 
100  per  cent  and  in  the  sterility  group  in  61.3  per 
cent  of  cases.  The  interpretation  of  apparent  tubal 
obstruction  is  discussed  and  the  value  of  roentgeno- 
grams, combined  uterosalpinography  and  pneumoperiton- 
eum being  used,  is  emphasized.  In  the  medical  treat- 
ment of  sterility  one  new  substance  has  been  found  of 
value;  namely,  a preparation  of  the  female  sex  hormone. 
The  surgical  treatment  of  sterility  has  undergone  com- 
plete revision.  Linear  cauterization  for  chronic  endocer- 
vicitis was  the  most  frequently  used  method  in  our 
series.  Salpingostomy  was  done  in  five  cases,  carefully 
selected,  with  subsequent  pregnancy  in  two.  Pregnancy 
occuired  in  58  women  alter  the  investigation  and  treat- 
ment, or  19.3  per  cent  for  the  entire  series  of  300 
women.  In  those  grouped  as  infertile  matings,  pregnancy 
resulted  in  26.3  per  cent  and  in  the  sterile  matings  in 
17.3  per  cent. 
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PRIMARY  CARCINOMA  OF  THE  LUNGS 

Primary  carcinomata  of  the  lung  were  almost 
unknown  to  clinicians  and  pathologists  of  thirty 
years  ago,  but  are  now  rapidly  incerasing  in  fre' 
quency,  especially  in  Austria  and  Germany.  It 
would  seem  that  this  increase  cannot  be  due  alone 
to  more  accurate  diagnosis  for  it  is  greater  than 
improvement  in  diagnosis  in  general.  For  exam- 
pie,  one  writer,  quoted  by  Fried, i found  450  cases 
in  Germany  in  the  two  years,  1920- 1921,  while 
another  found  only  57  in  all  countries  in  all  time 
before  1896.  There  are  some  writers  who  believe 
the  increase  is  more  apparent  than  real  in  spite 
of  the  overwhelming  increase  reported. 

In  questions  of  increased  morbidity,  etiologic 
factors  must  be  scrutinized.  Of  the  many  bacteria 
invading  the  lungs,  the  tubercle  bacillus  is  one 
of  the  most  frequent.  It  is  regarded  by  Ewing  as 
the  chief  etiologic  factor  of  this  condition,  in  spite 
of  the  fact  that  the  two  diseases  are  rarely  seen 
in  the  same  lung.  In  fact,  Rokitansky  regarded 
them  as  mutually  antagonistic.  It  may  be  that  the 
chronic  reparative  processes  of  tuberculosis,  bron^ 
chiectasis  and  chronic  bronchitis  are  the  irritating 
factors  of  production  in  some  cases  of  broncho- 
genic  carcinoma.  The  epidemic  of  influenza  of  a 
decade  ago  may  be  regarded  as  of  possible  influ- 
ence,  though  the  increase  is  not  exactly  coincident- 
al.  Austria,  and  particularly  Vienna,  was  report- 
ing many  cases  as  early  as  1912.  It  is  also  doubt- 
f«l  that  an  “acute”  irritant  like  influenza  can 
cause  an  increase  in  cancer  production. 

Tabacco,  arsenic,  aniline  and  parraffin  were  long 
regarded  as  cancer-producing  irritants.  More  re- 
cently it  has  been  found  that  tar  is  such  an  irri- 
tant. It  is  possible  that  fumes  from  tarred  roads 
and  substances  used  in  automobiles  may  be  of  in- 
fluence in  producing  cancer  on  inhalation.  Moel- 
ler, Murphy  and  Sturm  have  produced  broncho- 
genic carcinoma  by  painting  the  backs  of  rats 
with  tar.  On  the  other  hand,  the  increase  is  as 
great  in  Russia  where  tar  is  not  used  in  road  build- 


1.  Fried,  B.  M.:  Primary  Carcinma  of  the  Lung.  Medicine,  10: 
>73-508.  Dec.,  1931. 


ing.  Moreover,  the  increase  appears  greater  in 
men  than  in  women.  Cobalt  miners  in  Saxony 
arc  particularly  susceptible  to  brochiogenic  carcin- 
oma. 

Fried  rather  dogmatically  rejects  this  possibil- 
ity of  the  development  of  cancer  from  the  alveolar 
epithelium  and  from  the  mucous  glands  of  the 
bronchi.  He  regards  it  as  always  arising  in  the 
basal  cells  of  the  mucosa  with  a metaplastic  pro- 
cess intervening.  His  evidence  does  not  appear 
CO  be  adequate  for  complete  rejection  of  the  histo- 
genetic  classification,  especially  as  there  are  “med- 
ullary oat  cell,”  “basal  cell”  and  “epidermoid” 
types. 

One  of  the  remarkable  features  of  this  carcin- 
oma is  its  tendency  to  metastasize  to  the  brain, 
due  to  the  absence  of  a lung  filter.  Fried  noted 
this  sixteen  times  in  forty-seven  cases  and  thirteen 
of  them  were  admitted  as  brain  tumors.  In  this 
connection  it  is  interesting  to  note  that  one  patient 
was  operated  upon  in  1922  for  a carcinomatous 
metastasis  of  unknown  origin  with  a “six  year 
cure”  until  1928,  when  autopsy  revealed  its  course 
as  a bronchogenic  carcinoma.  A survival  of  six 
years  is  not  bad  for  a cancer  metastasis  operated 
upon  in  the  face  of  the  dictum  that  metastases  are 
operatively  contraindicated.  In  the  face  of  the 
frequency  of  brain  metastasis  from  this  tumor  it 
would  seem  that  every  brain  tumor  should  be  rad- 
iographed for  bronchial  carcinoma. 

The  diagnosis  is  difficult  because  the  symptoms 
remain  dormant  for  a long  time.  They  are  based 
on  clinical  findings,  including  history  symptoms, 
physical  signs,  and  laboratory  findings,  including 
bronchoscopy,  roentgenography  and  sputum  ex- 
aminations, It  is  to  be  hoped  that  Fried’s  mono- 
graph will  lead  to  the  recognition  of  more  cases 
of  this  tumor  so  that  our  diagnoses  will  approach 
those  of  the  Germans,  for  it  may  be  true,  as  they 
charge,  that  we  diagnose  them  as  tuberculosis  and 
rest  content  with  the  autopsy. 


TREATMENT  OF  PEPTIC  ULCER  WITH 
GASTRIC  MUCIN 

The  nonsurgical  treatment  of  peptic  ulcer  is 
resorted  to  among  patients  who  have  had  only  a 
short  uncomplicated  course  of  ulcer  symptoms, 
among  young  patients  without  the  manifestations 
of  perforation,  generally  by  women  during  preg- 
nancy, among  elderly  patients  who  have  associ- 
ated, disabling,  organic  diseases  and  by  those  who 
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refuse  surgical  treatment.  In  using  this  mode  of 
treatment,  we  attempt  to  relieve  the  patient  from 
worry  and  shock  as  much  as  possible,  correct  faulty 
habits,  eradicate  infection  and  at  the  same  time 
direct  treatment  toward  the  local  condition  in  the 
gastrointestinal  tract.  It  is  assumed  that  the  pro- 
cess  of  healing  is  initiated  in  peptic  ulcer  by  re' 
ducing  markedly  the  gastric  acidity.  This  reduc' 
tion  can  be  brought  about  usually  by  rest,  feeding 
a nonirritating  diet  and  by  the  use  of  sedatives, 
atropine  and  alkalies.  Occasionally  the  use  of 
alkalies  is  contraindicated  inasmuch  as  their  in' 
gestion  is  followed  by  excessive  secretory  activity 
of  the  gastric  glands. 

Recently  Fogelson,i  feeling  that  gastric  mucus 
was  one  of  the  substances  which  controlled  gastric 
acidity  naturally,  suggested  the  feeding  of  mucus 
in  order  to  reduce  acidity.  He  prepared  some  mudn 
from  the  mucosa  of  hog’s  stomach  and  was  able  to 
show  that  this  was  an  ideal  antacid  in  the  stomach 
of  experimental  animals.  Kim  and  Ivy2  produced 
a permanent  biliary  fistula  in  tw^enty'Seven  dogs. 
To  seventeen  of  these  15  gm..  of  mucin  by  mouth 
was  given  twace  a day,  while  no  mucin  was  given 
to  ten.  In  the  dogs  which  received  mucin  ulcers 
did  not  develop,  while  in  six  of  the  ten  which  re' 
ceived  no  mucin  ulcers  of  the  duodenum  developed. 

Rivers^  has  used  mucin  in  the  treatment  of  pep' 
tic  ulcer  with  high  curv’e  of  retained  acid  in  more 
than  forty  patients.  His  results  have  been  ver>" 
encouraging  in  some  instances;  in  others,  however, 
no  advantage  over  the  present  approved  method 
of  treating  ulcer  was  observed.  Vansant  found 
that  some  batches  of  commercial  gastric  mucin  coii' 
tained  a powerful  secretogogue  which  appeared  to 
increase  the  amount  of  acid  secreted  by  the  stomach 
through  its  histamine'like  action.  She  suggested  that 
the  presence  of  this  substance  is  some  samples  of 
mudn  and  not  in  others  could  explain  easily  why 
some  patients  who  have  been  treated  with  mudn 
have  improved  and  others  have  not  been  benefited. 
It  is  obvious  that  in  the  future  manufactures  of 
mudn  will  have  to  test  each  batch  for  the  presence 
of  deleterious  amounts  of  histamine'Hke  substances. 


1.  Fogelson,  S.  P. ; Treatment  of  Peptic  Ulcer  with  Gastric  Mucin 
J.  A.  M.  A.,  96:673-675.  Feb.  28,  1931. 

2 Kim,  M.  S.  and  I\-y,  A.  C. : The  Pre\-ention  of  Experimental 
Duodenal  Ulcer  by  Feeding  Gastric  Mucin.  J.  A.  M.  A.,  97:1511- 
1513,  No.  21,  1931. 

3.  RiNers,  A.  B..  Vanzant.  F.  R.  and  Essex,  H.  E.:  The  Presence 
of  Secretogogues  in  Gastric  Mucin.  Proceedings  of  the  Staff  Meetings 
ings  of  the  Mayo  Clinic,  7:5-9,  Jan.  6,  1932. 
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PUBLIC  HEALTH  CONFERENCE 

A meeting  of  federal,  state,  county  and 
city  health  officers  was  held  at  Seattle,  Feb' 
ruary  20,  for  the  purpose  of  discussing  medical 
economics  and  public  health  matters,  under  the 
direction  of  Dr.  H.  J.  Whitacre,  president  of 
Washington  State  Medical  Assodation.  While 
it  was  well  attended  by  pubUc  health  officers, 
there  was  a disappointing  absence  of  represent' 
atives  from  the  medical  profession  who  it  was 
hoped  might  attend  in  considerable  numbers. 
Papers  w’ere  presented  dealing  with  many  as' 
pects  of  public  health  matters  euid  problems  of 
health  offidals,  the  discussion  of  which  further 
developed  questions  of  interest  to  all  physidans 
and  affecting  the  welfare  of  the  general  public. 

Both  among  physidans  and  the  laity  there  is 
a confusion  regarding  the  duties  of  the  health 
officer  and  county  physidan.  The  former  is  ^ 
appointed  to  supervise  the  health  of  his  district,  j 
such  as  control  of  communicable  diseases,  regu'  i 
lation  of  sanitation  and  allied  interests,  while  ^ 
the  latter  is  expected  to  care  for  the  indigent  ^ 
of  his  county,  having  nothing  to  do  v.Tth  public 
health  matters.  When  a full  time  health  officer  ^ 
is  employed,  there  is  no  misunderstanding,  since 
his  duties  are  clearly  defined.  The  part  time 
health  officer,  however,  who  is  engaged  in  pri' 
vate  practice  as  well  as  looking  after  health 
affairs  and  treating  the  indigent,  is  subject  to 
much  criticism.  Often  he  receives  no  compensa' 
tion  as  health  officer  and  treats  the  indigent  on 
a fee  schedule  which  may  be  subject  to  much 
abuse.  The  counties  in  which  this  prevails  are 
the  ones  most  criticised  for  failure  to  report 
communicable  diseases,  often  due  to  hesitation 
on  the  part  of  some  physidans  to  report  cases 
to  a public  official  who  is  their  competitor  in 
practice.  The  solution  of  these  problems,  as  well 
as  the  establishement  of  a more  complete  system 
of  health  super\-ision,  can  be  obtained  by  the 
appointment  of  district  health  officers.  Thus, 
several  counties,  unable  individually  to  main' 
tain  full  time  health  officers,  can  do  so  by  com' 
bining  into  one  district. 

In  all  medical  gatherings  where  medical  eco' 
nomics  is  the  subject  of  discussion,  it  is  inevitable 
that  interest  shall  center  about  the  question  of 
the  physidan  devoting  a good  share  of  his  ser' 
vices  without  compensation.  The  unavoidable 
comparison  is  made  between  the  free  services 
expected  from  the  physician  and  the  compensated 
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labors  which  are  expended  by  all  other  prO' 
fessions  and  groups  of  citizens.  This  imposition 
upon  the  medical  profession  is  constantly  increas' 
ing  in  proportion  of  the  multiplication  of  public 
hospitals  and  free  clinics.  Much  attention  was 
paid  to  this  form  of  abuse.  No  adequate  solu- 
tion  was"  proposed  by  which  members  of  the 
medical  profession  might  receive  a square  deal, 
but  the  general  sentiment  seemed  to  indicate 
that  no  relief  may  be  anticipated  until  physicians 
shall  unite  in  cooperative  effort  which  may  bring 
relief. 

Reference  to  the  Marine  Hospital  under  con' 
struction  in  Seattle  developed  the  fact  that  one 
floor  is  to  be  devoted  to  the  treatment  of  dis' 
abled  veterans  under  the  medical  care  of  gov' 
ernment  surgeons.  A discussion  ensued,  bearing 
on  the  prospective  wholesale  treatment  of  vet' 
erans  for  nonservice  disabilities,  if  the  proposed 
construction  of  more  veterans  hospitals  shall  be 
carried  out.  This  is  another  vital  problem  which 
affects  the  financial  status  of  all  members  of 
the  medical  profession.  Conferences  which  are 
now  ill  progress  between  representatives  of  vet' 
rans  organizations,  the  American  Medical  Asso' 
ciation  and  Government  officals  will  probably 
determine  whether  or  not  these  patients  shall  be 
treated  in  the  future  at  their  own  homes  by  phys' 
icians  of  their  choice.  The  above  review  indi' 
cates  some  of  the  problems  which  featured  this 
meeting.  They  will  doubtless  be  considered  at 
greater  length  at  gatherings  scheduled  for  the 
near  future  as  well  as  other  problems  which  are 
in  anticipation. 

PACIFIC  NORTHWEST  MEETING  IN 
SPOKANE 

The  tenth  annual  meeting  of  Pacific  Northwest 
Medical  Association  will  be  held  at  Spokane  June 
27'29.  The  preliminary  program  appears  below. 
It  is  expected  to  have  eleven  speakers,  of  whom 
nine  are  listed  with  the  titles  of  their  addresses. 

In  following  issues  additional  information  will 
be  given,  pertaining  to  various  features  of  the 
meeting  as  well  as  the  complete  program. 

Henry  C.  Bazett,  Professor  of  Physiology,  University 
of  Pennsylvania  Medical  School. 

1.  The  circulation;  methods  of  measurement  and 
their  clinical  value. 

2.  Temperature  changes  and  their  effects  on  the 
circulation. 

3.  The  relation  of  circulatory  reactions  and  tem' 
perature  changes  to  pathologic  conditions. 

H.  Gideon  Wells,  Professor  of  Pathology,  University 
of  Chicago  Medical  School. 

1.  Cancer  problem. 


2.  Adipose  tissue. 

3.  Arteriosclerosis. 

William  J.  Kerr,  Professor  of  Medicine,  University  of 
California  Medical  School. 

1.  An  appraisal  of  the  different  methods  of  treat' 
ment  of  toxic  goiter. 

2.  Coronary  occlusion. 

3.  Frequent  mistakes  in  the  diagnosis  of  disease. 
Phillip  H.  Kreuscher,  Professor  of  Clinical  Surgery, 

Loyola  University  Medical  School. 

1.  Differential  diagnosis  of  bone  tumors. 

2.  Internal  derangement  of  the  knee  joint. 

3.  Backache. 

Temple  S.  Fay,  Professor  of  Neurosurgery,  Temple 
University  Medical  School. 

1.  The  basis  of  treatment  of  fractures  of  the  skull 
and  intracranial  pressure. 

2.  Cerebral  symptoms  and  manifestations  through- 
out the  field  of  medicine. 

3.  Water  balance  of  the  body  and  its  practical 
consideration  in  modern  medicine. 

Henry  E.  Michelson,  Professor  of  Dermatology  and 
Syphilology,  University  of  Minnesota  Medical  School. 

1.  The  diagnosis  of  early  syphilis. 

2.  The  treatment  of  syphilis. 

3.  The  diagnosis  of  cutaneous  cancer. 

Samuel  R.  Cunningham,  Professor  of  Orthopedics,  Uni- 
versity of  Oklahoma  Medical  School. 

1.  Elbow  injuries. 

2.  Acute  osteomyelitis. 

3.  Vertebral  injuries. 

Richard  T.  Athim,  Assistant  Professor  of  Oto-Laryns- 
ology,  Columbia  University  College  of  Physicians  apd 
Surgeons. 

1.  Intracranial  complication  of  otitic  origin  with 
special  reference  to  pathways  of  infection. 

2.  Benign  and  malignant  tumors  of  paranasal 
sinuses. 

3.  The  relation  of  the  paranasal  sinuese  to  ocular 
diseases. 


MEDICAL  NOTES 

Examinations  for  Certification.  The  American 
Board  of  Obstetrics  and  Gynecology  will  hold  written 
examinations  for  applicants  classified  in  Group  B in 
many  cities,  among  which  is  Portland  for  the  Northwest. 
Beside  answering  ten  questons,  each  candidate  must  sub- 
mit reports  of  fifty  obstetric  and  gynecologic  operations 
which  he  has  performed.  Practical,  oral,  clinical  and 
laboratory  examinations  will  be  held  at  New  Orleans 
May  10,  at  the  time  of  the  A.  M.  A.  meeting.  Further 
information  can  be  obtained  from  the  secretary.  Dr. 
Paul  Titus,  1015  Highland  Building,  Pittsburgh,  Pa. 

OREGON 

Soldiers  Home  to  Be  Constructed.  Plans  have 
been  received  at  Roseburg  showing  the  general  layout 
for  the  national  soldiers’  home  to  be  constructed  by  the 
government.  Two  million  dollars  has  been  appropriated 
for  the  beginning  building  of  the  project.  There  will  be 
thirty  buildings  situated  on  the  410  acre  tract.  Event- 
ually the  hospital  buildings  will  number  six  and  each 
is  planned  for  a capacity  of  1500  beds. 

Officers  for  Hospital  Group.  H.  J.  Clements  of 
Salem  was  elected  president  of  the  Physicians  and  Sur- 
geons Hospital  Association  at  their  recent  annual  meet- 
ing. R.  T.  Boals  was  elected  vice-president,  F.  K.  Pow- 
ers, Secretary,  and  E.  S.  Fortner,  treasurer. 
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Joint  Meeting.  Portland  City  and  County  Medical 
Society  and  Portland  District  Dental  Society  held  a 
joint  meeting  February  17.  It  was  addressed  by  H.  P. 
Rush  on  "Systematic  Manifestations  of  Dental  Focal 
Infection,"  R.  A.  Fenton  discussed  “Manifestations  of 
Dental  Sepsis  Relative  to  Eye,  Ear,  Nose  and  Throat." 
B.  E.  Loomis  gave  a paper  on  "Oral  and  Dental  Diag- 
nosis." 

Jackson  County  Medical  Society  held  its  dinner 
dance  at  Ashland,  January  30.  J.  J.  Emmens  of  Med- 
ford acted  as  toastmaster  for  the  evening,  presenting  a 
program  of  medical  and  other  interesting  topics.  Dr, 
Mattie  Shaw  of  Ashland,  president-elect,  gave  a talk  on 
“Joy." 

Union  County  Medical  Society  held  a meeting  at 
La  Grande,  January  26.  Dr.  C.  L.  Gilstrap  of  La  Grande 
presented  a study  of  exophthalmic  goiter.  Physicians 
attending  the  meeting  discussed  group  insurance  for  mal- 
practice. 

Dr.  D.  a.  Osborn  has  opened  his  offices  in  Klamath 
Falls.  For  many  years  he  has  practiced  in  Los  Angeles, 
where  he  specialized  in  womens’  and  childrens’  diseases. 

Dr.  M.  Y.  Phy,  of  Hot  Lake,  gave  some  interesting 
facts  regarding  the  “relations”  existing  between  doctors 
and  their  patients  in  a talk  at  the  Rotary  Club  luncheon 
January  27. 

Dr.  j.  B.  Gillis  of  Coquille  has  moved  to  Medford, 
where  he  will  practice  with  his  son.  Dr.  H.  B.  Gillis. 
Dr.  M.  E.  Wilson  of  Marshfield  will  take  his  practice 
in  Coquille. 

Physician  Injured.  Dr.  R.  S.  De  Armond  of  Port- 
land suffered  a fractured  hip  when  he  fell  on  the  side- 
walk February  3. 

WASHINGTON 

State  Medical  Examining  Board  held  a meeting  in 
Seattle,  January  18-19,  under  the  Department  of  Li- 
censes. Thirty  applicants  appeared,  of  whom  twenty 
passed  the  written  examination  and  were  licensed  to 
practice.  One  failed.  Nine  were  granted  certificates  of 
registration  by  reciprocity.  On  January  25-26  three  ap- 
plicants were  examined  and  licensed  by  the  chiropractic 
board  of  examiners. 

Midyear  Meeting  of  House  of  Delegates.  The 
House  of  Delegates  of  Washington  State  Medical  Associ- 
ation will  hold  a midyear  meeting  in  Seattle  April  3. 
This  is  considered  necessary  in  order  to  discuss  the  pro- 
gram of  work  which  is  being  conducted  by  the  organi- 
zation and  contemplated  for  the  future.  Interest  in  this 
program  as  shown  by  many  county  societies  indicates  a 
good  attendance  of  delegates. 

Date  of  Annual  Meeting.  The  annual  meeting  of 
Washington  State  Association  has  been  set  for  September 
12-14  at  Tacoma.  Dr.  Ray  Lyman  Wilbur  will  be  the 

A Doctor  of  the  1870’s  and  ’80’s.  By  William 
Allen  Pusey,  Sometime  President  American  Medical 
Association  and  Dermatological  Association.  153  pp. 
$3.00.  Charles  C.  Thomas,  Springfield,  111.,  1932. 

Marine  Hospital  Cornerstone  Laid.  The  cor- 
nerstone of  the  $2,000,000  U.  S.  Marine  Hospital, 
Seattle,  was  laid  February  9.  A scroll  containing 

a brief  history  of  the  successful  efforts  to  obtain  the 


new  hospital,  the  names  of  the  leaders  in  negoiations 
with  the  government  and  the  securing  of  the  site 
from  the  city  were  placed  in  the  cornerstone.  Short 
addresses  were  made  by  the  mayor,  U.  S.  Pubhc 
Health  director,  representatives  of  the  Chamber  of  Com- 
merce, the  construction  engineer  and  the  architect. 
Eleven  stories  of  the  sixteen  story  structure  have 
been  completed.  The  new  hospital  will  receive  mer- 
chant seamen,  men  in  the  service  of  the  United 
States  Coast  Guard  and  Lighthouse  Service,  Federal 
compensation  cases  and  cases  from  the  United  States 
Veterans’  Bureau. 

Operation  of  Hospital  Will  Be  Continued.  Ho- 
quiam  General  Hospital  will  continue  operation,  accord- 
ing to  J.  R.  Schneider,  office  manager  of  the  association 
representing  the  owners.  Cooperation  of  the  Hoquiam 
business  men  has  made  this  continuation  possible. 

Hospital  Reopened.  Ritzville  General  Hospital  has 
been  reopened  by  Mrs.  Helen  Strong.  No  regular 
physician  will  be  in  attendance  to  the  hospital  but  it 
will  be  open  to  all  physicians  of  the  community. 

Appointed  Hospital  Head.  Dr.  W.  B.  Swackhamer, 
formerly  of  Pendleton,  was  appointed  the  new  head  of 
the  Veterans’  Hospital  at  Walla  Walla,  Washington. 
He  succeeded  Dr.  R.  W.  Brown  in  that  capacity.  Dr. 
Swackhamer  at  one  time  was  chief  surgeon  of  the  U.  S. 
hospital  at  Boise,  Idaho,  in  charge  of  a small  hospital  at 
Portland  and  also  was  stationed  at  a diagnostic  hospital 
at  Palo  Alto. 

Hospital  Staff  Meeting.  Members  of  St.  Joseph’s 
hospital  staff  of  Vancouver  held  their  first  1932  meeting 
January  18.  Dr.  J.  A.  Darby’s  paper  on  dietetics  was 
the  main  feature  of  the  evening. 

Officers  Elected  of  Northwest  Hospital  Associ- 
ation. Mr.  J.  W.  Efaw,  business  manager  of  the  Se- 
attle General  Hospital,  was  elected  president  of  the 
Northwest  Hospital  Association  at  the  organization’s  an- 
nual session  held  at  the  Harborview  Hospital,  Seattle. 
He  succeeds  Miss  Carolyn  E.  Davis,  superintendent  of 
the  Good  Samaritan  hospital,  Portland.  Miss  Davis  was 
named  first  vice-president;  Miss  Adda  Knox,  second  vice- 
president;  A.  M.  Green,  superintendent  of  Manuel  Hos- 
pital at  Portland,  treasurer;  Miss  Anna  Fraser,  super- 
intendent Virginia  Mason  hospital,  Seattle,  and  Sister 
Mary  Magna,  superintendent  of  Providence  hospital.  Se- 
attle, were  elected  trustees. 

Seattle  Surgical  Society  Meeting.  The  twenty- 
second  annual  meeting  of  the  Seattle  Surgical  Society 
closed  with  a banquet  January  30  at  the  Rainier  Club. 
Seattle.  The  president-elect,  C.  F.  Eikenbary,  and  four 
new  members,  J.  F.  LeCocq,  O.  A.  Nelson,  Torleif  Tor- 
land  and  E.  E.  Duncan,  were  honored.  The  principal 
speaker  was  W.  C.  Campbell  of  Memphis,  Tenn..  who 
read  a paper  related  to  orthopedic  surgery.  The  ses- 
sions of  the  society  began  the  evening  before  with  a 
smoker  at  the  Rainier  Club  given  by  H.  E.  Coe,  the 
president  for  1932.  H.  D.  Dudley  and  W.  C.  Wood- 
ward furnished  the  major  part  of  the  entertainment  with 
a burlesque  on  the  society's  meetings.  Members  of  the 
society  and  seventy-five  surgeons  from  the  Pacific  North- 
west cities  attended  clinics  at  Harborview  Hospital.  These 
were  conducted  by  Dr.  Campbell  and  Seattle  surgeons. 
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Spokane  County  Medical  Society  held  a meeting 
February  11,  with  Dr.  J.  T.  Cunningham  presiding. 
Drs.  O.  A.  Adams  discussed  treatment  of  osteomye- 
litiles;  H.  E.  Wheeler,  cholelithiasis.  Drs.  John 
O’Shea,  A.  T.  Rhodehamel  and  R.  M.  Hamblen  were 
appointed  to  draw  up  a resolution  of  condolence 
at  the  passing  of  Dr.  H.  B.  Luhn. 

Walla  Walla  Valley  Medical  Society  convened 
February  1 1 at  Walla  Walla.  It  was  addressed  by  Drs. 
E.  S.  Jennings  and  George  Anderson  of  Spokane.  The 
former  discussed  pulsating  exophthalmus  and  the  latter 
subacute  bacterial  endocarditis. 

Whitman  County  Medical  Society  and  Woman’s 
Auxiliary,  composed  of  wives  of  the  doctors,  were  en* 
tertained  at  dinner  at  the  home  of  Dr.  and  Mrs.  F.  A. 
Bryant  at  Colfax,  February  4.  Following  the  dinner,  the 
monthly  meeting  was  held. 

Lewis  County  Medical  Society,  at  its  meeting 
February  8 at  Chehalis,  was  addressed  by  Drs.  Mar- 
tin and  Hall  of  Tacoma  on  the  pathology  and  treat- 
ment of  cancer. 

A Business  Bureau  was  established  by  Whatcom 
Medical  Society,  Bellingham,  during  February.  It  will 
act  as  a medium  between  the  medical  profession  and 
the  public  in  making  appointments,  serving  as  tele- 
phone exchange  and  caring  for  the  collection  of  accounts 
of  physicians. 

Physician  Opens  Offices.  Dr.  A.  B.  Jones  has 
opened  ■ new  offices  in  Bellingham  for  the  practice  of 
colon  and  rectal  diseases.  Formerly  he  had  practiced  in 
Bellingham  for  two  years  and  prior  to  locating  there  he 
was  assistant  surgeon  in  the  United  States  Public  Health 
Service.  He  is  an  active  member  of  the  Association  of 
United  States  Military  Surgeons. 

Physician  Publishes  a Novel.  Dr.  J.  J.  Markey 
of  Seattle  announced  that  his  novel,  “For  Women  Only," 
was  available  February  19.  The  story  is  woven  about 
the  life  of  a navy  officer  and  makes  use  of  Dr.  Mar- 
key’s  wide  traveling  experiences.  He  has  made  three 
complete  circuits  of  the  globe. 

Estate  Willed  To  Needy.  The  estate  of  Dr.  N.  L. 
Newbury  of  Spokane,  recently  deceased,  provided  a 
$20,000  memorial  fund  for  orphans  and  indigent  child- 
ren. The  fund  will  be  known  as  the  Denwood  W.  New- 
bury fund,  created  in  memory  of  the  only  child  of  Dr. 
and  Mrs.  Newbury,  who  died  in  1918  aged  17. 

Dr.  H.  j.  Whitacre  of  Tacoma  addressed  the  mem- 
bers and  their  wives  of  the  Elma  Kiwanis  Club  on  “The 
Protection  of  Health.”  He  spoke  briefly  of  the  program 
which  is  now  being  studied  by  members  of  the  medical 
profession  to  safeguard  health  by  a comprehensive  edu- 
cational program. 

Physician  Takes  Advanced  Work.  Dr.  T.  J.  Mc- 
Cain of  Omak,  accompanied  by  Mrs.  McCain,  left  Jan- 
uary 23  for  New  York  City  where  he  expects  to  spend 
four  months  engaged  in  advanced  work  at  a large  hos- 
pital. In  his  absence  his  practice  will  be  handled  by 
Dr.  R.  L.  Powers,  formerly  of  Lubboch,  Texas. 


Grays  Harbor  Medical  Society  held  a meeting  at 
Aberdeen  January  20.  Drs.  F.  R.  Maddison  and  H.  J. 
Whitacre  of  Tacoma  were  the  guest  speakers. 

Elected  Head  of  Shrine.  Dr.  T.  D.  Burger  of 
Spokane  was  installed  during  the  last  week  of  January 
as  potentate  of  El  Katif  Shrine.  The  Shrine  has  been 
one  of  his  hobbies  for  several  years  and  particularly  its 
hospital  for  crippled  children  at  St.  Luke’s. 

Naval  Physician  Reports.  Lieutenant  Commander 
E.  J.  Brady,  medical  corps,  reported  for  duty  at  the 
Puget  Sound  Navy  Yard  recently.  Formerly  he  was 
stationed  at  Coronado. 

Physician  Was  Speaker.  Dr.  H.  L.  Hull,  superin- 
tendent of  Oakhurst  Sanatorium,  Elma,  was  the  princi- 
pal speaker  at  the  Rotary  Club  luncheon  meeting  Jan- 
uary 27  at  Aberdeen. 


OBITUARIES 

Dr.  Joseph  F.  Griggs  of  Tacoma,  Wash.,  aged  60 
years,  died  February  9 after  suffering  a fractured 
skull  and  brain  concussion,  resulting  from  a fall 
down  the  stair  steps.  He  was  born  in  Pittsburg,  Pa., 
in  1871  and  received  his  education  at  the  Universities 
of  Pittsburgh  and  of  Pennsylvania.  He  served  his  in- 
ternship at  the  Presbyterian  hospital  in  Pittsburgh, 
He  was  one  of  the  organizers  of  the  former  St.  Helens 
Clinic,  Tacoma,  and  past  president  of  the  Pierce  County 
Medical  Society. 

Dr.  Henry  B.  Luhn  of  Spokane,  Wash.,  aged  64 
years,  died  February  10  from  the  results  of  an  auto- 
mobile accident.  He  was  preceded  in  death  by  Mrs. 
Luhn  December  21.  His  passing  was  attributed  to  the 
effects  of  the  same  accidnt.  He  was  born  in  New 
York  in  1867.  He  graduated  from  Notre  Dame  Uni- 
versity and  later  from  the  University  of  Pennsylvania 
Medical  School  in  1891.  He  served  a two  year  fellow- 
ship in  a Philadelphia  hospital  and  in  1893  came  to 
Spokane  to  open  his  offices.  For  many  years  he  was 
surgeon  of  the  Union  Pacific  railroad  and  assistant 

surgeon  of  the  Washington  National  Guard.  During 
the  World  War  he  was  a member  of  the  draft  board. 

Dr.  j.  W.  Sifton  of  Emmett,  Idaho,  aged  78  years, 
died  February  9.  He  was  born  in  Ontario,  Canada, 
in  1854.  He  graduated  from  Victoria  University,  Med- 
ical Department,  Coburn,  Ont.,  from  Syracuse  Medical 
College  and  Philadelphia  Medical  College.  He  was  for 
a number  of  years  a member  of  the  faculty  of  the  N. 
Dakota  State  Teachers’  College  and  its  president  for 

three  years.  He  held  a Methodist  pastorate  for  thir- 
teen years  before  going  to  Idaho.  He  was  a resident 
of  Emmett  for  the  past  fifteen  years. 

Dr.  Pierre  Francis  Gunster  of  Amity,  Ore.,  died 
January  22,  aged  84  years.  He  graduated  from  New 
York  University  Medical  School  in  1871.  He  was  on 
the  staff  of  Lackawanna  Hospital,  Scranton,  Pa.,  1872- 
77.  After  serving  for  a year  as  surgeon  to  North 

German  Lloyd  Steamship  Company,  he  located  at  Lar- 
amie City,  Wyo.,  In  recent  years  he  has  lived  at 

Amity. 
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Dr.  Denwood  N.  Newbury  of  Spokane,  Wash.,  died 
January  31  from  disease  of  the  heart,  aged  66  years. 

He  was  born  in  1866  and  graduated  from  Columbia 

University  College  of  Physicians  and  Surgeons  in  1896. 
He  practiced  in  Spokane  since  1918.  Mrs.  Newbury 

having  died  recently,  he  left  his  estate  for  a trust  fund 
under  the  Elk's  Lodge  to  provide  for  orphaned  and 
indigent  children. 

Dr.  F.  L.  Quigley  of  Wallace,  Idaho,  died  February 
1,  aged  53  years.  He  was  graduated  from  the  George- 
town University  of  Medicine  in  1904.  After  graduation 
he  practiced  for  two  years  in  Wardner  before  moving 
to  Wallace.  He  was  a major  in  the  U.  S.  Medical 

Corps  in  the  World  War. 

Dr.  Samuel  Owens  of  Tacoma,  Wash.,  aged  66 
years,  died  February  1,  following  an  attack  of  heart 
trouble.  He  graduated  from  the  Baylor  University  Col- 
lege of  Medicine,  Dallas,  Texas,  in  1897.  He  was 
born  in  Indiana  and  before  coming  to  Tacoma  he  prac- 
ticed in  Seattle,  Vashon  and  Montesano. 


REPORTS  OF  SOCIETY  MEETINGS 

OREGON 

CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 

Pres.,  G.  E.  Fortmiller;  Secty.,  Henry  Garnjobst. 

Central  Willamette  Medical  Society  held  a meet- 
ing at  Albany,  February  4,  with  President  G.  E.  Fort- 
miller  presiding. 

Dr.  H.  P.  Rush  of  Portland  read  a paper,  “Diagno- 
sis of  Pneumonia."  Dr.  H.  T.  Coffen  of  Portland 
presented  a paper,  “Treatment  of  Pneumonia."  Dr. 
Merle  Margarson  of  Portland  read  a paper,  “Use  of  the 
Oxygen  Tent  in  Pneumonia.” 

WASHINGTON 

KING  COUNTY  MEDICAL  SOCIETY 

Pres.,  Frederick  Slyfield;  Secty,  V.  W.  Spickard 

A general  meeting  of  King  County  Medical  Society 
was  held  in  the  Auditorium  of  Medical-Dental  Building, 
Seattle,  February  1,  President  Frederick  Slyfield  presid- 
ing. Minutes  of  the  general  meeting  of  January  4 were 
read  and  approved. 

An  amendment  to  the  By-laws  was  approved,  provid- 
ing that  “the  payment  of  five  dollars  to  the  building 
fund  may  be  suspended  for  a period  not  to  exceed  one 
year  by  two-thirds  vote  of  members  present  at  any  gen- 
eral meeting,  notice  having  been  given  in  the  Bulletin." 

The  following  were  voted  into  membership:  A.  D. 
Johnson,  R.  L.  King  and  J.  E.  Stroh.  Applications  for 
membership  were  read  of  G.  H.  Knowles  and  H.  D. 
Norris. 

It  was  announced  that  five  minute  radio  talks  would 
be  given  over  KOMO  each  Thursday  at  4:45  p.m., 
under  the  auspices  of  King  County  Medical  Society  and 
Public  Health  League. 

Dr.  Loyal  Davis,  associate  professor  of  surgery  of 
Northwestern  University  Medical  School,  delivered  an 
address  on  “The  Surgical  Treatment  of  Trigeminal  Neur- 
algia.” The  characteristic  symptoms  were  described  vth 
differentiation  from  tabes  dorsalis,  Gasserian  gangl  on. 


tumors  and  vague  neuralgic  pains.  The  etiology  is  not 
known.  Early  operations  were  described  of  nerve  avul- 
sion, cutting  of  posterior  root  and  injections  of  alcohol. 
The  present  method  of  surgical  treatment  was  illustrated 
by  lantern  slides,  with  description  of  details  of  technic. 
The  paper  was  discussed  by  Conrad  Jacobson  and  Paul 
Flothow. 

The  medical  section  of  the  society  held  a meeting 
February  8,  Dr.  George  A.  Dowling  being  in  the  chair. 

Dr.  Charles  E.  Sears  of  Portland,  associate  professor 
of  clinical  medicine  University  of  Oregon  Medical 
School,  delivered  an  address  on  “Some  Hematological 
Problems,  a Part  of  Which  Involve  the  Spleen.”  Sabin 
and  his  associates  have  added  much  to  our  knowledge, 
especially  in  the  classification  of  the  myeloid  groups 
of  cells  and  their  differentiation,  the  monocyte  being 
the  source  of  contention.  Renewal  of  the  principle  of 
the  Arneth  count  by  Schilling,  has  relivened  interest  in 
and  increased  more  general  knowledge  of  cell  types. 


SNOHOMISH  COUNTY  MEDICAL  SOCIETY 
Pres.,  H.  J.  Greer;  Secty.,  L.  G.  Ferrell 

Snohomish  County  MediccJ  Society  held  its  meeting 
January  26  at  Everett. 

Dr.  W,  V.  Fulton  presented  a paper  on  “Treatment 
of  Hemorrhoids.''  Dr.  H.  W.  Bortner  read  a paper  on 
“Treatment  of  Varicose  Veins,”  and  Dr.  S.  J.  Cald- 
bick  reported  a case  of  endothelioma  of  the  stomach. 


YAKIMA  COUNTY  MEDICAL  SOCIETY 
Pres.,  Kay  England;  Secty.,  R.  W.  Shirey 
The  regular  monthly  meeting  of  Yakima  County  Medi- 
cal Society  was  held  at  Yakima  February  8. 

Three  very  interesting  addresses  were  delivered.  The 
first  was  by  H.  E.  Foster,  assistant  attorney  general  from 
Olympia,  on  “The  Medical  Practice  Act  of  this  State.” 
Judge  Grady  of  Yakima  spoke  on  “Some  Helpful  Hints 
to  the  Medical  Society,”  and  was  followed  by  Dr.  A. 
Peacock,  speaking  on  “Medical  Insurance.”  Routine 
business  followed  and  adjournment. 

IDAHO 

POCATELLO  MEDICAL  SOCIETY 
Pres.,  O.  F.  Call;  Secty.,  W.  F.  Howard 
A regular  meeting  of  the  Pocatello  Medical  Society 
was  held  at  St.  Anthony’s  Mercy  Hospital,  7:30  a.m. 
February  4.  Dr.  O.  F.  Call,  President,  in  the  chair. 
There  were  present  Drs.  Call,  Brothers,  Ray,  Newton, 
McDougall,  R.  P.  Howard,  Groom,  W.  F.  Howard, 
Pond,  Young,  Clothier  and  Miller. 

Minutes  of  last  regular  and  special  meeting  read  and 
approved.  Dr.  Newton  reported  incomplete  action  of 
the  committee  appointed  to  confer  with  city  and  county 
officers. 

A letter  from  Dr.  Tremaine  of  Boise  was  read,  sug- 
gesting a Boise  program  for  this  society,  which  was  re- 
ferred to  Dr.  Young,  chairman  of  Program  Committee. 
On  motion  of  Dr.  Newton  it  was  voted  that  all  doctors 
meet  with  the  Mayor  and  Council  concerning  health  mat- 
ters. Dr.  Call  will  announce  the  time  and  place  of 
meeting. 
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Program;  "The  Significance  of  the  Nuclear  Index," 
by  Mr.  R.  E.  Garrett  of  the  Southern  Clinical  Labora- 
tory. From  data  now  available  increasing  importance 
attaches  to  the  relative  numbers  of  segmented  and  non- 
segmented  polymorphnuclear  cells. 

The  nuclear  index  is  obtained  by  dividing  the  num- 
ber of  segmented  polys  by  the  number  of  nonsegmented, 
which  has  been  found  to  range  normally  from  8 to  16 
with  an  average  of  12.  Since  the  time  of  Arneth  it  has 
been  held  that  the  nonsegmented  cell  is  a young  or  im- 
mature cell  and  that  its  age  determines  the  extent  of 
segmentation.  In  acute  infections  the  immature  cells  in- 
crease in  number  and  the  older  segmented  cells  decrease. 
These  changes  are  fairly  constant,  varying  with  the  sev- 
erity of  the  infection  and  the  degree  of  resistance  of 
the  pacient.  These  changes  are  present  in  all  infections 
and  are  of  distinct  value  in  diagnosing  cryptic  infections. 
They  are  invaluable  in  making  daily  prognoses  and  in 
deciding  severity  of  infection.  The  test  should  be  made 
each  twenty-four  hours  at  least  and  reported  in  the  form 
of  a graph  that  it  may  be  readily  observed. 

“Resuscitation  of  the  Newborn"  by  Dr.  Groom. 
Among  causes  of  asphyxia  neonatorum  is  giving  narcotic 
drugs  to  the  mother  too  near  the  end  of  the  second 
stage.  By  considering  the  progress  of  labor,  this  ordi- 
narily can  be  eliminated.  Various  means  or  resuscitation 
were  discussed.  The  technic  of  injection  into  umbilical 
vein  of  respiratory  stimulants  (alphalobin)  was  de.scribed. 

SOUTH  SIDE  IvfEDICAL  SOCIETY 
Pres.,  F.  W.  MacManus;  Secty.,  C.  R.  Weaver. 

South  Side  Medical  Society  held  its  annual  meeting 
and  dinner  at  Twin  Falls,  January  12.  F.  W.  McManus 
of  Buhl  was  elected  president;  C.  R.  Scott  of  Twin 
Falls  vice-president,  and  C.  R.  Weaver  of  Twin  Falls 
secretary-treasurer.  Outstanding  features  of  the  meeting 
were  the  paper  on  “Recent  Development  in  Connection 
with  the  Study  of  Rocky  Mountain  Spotted  Fever"  by 
Dr.  Cornelius  Philip  of  Hamilton,  Mont.,  and  a paper 
on  “Coronary  Thrombosis"  by  Dr.  E.  R.  Berry  of  Buhl. 

NEZ  PERCE  COUNTY  MEDICAL  SOCIETY 
Pres.  L.  B.  Stockslayer;  Secty.,  P.  S.  Haney 

A meeting  of  Nez  Perce  County  Society  was  held  at 
Lewiston  February  19.  It  was  attended  by  the  following 
members  of  Walla  Walla  Valley  Society  who  provided 
the  program  for  the  dinner  meeting,  all  being  residents 
of  Walla  Walla. 

“Pancreatic  Necrosis,"  by  John  C.  Lyman. 

“Sarcoma  of  Antrum,"  by  James  T.  Rooks,  First  Vice- 
president  Washington  State  Medical  Association. 

“Lung  Diseases  with  Special  Reference  to  Chronic 
Bronchiectasis,"  by  Roy  A.  Gunter.  Member  of 
Staff  of  Veterans  Hospital. 

“The  Value  of  X-Ray  Examinations  in  the  Above 
Conditions  Illustrated  by  X-Ray  Films,"  by  Carl 
J.  Johannesson,  roentgenologist. 


THE  WOMAN’S  AUXILIARY 

WASHINGTON 

The  Woman’s  Auxiliary  to  the  Washington  State 
Medical  Association  was  organized  February  17,  1932 
at  a meeting  called  by  the  state  organization  chairman, 
Mrs.  Horace  J.  Whitacre,  at  her  home,  3803  North 
Monroe,  Tacoma. 

The  following  delegates  were  present: 

Mrs.  J.  B.  Blair,  Vancouver,  Clarke  County. 

Mrs.  E.  L.  Calhoun,  Hoquiam,  Grays  Harbor  County. 

Mrs.  L.  S.  Gilpatrick,  Spokane,  Spokane  County. 

Mrs.  C.  B.  Jones,  Everett,  Snohomish  County. 

Mrs.  L.  S.  Roach,  Kalama,  Cowlitz  County. 

Mrs.  Macrae  Smith,  Bellingham,  Whatcom  County. 

Mrs.  T.  B.  Steck,  Chehalis,  Lewis  County. 

Mrs.  A.  T.  Wanamaker,  Seattle,  King  County. 

Mrs.  Edwin  C.  Yoder,  Tacoma,  Pierce  County. 

These  delegates  represented  nine  of  the  twelve  counties 
organized  to  date. 

A Constitution  and  By-Laws  was  adopted  which  shows 
the  objects  of  this  Auxiliary  to  be: 

1.  To  unite  the  County  and  District  Auxiliaries  of  the 
Washington  State  Medical  Association. 

2.  To  cooperate  with  an  advisory  committee  of  the 
State  Medical  Association  in  furthering  the  aims  and 
ideals  of  the  Woman’s  Auxiliary  to  the  American  Medi- 
cal Association  which  are: 

Through  its  members  to  extend  the  aims  of  the  medi- 
cal profession  to  all  organizations  which  look  to  the  ad- 
vancement of  health  and  education; 

To  assist  in  entertainment  at  all  State  Medical  Associ- 
ation conventions; 

To  promote  acquaintainship  among  physicians’  families 
that  fellowship  may  increase;  and 

To  do  such  work  as  may  be  approved  from  time  to 
time  by  the  State  Medical  Association. 

In  recognition  of  the  splendid  work  done  by  Mrs. 
Whitacre,  as  State  Organization  Chairman,  a unanimous 
ballot  was  cast  for  her  to  be  first  President  of  the 
Women’s  Auxiliary  to  the  Washington  State  Medical 
Association. 

Other  officers  elected  were; 

First  Vice-President,  Mrs.  O.  F.  Lamson;  Second  Vice- 
President,  Mrs.  L.  S.  Gilpatrick;  Third  Vice-President, 
Mrs.  W.  W.  Blaine;  Fourth  Vice-President,  Mrs.  J.  F. 
McDonald;  Fifth  Vice-President,  Mrs.  J.  B.  Blair;  Re- 
cording Secretary,  Mrs.  Macrae  Smith;  Treasurer,  Mrs. 
C.  B.  Jones;  Corresponding  Secretary,  Mrs.  Edwin  C. 

Yoder. 
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Edited  by  Kenelm  Winslow,  M.D. 


History  of  Medicine  in  the  United  States.  By 
Francis  Packard,  M.D.  Two  volumes,  8vo,  Cloth,  1348 
pages,  103  illustrations,  net  $12.00.  Paul  B.  Hoeber, 
Inc.,  New  York,  1931. 

This  work  in  two  volumes  begins  with  the  history  of 
medicine  in  the  first  settlement  of  the  English  at  James' 
town,  Virginia,  in  1607  and  with  the  person  of  Dr. 
Thomas  Wooten,  surgeon-general  of  the  colony.  One 
is  impressed  at  once  by  that  time-worn  maxim,  “There 
is  nothing  new  under  the  sun.”  For  among  the  earliest 
medical  colonists  in  New  England  was  a surgeon,  Mr. 
Pratt,  sent  over  from  London  with  a company  and  under 
contract  for  the  sum  of  40  pounds,  25  shilling,  as  his 
first  year’s  salary,  and  a promise  of  a house  and  one 
hundred  acres  of  land,  should  he  stay  longer.  So  that 
the  contract  surgeon,  regarded  as  one  of  the  latest  abuses 
of  our  decadent  age,  was  one  of  the  very  foundation 
stones  of  the  American  medical  edifice.  This  is  but 
one  of  the  striking  examples  on  the  very  first  page  of 
the  book  of  the  really  practical  value  of  historical  know- 
ledge in  the  evaluation  of  current  medical  events,  leav- 
ing out  all  consideration  of  the  broadening  and  enlight- 
ening influence  of  such  information  and  the  satisfaction 
it  brings  to  every  really  cultivated  student  of  medicine. 

It  is  surprising  to  learn  that  so  many  of  the  most 
prominent  and  successful  practitioners  in  early  colonial 
days  were  not  regularly  trained  medical  men.  Many 
combined  the  activities  of  preacher,  farmer,  merchant 
and  soldier  with  that  of  physician,  and  the  reason  for 
their  medical  abilities  does  not  appear.  Probably  many 
acquired  a smattering  of  medical  lore  through  being 
generally  well  educated. 

Thus:  “One  of  the  most  interesting  events  in  the 

early  medical  annals  of  the  Massachusetts  Bay  settlements 
was  the  case  of  ^he  Indian  chief,  Massasoit,  attended  by 
Edward  Winslow.”  The  reviewer  may  be  permitted 
special  interest  in  this  description  of  the  hitherto  un- 
known medical  attainments  of  his  lay  uncle  (ten  genera- 
tions removed)  who,  after  landing  in  the  Mayflower, 
became  the  first  governor  of  Plymouth  Colony.  It  seems 
that  Winslow  was  asked  to  make  a call  of  sympathy 
upon  the  sick  and  important  chief  Massasoit  which  he 
changed  into  a medical  visit  and  began  to  treat  the 
chief  accordingly.  The  chief  had  been  unable  to  eat 
for  several  days  on  account  of  a great  swelling  of  the 
tongue  which  was  also  much  furred.  Winslow  adminis- 
tered “comfortable  conserves”  on  the  point  of  a knife 
which  permitted  the  patient  to  swallow  and  then  pro- 
ceeded to  accomplish  wonders  by  washing  out  his  mouth 
and  scraping  off  his  tongue.  The  chief  was  then  en- 
abled to  swallow  broth  and,  so  greatly  pleased  was  he 
with  the  result,  that  he  requested  Winslow  to  treat  all 
the  sick  in  the  town  in  the  same  manner.  This  Wins- 
low consented  to  do  willingly  but  confesses  that  “It  was 
very  offensive  to  me,  not  being  accustomed  with  such 


poisonous  savours.”  However,  the  cure  resulted  most 
beneficially  in  heading  off  the  massacre  of  the  whole 
Plymouth  colony  through  the  good  offices  of  the  chief 
Massasoit.  It  is  recorded  that,  out  of  the  one  hundred 
Pilgrim  Fathers  who  landed  in  Plymouth  in  1620,  only 
fifty  survived  at  the  end  of  three  months,  the  deaths 
occurring  chiefly  from  scurvy  from  the  effects  of  bad 
food  and  crowding  during  the  long  sea  voyage. 

It  is  curious  that  the  first  medical  diploma  issued  in 
America  was  given  by  Yale  College  (which  had  no 
medical  school)  to  one  Daniel  Turner  in  return  for  a 
gift  of  books.  But  this  degree  of  M.  D.  given  Turner 
was  not  accepted  by  the  Royal  College  of  Physicians  in 
London  and  the  scurrilous  said  that  it  really  stood  for 
“Multum  Donavit.”  In  1768  the  first  diploma  was  given 
by  an  American  medical  school,  the  College  of  Phila- 
delphia, founded  in  1763  by  Dr.  John  Morgan  and 
merged  in  1791  with  the  University  of  Pennsylvania. 
Although  Harvard  was  the  first  college  to  be  founded  in 
this  country  in  1638,  the  Harvard  Medical  School  only 
came  into  being  in  1783.  The  only  other  medical  school 
begun  in  the  18th  century  was  at  Lexington,  Kentucky, 
which  ultimately  became  the  Medical  Department  of  the 
University  of  Louisville.  The  medical  history  of  this 
country  chiefly  revolves  about  the  medical  men  connect- 
ed with  these  institutions  and  interesting  biographies  of 
all  the  medical  celebrities  in  these  schools  are  to  be 
found,  almost  to  the  present  day,  and  constitute  the 
most  valuable  part  of  the  book. 

Prior  to  the  existence  of  medical  schools  it  was  the 
custom  of  those  desiring  to  practice  physic  either  to 
apprentice  themselves  to  practitioners  of  repute  for  sev- 
eral years  or,  in  the  case  of  the  more  fortunate,  to  go 
to  the  Continent,  London  or  Edinburgh  for  their  medi- 
cal training.  The  foreign  graduates  are  said  to  have 
been  better  educated  than  most  of  their  present  day 
successors  in  America  because  they  were  all  thorough 
classical  scholars.  As  there  were  no  laws  in  the  early 
days  regulating  the  practice  of  medicine,  it  seems  that 
at  the  time  of  the  Revolution  only  400  of  the  3,500 
practitioners  in  the  colonies  had  received  medical  diplo- 
mas. 

Chapters  are  to  be  found  describing  epidemics  and 
mortality  in  the  colonies  and  early  medical  legislation. 
Follows  a chapter  on  the  earliest  hospitals.  The  oldest 
hospital  is  the  Pennsylvania,  founded  by  the  efforts  of 
Dr.  Thomas  Bond  aided  by  Benjamin  Franklin  in  1751. 
It  was  not  until  1771  that  the  next  oldest,  the  New 
York  Hospital,  was  begun  through  the  influence  of  Dr. 
Samuel  Bard.  Dr.  Fothergill  of  London  contributed 
liberally  in  money  and  books  to  both  of  these  institutions 
and  was  one  of  the  incorporators  of  the  New  York 
Hospital.  It  is  often  claimed  that  the  Philadelphia 
General  Hospital  (Blockley)  and  Bellevue  are  the  oldest 
hospitals  in  this  country  but  this  appears  untrue  because 
they  both  began  as  almshouses,  and  the  same  appUes  to 
the  Charity  Hospital  in  New  Orleans.  The  Massachu- 
setts General  Hospital  was  opened  in  1821. 

Next  are  two  chapters  on  prerevolutionary  medical 
publications  and  on  the  medical  profession  in  the  Revo- 
lution. Immediately  following  we  find  chapters  dealing 
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with  the  history  of  the  medical  departments  in  the 
Army  by  Colonel  Ashburn  and  in  the  Navy  by  Lieu' 
tenant  Commander  Parsons.  There  are  some  973  medi- 
cal  officers  in  the  Army  and  900  in  the  Navy  (1929). 
The  freedom  from  competitive  strife  and  economic  worry 
in  the  services  at  once  struck  the  medical  man  from  civil 
life  in  the  Great  War.  This  has  its  great  advantages 
and  corresponding  drawbacks,  in  the  case  of  the  unam- 
bitious  and  lazy,  but  such  glorious  scientific  achievements 
as  those  of  Reed,  Carroll,  Lazear,  and  Gorgas  attest  to 
the  high  scientific  spirit  animating  the  Army  Medical 
Department. 

In  the  second  volume  there  are  chapters  on  medical 
schools  founded  in  the  first  half  of  the  19th  century; 
medical  practice  and  education  in  different  states;  foreign 
influence  on  American  medicine  notable  events  in  medi' 
cine  and  surgery;  and  beginnings  of  specialism  in  Amer- 
ica. The  discovery  of  ether  ranks  first  in  Alnerican  con- 
tributions to  medicine  and  this  is  given  commensurate 
consideration,  including  the  controversy  between  Jackson 
and  Morton  as  to  their  credit  for  the  discovery.  We  do 
not  find  Oliver  Wendell  Holmes'  bon  mot  unfortunately 
in  this  connection.  He  proposed  that  a monument  be 
erected  on  the  Boston  Public  Gardens  to  commemorate 
the  discovery  of  ether,  bearing  on  opposite  sides  the 
bronze  heads  of  Jackson  and  Morton,  and  dedicated  to 
E(i)ther.  But  we  owe  the  term  anesthesia  to  the  sug- 
gestion of  that  great  scientist,  physician,  poet,  anatomist 
and  humorist,  Oliver  Wendell  Holmes,  who  also  was  the 
first  to  make  known  to  the  world  the  infectious  nature 
of  puerperal  fever. 

The  work  closes  with  appendices  on  miscellaneous 
historical  subjects,  as  women  in  medicine,  sectarian 
schools  in  medicine,  etc.;  followed  by  a very  complete 
bibliography,  an  index  of  personal  names  and  another 
index  of  subjects  contained  in  these  volumes.  In  sum- 
ming up  this  great  contribution  to  the  history  of  medi- 
cine in  America,  it  may  be  said  that  the  work  will 
prove  a valuable  addition  to  the  private  collection  of  any 
doctor,  especially  for  reference,  and  that  no  medical 
library  anywhere  can  afford  to  be  without  it. 

Winslow. 


Female  Sex  Hormonology.  By  William  P.  Graves, 
A.  B.,  M.  D.,  F.A.C.S.,  Professor  of  Gynecology  at  Har- 
vard Medical  School;  Surgeon-in-Chief  to  the  Free  Hos- 
pital for  Women  and  to  the  Parkway  Hospital,  Brook- 
line, Massachusetts.  131  pages,  with  illustrations.  Phila- 
delphia and  London;  W.  B.  Saunders  Company,  1931. 
Cloth,  $3.50. 

This  text  was  written  to  furnish  a concrete  picture 
of  a complex  subject  for  the  author’s  personal  use  and 
after  its  completion  was  published  so  the  medical  pro- 
fession might  have  an  up-to-date  review  of  its  literature. 
The  opening  chapters  deal  with  the  proof  of  the  ovary 
as  a gland  of  internal  secretion,  a review  of  the  sexual 
activities  manifested  throughout  the  animal  kingdom  and 
the  sex  cycles  in  the  ovary.  It  definitely  establishes  the 
functions  of  the  graafian  follicle  to  be  excretory  in 
nature  and  the  corpus  luteum  incretory  or  preparing  the 
endometrium  for  the  nidation  of  the  egg.  The  cycle  of 


the  human  uterus  and  its  correlation  with  that  of  the 
ovary  is  of  an  interdependence  between  the  two,  prob- 
ably of  a hormonal  nature. 

A review  of  the  literature  for  the  hormones  of  the 
ovary  along  with  the  pregnancy  tests  now  in  use  are 
also  given  in  a concise  up-to-date  manner.  Mention  is 
made  under  the  pregnancy  tests  that  they  remain  posi- 
tive as  long  as  there  is  biological  contact  of  the  fetal 
tissues  with  the  maternal  blood.  Under  the  chapter 
on  the  new  theories  regarding  menstruation,  the  author 
states  Hartman’s  view  that  it  is  a physiologic  and  not 
a pathologic  disintegration  of  the  endometrium  as  a 
result  of  the  decadence  of  the  corpus  luteum.  Likewise, 
he  has  shown  that  the  causative  or  regulative  factor, 
which  excites  at  the  rhythmic  moment  the  bleeding  of 
menstruation  and  implantation,  does  not  reside  in  the 
ovary,  though  this  organ  cooperates  in  maintaining  the 
ihythm. 

The  new  views  on  parturition  give  the  suggestion  that 
labor  simulates  the  pseudopregnancy  state  which  exists 
in  animals  and  is  correlated  with  ovarian  changes  de- 
pending upon  the  degree  of  involution  of  the  corpus 
luteum  and  not  solely  upon  the  presence  of  the  full 
grown  fetus.  From  this  the  theory  is  deduced  that  the 
fol'icular  secretion  asserts  itself  and,  instead  of  stimulat- 
ing the  pituitary,  sensitizes  the  uterus  to  the  contracting 
influence  of  the  postpituitary  hormone  (pituitrin). 

The  closing  chapters  give  the  new  theories  regarding 
lactation  and  the  deplorable  state  of  organotherapy  which 
is  far  in  arrears  of  the  many  physiologic  discoveries  in 
sex  hormonalogy.  Helwig. 


Imhotep  to  Harvey.  Backgrounds  of  Medical  His- 
tory. By  C.  N.  B.  Camac,  M.  D.,  Assistant  Professor 
Clinical  Medicine,  College  of  Physicians  and  Surgeons, 
Columbia  University,  New  York.  324  pp.  $3.75.  Paul 
B.  Hoeber,  Inc.,  New  York,  1931. 

Rational  medicine  sarted  with  the  Greeks.  Before 
them  existed  only  scattered  bodies  of  empirical  know- 
ledge. Yet  their  predecessors,  the  Minoans,  had  de- 
veloped public  sanitation,  with  sewers,  drains,  etc,, 
and  had  some  sort  of  medical  system.  Imhotep,  engin- 
eer, statesman  and  physician  was  to  the  Egyptians  what 
Asclepios  was  later  to  the  Greeks.  Much  knowledge 
of  hygiene  and  preventive  medicine  also  descended  from 
the  Hebrews.  Hippocrates,  the  father  of  Greek  medi- 
cine, who  lived  in  the  fourth  century,  B.  C.,  taught 
that  disease  was  due  to  natural  causes,  free  from 
divinations,  incantations,  astrology  and  magic. 

During  the  following  century  science  was  most  in- 
fluenced by  Aristotle,  who  introduced  the  inductive 
method  of  reasoning.  During  this  time,  at  the  School 
of  Alexandria,  anatomy  received  its  greatest  advance 

because  here  for  the  first  time  in  history  dissection 
of  the  human  body  was  carried  on.  There  follovmd 

a thousand  years  of  the  Middle  Ages,  when  science 
and  the  study  of  medicine  were  almost  obliterated. 
What  progress  was  attained  was  due  to  the  Moslems 

who  established  schools  of  medicine  in  Southern  France 

and  Spain,  based  largely  on  translations  from  the  Greeks. 
Ultimately  they  replaced  treatment  of  the  sick  by  sooth- 
saying, astrology  and  magic.  They  introduced  one  ray 
of  scientific  light  in  these  “Dark  Ages.’’  Yet  the 
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Koran  forbade  dissections  and  autopsies  on  the  human 
body.  As  late  as  the  seventeenth  century,  textbooks 
in  European  universities  consisted  largely  of  Arabian 
writings. 

Between  the  fifteenth  and  seventeenth  centuries,  the 
period  of  the  renaissance,  the  searching  inquiry  that 
characterized  the  Hellenic  thinkers  was  applied  to  phys- 
ics, anatomy,  physiology  and  other  sciences.  An  inspir- 
ation to  the  study  of  anatomy  followed  the  anatomic 
drawings  of  such  master  artists  as  Leonardo  da  Vinci. 
One  of  the  greatest  investigators  at  this  period  was 
Paracelsus,  who  insisted  on  pure  drugs  and  condemned 
the  horrible  combinations  of  medieval  apothecaries,  thus 
being  a great  reformer  of  medicine.  During  this  period 
were  many  men  whose  names  have  been  immortalized 
by  their  part  in  promoting  science  and  freeing  it  from 
the  mysteries  of  ignorance.  In  the  seventeenth  cen- 
tury practical  experiments  were  introduced,  the  obser- 
vations from  which  dispelled  conclusions  obtained  from 
philosophy  alone.  During  this  period  were  discovered 
the  telescope,  microscope  and  other  physical  apparatus 
leading  to  modern  medical  advances.  In  medicine 
physiology,  pathology,  histology  and  clinical  study  be- 
came systematized.  The  greatest  discovery  was  the 
circulation  of  the  blood  by  Harvey  which  helped  to  expel 
ancient  theories  and  open  new  avenues  of  inquiry. 


Clinical  Diagnosis  By  Laboratory  Methods.  By 
James  Campbell  Todd,  Ph.  B.,  M.  D.,  Late  Professor 
of  Clinical  Pathology,  University  of  Colorado,  School 
of  Medicine;  and  Arthur  Hawley  Sanford,  A.  M.,  M. 
D.,  Professor  of  Clinical  Pathology,  University  of  Minn- 
esota (Mayo  Foundation);  Head  of  Section  on  Clinical 
Laboratories,  Mayo  Clinic,  Seventh  Edition,  Thorough- 
ly Revised,  765  pages  with  347  illustrations,  29  in  colors. 
Philadelphia  and  London:  W.  B.  Saunders  Company, 
1931.  Cloth,  $6.00  Net. 

The  first  edition  of  this  book  was  in  1908,  and  it 
has  now  reached  the  seventh  edition.  The  first  edi- 
tion was  comparatively  small,  but  contained  the  essentials 
of  urology,  hematology,  bacteriology  and  immunology. 
Each  edition  has  added  the  techinc  and  interpretation 
of  new  tests  as  they  have  been  developed  until  the 
last  is  a book  of  over  seven  hundred  pages  of  con- 
densed, practical  and  valuable  information  that  can  be 
applied  to  the  clinical  patient. 

The  factor  that  has  made  this  book  such  a great 
success  is  the  careful  ehmination  of  huge  volumes  of 
theoretical  dissertations  that  are  not  of  practical  value 
to  the  clinidan  or  to  the  clinical  laboratory  work.  If 
it  may  be  permitted  to  criticize  the  recent  edition,  it 
would  be  because  of  a slight  deviation  from  the  rigid 
application  of  this  practicality.  This  book  contains 
a good  description  of  both  the  technic  and  the  appli- 
cation of  all  the  new  as  well  as  the  old  clinical  labor- 
atory- tests  that  have  proven  themselves  valuable  as 
diagnostic  procedures. 

Nickson 


The  Human  Voice.  Its  Care  and  Development. 
By  Leon  Felderman,  M.  D.  301  pp.  $2.50.  Henry 
Holt  and  Co.  New  York.  1931. 

In  this  book  the  author  has  given  us  a very  interest- 
ing discussion  of  a little  bit  of  everything.  He  has 
wandered  far  afield  from  his  subject.  His  breadth  of 


knowledge  and  manner  of  presentation,  however,  are 
quite  enhghtening  and  holds  our  attention.  He  dis- 
cusses everything  from  music  to  the  effects  of  tobacco 
upon  the  human  individual.  He  discusses  ear,  nose  and 
throat  from  the  standpoint  of  the  general  man,  but  very 
vaguely.  The  biologic,  physiologic,  anatomic,  and  patho- 
logic factors  pertaining  to  the  human  voice  are  brought 
out,  but  he  does  not  advocate  any  treatment  of  condi- 
tions outside  of  preventive  measures.  He  dwells  at 
length  upon  the  sociologic  side  of  the  human  voice  and 
brings  forth  some  interesting  observations.  Here  is  a 
book  which  would  be  appreciated  probably  as  much  by 
the  man  in  general  medicine  as  by  the  specialist  in 
otolaryngology. 

Patrick. 


Clinical  Roentgen  Pathology  of  Thoracic  Le- 
sions. By  Wilham  H.  Meyer,  M.  D.  Professor  of 
Roentgenology  in  the  New  York  Post-Graduate  Medical 
School  of  Columbia  University,  etc.  Illustrated  with  183 
engravings.  272  pp.  $6.00.  Lea  S’  Febiger,  Philadelphia, 
1932. 

The  author  of  this  book  cannot  be  justly  accused  of 
being  verbose.  On  the  contrary,  he  is  to  be  compli- 
mented upon  the  clear,  concise  and  impressive  presenta- 
tion of  his  subject.  He  shows  excellent  judgement  in 
the  selection  of  material  and  his  emphasis  on  funda- 
mentals. This  is  characteristic  of  almost  every  topic  he 
discusses  in  this  interesting  book.  There  are  many 
illustrations  in  the  form  of  roentgen-ray  reproductions 
and  line  drawings.  These  drawings  are  quite  unique 
and  assist  materially  in  explaining  the  subject  matter  of 
the  book. 

Section  IV.  is  devoted  to  a description  of  diseases  of 
the  respiratory  system  and  Section  V.  deals  with  lesions 
of  the  heart  and  pericardium.  As  both  of  these  sub- 
jects are  important  divisions  of  internal  medicine,  these 
sections  especially  should  be  read  by  physidans  in 
gener«J.  If  this  were  done,  it  would  be  condudve  to 
a better  understanding  of  the  roentgen  aspect  of  pul- 
monary and  cardiac  disease.  The  author  indicates  in 
a preface  that  this  is  the  first  of  a series  of  books  on 
roentgen  matters  to  be  eventually  published  by  him. 
We  shall  await  with  keen  anticipation  the  othe  volumes. 

Koenig. 


United  States  Army  X-Ray  Manual.  Authorized 
by  the  Surgeon-General  of  the  Army.  Prepared  under 
the  direction  of  the  Division  of  Roentgenology.  Paul 
B.  Hoeber,  Inc.,  New  York,  1932. 

The  second  edition  of  the  United  States  Army  X-Ray 
Manual  is  at  hand.  It  is  essentially  practical  in  its 
character,  as  was  the  first  edition,  but  has  incorporated 
the  advances  in  technic  and  interpretation  which  have 
been  made  since  the  first  edition  was  published.  The 
first  hundred  pages  devoted  to  the  physics  of  radiation 
are  lucid  and  not  too  technical.  The  dangers  attend- 
ing the  work  are  emphasized  and  methods  of  protection 
described. 

Chapters  IV  to  XII  are  devoted  to  the  practical  work 
of  technic  and  interpretation,  and  are  clear  and  under- 
standable. The  reproductions  of  actual  cases  of  radio- 
graphic  work  are  unusually  good.  Radiotherapy  is  not 
treated  at  all  as  being  outside  the  scope  of  a work  of 
this  purpose.  The  book  will  probably  serve  the  pur- 
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pose  of  the  general  practitioner  better  than  any  single 
work  which  we  have  at  our  disposal  and  its  use  need 
not  be  confined  to  the  Army. 

Bourns. 


A Doctor  of  the  1870’s  and  '80’s.  By  William 
Allen  Pusey,  Sometime  President  American  Medical 
Association  and  Dermatological  Association.  153  pp. 
$3.00.  Charles  C.  Thomas,  Springfield,  111.,  1932. 

This  is  an  interesting  sketch  of  the  hfe  of  the  typical 
family  doctor  of  a generation  ago.  The  author  herein 
offers  a biography  of  his  father,  who  practiced  in  a 
small  Kentucky  town,  covering  a rural  practice  within 
a radius  of  twenty  miles.  Many  interesting  comments 
and  incidents  are  presented,  illustrating  the  efficiency  of 
the  general  practitioner  of  that  day  who  combined  in 
his  practice  medicine,  surgery  and  all  the  specialties. 
The  science  of  bacteriology  had  not  yet  been  established 
and  the  presence  of  germs  were  not  only  unrecognised 
but  viewed  with  skepticism.  This  self-sufficient  doctor 
was  beloved  by  a large  clientele.  He  never  presented 
bills,  treated  rich  and  poor  ahke,  being  at  the  beck  and 
call  of  everybody.  The  physician  who  is  familiar  only 
with  the  present  scientifically  developed  practice  of  medi- 
cine should  read  a book  of  this  character.  Perhaps  he 
might  obtain  therefrom  some  hints  as  to  his  relations 
toward  patients  which  might  be  considered  something 
more  than  a mere  medical  attention.  The  book  is  a 
beautiful  display  of  the  publisher’s  art  as  to  printing, 
paper  and  binding. 


The  Surgical  Clinics  of  North  America.  (Is- 
sued serially  one  number  every  other  month.)  Volume 
12,  No.  1.  (Chicago  Number — February,  1932)  240 
pages  with  92  illustrations.  Per  Clinic  year  (February 
1932  to  December  1932)  Paper,  $12.00;  Cloth,  $16.00 
net.  Philadelphia  and  London:  W.  B.  Saunders  Com- 
pany, 1932. 

This  volume  presents  numerous  clinical  reports  worthy 
of  the  attention  of  all  surgeons.  Abdominal  surgery  in- 
cludes cases  of  abdominal  actinomycosis,  perforating 
gastric  peptic  ulcers  by  Bevan,  operations  for  common 
bile  duct  by  McWhorter.  Various  fractures  and  their 
treatment  are  reported  by  McKenna,  Christopher  and 
Compere.  As  usual,  this  volume  will  prove  profitable 
reading. 


Electrosurgery:  Brief  Review  of  Its  Advent 

And  Some  of  Its  Uses.  According  to  Howard  A. 
Ward,  Baltimore  (Journal  A.  M.  A.,  Feb.  20,  1932), 
electrosurgery  as  now  used  is  the  employment  of  a high 
frequency  alternating  electric  current  of  about  1,000,000 
to  2,000,000  or  more  oscillations  per  second  for  the 
destruction  or  excision  of  diseased  tissues.  The  current 
voltage  and  amperage  under  perfect  control  ranges  from 
a minute,  almost  invisible,  spark  up  to  a heavy  flashing 
flame,  causing  a necrobiotic  heat  penetration  to  the 
depth  of  1 cm.  on  all  sides  of  the  electrode.  The  cur- 
rent is  applied  by  “active”  electrodes  of  various  shapes: 
needle,  thin  narrow  blade,  ball,  curet,  wire  loop.  These 
currents  are  applied  through  a uniterminal  or  biterminal 
connection  with  the  generating  apparatus  affording 
either  a desiccation  or  a dehydration  of  the  tissues,  an 
electrocoagulation,  or,  by  molecular  disintegration,  a 
cleavage  or  cutting  of  tissues.  The  cardinal  virtues  of 
electrosurgery  lie  in  effective  destruction  in  loco  tissues 
that  it  is  desirable  to  eliminate.  This  manifestly  in- 
cludes all  forms  of  malignancy.  There  is  no  handling 


of  tissues  because  of  the  knife  and  fork  type  of  opera- 
tion, which  is  unequaled  in  cleanUness  by  the  immediate 
complete  sterilization  of  both  bacterial  and  malignant 
infection.  Hemostasis  is  easily  effected  in  severing  ves- 
sels up  to  about  1 mm.  in  diameter  either  by  the  apph- 
cation  of  the  coagulating  electrode  direct  or  by  the  in- 
termediary of  a well-pointed  hemostatic  clamp,  isolating 
the  vessel.  Thus  ligatures  are  avoided,  and  the  risk  of 
infection  is  lessened  by  reason  of  the  reduction  of  the 
imported  foreign  material.  The  ability  to  check  hem- 
orrhage, keeping  the  fingers  away  from  the  wound, 
makes  it  possible  to  continue  deep  work  in  various  parts 
of  the  body.  Another  advantage  is  the  extended  use 
of  local  anesthesia,  which  reduces  hospitalization  by  mak 
ing  a number  of  these  patients  ambulatory.  At  present, 
electrosurgical  cutting  and  coagulation  are  accomphshed 
by  separate  electrodes,  usually  of  different  shape,  either 
necessitating  two  connections  with  the  machine  or  an 
interchange  of  electrodes  in  a common  handle  attached 
by  a single  wire  to  the  apparatus.  In  the  latter  instance 
an  extra  assistant  is  needed  to  switch  from  cutting  to 
coagulating  current  or  vice  versa.  Two  wires,  used  to 
carry  the  current,  form  an  awkward  addendum  at  an 
already  complicated  operating  table.  In  operating  rooms, 
where  inflammable  anesthetics  are  used,  surgeons  are 
urged  to  secure  apparatus  of  the  best  construction  and 
to  keep  it  in  good  repair,  because  open  or  static  electric 
sparks  may  cause  serious  explosions. 


Etiology  of  He.\rt  Disease.  Robert  H.  Halsey. 
New  York  (Journal  A.  M.  A.,  Feb.  20,  1932),  presents 
samples  of  observations  concerning  diseases  of  the  heart 
from  three  points  of  view — a series  of  necropsies,  a 
series  of  surveys  by  a bureau  of  vital  statistics,  and  a 
series  of  clinical  studies.  The  necropsies  are  not  com- 
parable because  there  was  no  common  factor — etiology. 
One  series  is  a mixture  of  structural  changes  and  etiol- 
ogy, while  the  second  is  etiology  alone.  In  the  statistics 
of  mortality  and  morbidity,  the  same  lack  of  common 
denominator  destroys  the  validity  of  comparison.  The 
clinical  studies  are  more  nearly  comparable  since  the 
classification  is  etiology,  but  in  one  of  the  two  sets  there 
is  contained  a symptomatic  class  which,  however,  can 
be  included  bodily  in  the  arteriosclerotic  group.  It  ap- 
pears that  an  enormous  amount  of  work  has  been  done 
by  all  these  observ-ers  in  collecting  these  figures,  but  the 
value  of  the  results  would  have  been  greatly  enhanced 
by  the  common  denominator  of  etiology.  The  efiologic 
point  of  view  has  required  centuries  to  develop,  but  it 
now  per\-ades  the  profession.  The  profession  has  demon- 
strated that  it  can  change  rapidly  and  readjust  itself  to 
the  use  of  a changing  nomenclature.  The  pathologist 
can  differentiate  and  give  the  most  accurate  information 
of  the  etiologic  factors  causing  structural  damage  to  the 
heart.  The  statistician  of  vital  statistics,  following  the 
International  List  of  the  Causes  of  Death,  is  as  yet  un- 
prepared in  thought  and  unable  from  his  data  to  give 
any  information  as  to  the  etiology  of  the  damage  to 
the  heart.  The  clinician  has  formulated,  adopted  and 
applied  a nomenclature  and  criteria  of  diagnosis  founded 
on  etiologic  distinctions  between  diseases  of  the  heart. 
-At  present,  rheumatic  disease  accounts  for  a fifth  of 
the  deaths  from  heart  disea.se  coming  to  necropsy  and 
for  a fourth  to  a half  of  the  patients  under  treatment 
Coronary  artery  disease  accounts  for  a half  of  damaged 
hearts  at  autopsy  and  about  a fifth  to  a half  of  the 
patients  cared  for  by  physicians.  Syphilis  at  necropsy 
accounts  for  less  than  one  in  ten,  and  less  than  one  in 
twenty  for  the  clinician.  These  three  important  etiologic 
groups  can  be  differentiated  and  together  they  com- 
prise about  three  fourths  of  the  whole  problem  of 
morbidity  and  mortality  of  heart  disease.  As  all  diag- 
noses and  records  depend  on  the  practitioner,  the  con- 
clusion seems  justified  that  accurate  knowledge  of  the 
extent  of  etiologic  groups  will  not  be  available  until 
clinicians,  pathologists  and  statisticians  think  of,  diag- 
nose, treat  and  record  the  diseases  of  the  heart  by  a 
common  nomenclature  of  etiology  whenever,  wherever 
and  for  whatever  purpose  records  are  made. 
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A HOPEFUL  VIEW  OF  ASTHMA* 
Robert  L.  Benson,  M.  D. 

PORTLAND,  ORE. 

Asthma  is  a most  complex  condition.  No  ade- 
quate  definition  of  it  has  ever  been  offered.  Its 
etiology  is  elusive.  The  chemical  entities  causing 
the  spasm  of  the  bronchi  are  so  minute  as  to 
evade  isolation,  and  yet  so  potent  that  they  tran- 
scend  anything  in  the  whole  realm  of  toxicology. 
The  minutest  drop  from  this  poison  cup  immed' 
iately  transforms  its  appointed  victim,  like  a veri' 
table  Dr.  Jekyll,  into  an  agonized,  shrinking 
wreck,  while  others  may  drain  its  full  contents 
without  harm.  Nor  do  its  vagaries  end  here;  it 
is  further  ordained  that  each  victim  shall  have  his 
own  individual  potion  of  misery.  There  is  no 
common  cause,  likewise  no  standard  treatment,  yet 
the  research  of  the  past  few  years  has  fathomed 
some  of  its  subtleties,  and  we  may  now  list  asth' 
ma  as  a hopeful  disease  syndrome. 

Several  views  of  the  etiology  of  asthma  pre- 
vailed during  the  nineteenth  century. 

a.  Spasm  of  the  bronchial  muscles  was  first 
suggested  by  Cullen^  as  early  as  1788  and  later 
upheld  by  the  great  Laennec  (1835).  “Sandemann 
(1890)  found  that  nasal  obstruction  caused  bron- 
chial spasms.  Beer  (1892)  and  Einthofen  (1892) 

*Read  before  the  Fifty- Seventh  Annual  Meeting  of  Oregon 
State  Medical  Society,  October  22-24,  1931,  Eugene,  Ore. 

1.  Cited  by  Bray,  Recent  Advances  in  Allergy,  Blakiston. 
Phila.,  p.  21,  1931.  The  other  early  references  on  broncho- 
spasm  are  from  the  same  source. 


proved  that  vagal  stimulation  caused  bronchial 
contraction.” 

b.  Vascular  engorgement  of  the  bronchial  mu- 
cosa, according  to  Parry  (1844),  produced  swell- 
ing of  the  bronchial  wall  and  resulting  mechanical 
obstruction.  Clark  (1886)  compared  the  thicken- 
ing of  the  bronchi  to  the  swelling  of  the  skin  in 
nettle  rash.  Francis^  suggested  that  asthma  might 
be  considered  as  a “blushing”  of  the  bronchial 
area. 

c.  Inflammation  of  the  finer  bronchioles  in 
asthma  was  suggested  by  Traube  (1847)  and  sup- 
ported by  Curschmann  (1882). 

d.  Bronchial  obstruction  by  viscid  secretion 
also  had  its  proponents. 

The  exhaustive  physiologic  research  of  Brodie 
and  DixonS  went  far  toward  proving  the  role  of 
bronchial  muscle  spasm  in  the  causation  of  asth- 
ma, and  the  correctness  of  their  conclusions  is 
still  generally  recognized.  The  reader  is  referred 
to  Dixon’s  summary  of  this  important  work  in 
Practitioner  for  July,  1929. 

The  original  studies  of  Dixon  and  his  associates 
demonstrated  that  the  bronchoconstrictor  fibers 
were  confined  to  the  vagus  nerve^  and  the  dilator 
fibers  to  the  sympathetic  nerves^.  They  produced 

2.  Francis,  A.;  Asthma;  Vasomotor  Neurosis.  Practitioner, 
123:  68-72.  July,  1929. 

3.  Brodie,  T.  G.  and  Dixon,  W.  E. : Trans.  Path.  Soc. 
54:17,  1903. 

4.  Dixon,  W.  E.  and  Brodie,  T.  G.:  Jour.  Physiol.,  29:97, 
1903. 

5.  Dixon,  W.  E.  and  Ransom,  F.:  Bronchodilator  Nerves, 

J.  Physiol.  45:413,  428,  1912-13. 
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spasm  of  the  bronchi  in  animals  by  faradic  stimu' 
lation  of  the  central  end  of  the  severed  vagus 
nerve,  the  surface  of  the  cornea  or  the  mucosa 
of  the  nasal  septum.  The  implication  was  that 
asthma  is  a vagotonia  and  that  it  may  be  caused 
by  excitation  of  the  nasal  mucosa.  Alexander 6 

cites  further  authorities  in  substantiation  of  the 
initiation  of  asthmogenic  vagal  impulses  in  the 
sensitive  area  of  the  nasal  mucosa.  He  adds  \^th 
reason  that  psychic  factors  by  central  vagus  stim' 
ulation  may  set  off  a paroxysm  of  bronchial  spasm 
and  mentions  that  an  overdistended  stomach  is 
frequently  considered  a cause  of  attacks.  The  lat' 
ter  statement  has  been  a matter  of  common  obser' 
vation  with  clinicians,  but  the  underlying  cause 
of  the  asthmatic  attack  in  such  cases  is  not  clear. 

It  is  probably  true,  as  Alexander  remarks,  that 
the  majority  of  cases  of  asthma  owe  their  attacks 
to  irritation  of  the  efferent  vagus  endings  in  the 
bronchi.  Asthma  is  for  the  most  part  a manifesta- 
tion of  allergy  due  to  a hypersensitiveness  to  for- 
eign substances,  especially  of  a protein  nature, 
which  may  enter  the  body  by  inhalation,  by  ab- 
sorption from  the  gastrointestinal  tract  or  by  in- 
oculation. Alexander  states  that  access  of  the  al- 
lergen to  the  bronchial  vagus  endings  must  be  by 
the  blood  stream,  and  cites  the  experiments  of 
Auer  and  Lewis,  who  induced  bronchospasm  in 
anaphylactic  guinea  pigs,  even  when  the  vagus 
nerves  were  severed  but  failed  to  produce  shock 
when  their  nerve  endings  were  paralyzed  by  atro- 
pine. He  concluded  that  the  injected  antigen  must 
have  been  carried  to  the  vagus  nerve  endings  by 
the  blood  stream. 

Francis  disagreed  with  Dixon  on  the  pathogene- 
sis of  asthma,  having  become  convinced  through 
the  teaching  of  Hare  that  asthma  was  a symptom 
of  vasodilatation  of  the  bronchial  vessels  analagous 
to  vasomotor  rhinitis.  He  believed  that  the  under- 
lying cause  lies  in  a vasomotor  instability  and  that 
hypersensitiveness  is  only  a secondary  exciting 
factor.  In  strange  contrast,  however,  to  his  own 
doctrine  is  Francis’  report  that  he  treated  four 
hundred  and  two  asthmatic  patients  by  nasal 
cautery  and  that  three  hundred  and  forty-seven 
were  completely  or  greatly  relieved,  the  best  re- 
sults being  obtained  in  the  relatively  normal  noses. 

The  few  autopsies  reported  on  acute  asthmatic 
deaths  have  unfortunately  failed  to  solve  the  etiol- 

6.  Alexander,  H.  It.,  Bronchial  Asthma,  Lea  and  Febiger, 
Philadelphia,  p.  44,  1928. 


ogy  of  the  condition.  Evidence  suggesting  bron- 
chospasm was  found  in  some  instances,  while  in 
others  edema,  hyperemia  and  exudation  into  the 
lumen  were  observed.  In  many  cases  all  these 
changes  were  found  associated  with  eosinophiHc 
infiltration  of  the  walls.  Alexander  considers  it 
probable  that  peripheral  stimulation  of  the  vagus 
fibers  going  to  the  lungs  causes  bronchoconstric- 
tion  and  also  some  degree  of  vasodilatation  of 
bronchial  vessels.  Accordingly,  the  same  stimulus 
which  induced  bronchospasm  may  also  cause  ede- 
ma of  the  wall  and  mucous  secretion.  He  con- 
cluded that,  “if  this  be  so,  there  is  no  ground  for 
controversy  as  to  which  of  these  is  primarily  the 
immediate  cause  of  an  asthmatic  paroxysm.” 

Another  important  advance  coming  from  a 
British  source  was  the  bronchial  perfusion  method 
of  McDowall  and  Thornton"^.  These  workers  passed 
a nonirritating  fluid  directly  into  the  bronchus 
through  a cannula  and  measured  the  resistance  to 
its  flow  by  a manometric  tracing.  After  establishing 
a normal  level,  they  injected  various  substances  into 
the  pulmonary  circulation  and  obtained  on  their 
manometric  tracing  a record  of  the  contraction 
or  dilatation  of  the  bronchus. 

The  results  appear  convincing.  They  found  that 
a minute  injection  of  histamine,  as  would  be  ex- 
pected, caused  a pronounced  constriction  of  the 
bronchi.  Of  more  direct  interest  in  relation  to 
asthma  was  their  production  of  similar  effects  in 
sensitized  animals  by  injection  of  infinitesimal  doses 
of  the  corresponding  antigen.  They  also  found  the 
bronchial  muscle  sensitive  to  the  faintest  differences 
in  the  pH  of  the  perfusing  fluid,  being  dilated  by 
acid  and  constricted  by  alkali.  Changes  in  the  cal- 
cium-potassium balance  produced  similar  effects, 
constriction  with  calcium  and  likewise  with  diminu- 
tion of  the  potassium  in  the  perfusing  fluid.  Pilo- 
carpine and  atropine  produced  the  results  which 
would  be  expected.  These  researches,  if  confirmed, 
may  profoundly  affect  the  therapy  of  asthma. 

The  subjects  of  anaphylaxis  and  allergy  form  one 
of  the  most  interesting  and  important  chapters  in 
the  study  of  asthma,  but  a brief  presentation  of 
this  kind  does  not  permit  any  detailed  recital  of 
their  development  and  principles.  It  was  understood 
by  Richet,  who  coined  the  term,  and  by  other  pio- 
neers of  this  field  including  Koessler,  that  anaphy- 
laxis signified  the  manifestations  of  sensitivity  in 

7.  McDowall,  R.  J.  S.  and  Thornton,  J.  W. : J.  PhTgiol., 
70:  44,  1930. 
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man  as  well  as  in  other  mammals.  More  recently, 
however,  differences  have  been  emphasised  by  Coca, 
Cooke  and  many  others,  which  can  be  read  at  length 
in  the  exhaustive  text  of  Coca,  Waher  and  Thom- 
men^.  The  term  allergy  had  no  sooner  come  into  ^ 
general  usage  than  these  same  authors  proposed  a 
new  term,  atopy.  There  is  no  apparent  objection 
to  any  descriptive  term  which  distinguishes  human 
from  other  mammalian  hypersensitiveness.  Rabbit 
anaphylaxis  differs  from  that  of  the  guinea  pig, 
dog  or  monkey,  and  it  is  natural  that  man’s  mani' 
festations  should  diverge  from  any  of  these  in  de^ 
gree  and  type.  Research  will  eventually  clear  up 
the  differences  of  opinion,  but  for  the  present  I 
am  inclined  to  agree  with  Rackemann^  that,  “what 
we  call  allergy  may  well  be  nothing  more  than  ana' 
phylaxis  in  man.’’ 

During  the  past  few  years  intense  interest  has 
centered  about  histamine  and  its  possible  relation' 
ship  to  the  causation  of  asthma  and  other  hypersen' 
sitive  states.  This  drug,  which  can  be  formed  readi' 
ly  by  hydrolysis  from  the  histidine  component  of 
any  proteinic,  has  a toxicity  above  that  of  any  of 
the  ordinary  drugs  of  the  pharmacopeia  and  com' 
parable  only  to  that  of  the  allergens.  Barger  and 
Daleii  isolated  it  first  from  ergot  and  later  showed 
that  it  was  present  in  most  tissues  of  the  body.  The 
whole  bibliography  and  discussion  of  this  highly 
important  amine  can  be  found  in  the  recent  works 
on  allergy,  also  in  the  original  publications  of  Dale, 
Sir  Thomas  Lewis,  Koessler  and  Hanke,  and  many 
others.  There  can  be  no  question  that,  as  Lewis^^ 
and  Harei3  have  found,  the  cutaneous  reaction  to 
allergens  in  hypersensitive  individuals  has  a striking 
similarity  to  the  histamine  reaction.  It  is  probable 
that  in  allergic  manifestations  a histamine' like  sub' 
stance  is  set  free  within  the  lung,  the  skin,  the  nose 
or  other  sensitive  tissue,  due  to  the  introduction  of 
foreign  substances  to  which  the  individual  is  hyper' 
sensitive. 

Through  the  extensive  research  of  the  past  three 
decades  we  are  led  to  the  conclusion  that  the  par' 
oxysm  of  asthma  is  due  chiefly  to  muscle  spasm  of 

8.  Coca,  Walzer  and  Thomraen:  Asthma  and  Hay  Fever 
in  Theory  and  Practice,  Charles  C.  Thomas,  1931. 

9.  Rackemann,  F.  M. ; The  Nature  of  Allergy,  J.  Allergy, 
1:536-538,  Sept.,  1930. 

10.  Abel,  J.  J.:  Presence  of  Histamine  in  Hypophysis 
Cerebri.  J.  Pharm.  and  Exper.  Therap.,  13:243,  June,  1919. 

11.  Barger,  G and  Dale,  H.  H.:  The  Presence  in  Ergot 
and  Physiological  Activity  of  B-Imidazolethylanine.  Proc. 
Physiol.  Soc.  Lond.  p.  38-40,  1910. 

12.  Lewis,  Thomas:  Heart,  11:119,  209,  1924;  13:219, 
1926;  14:19,  1927-29. 

13.  Hare,  R. : Experimental  Investigation  into  Vascular 

Reactions  of  Susceptible  Skin  to  Protein.  Heart,  13:227- 
238,  Sept.,  1926. 


the  smaller  bronchioles,  with  the  coexisting  edema 
and  mucous  exudation.  The  reflex  causing  the 
spasm  comes,  according  to  Dixon,  by  way  of  the 
vagus  nerve  and  may  arise  in  the  sensitive  tissues  of 
the  nose,  although  it  is  probable  that  it  may  as  fre' 
quently  arise  within  the  bronchus  itself.  Whether 
similar  effects  may  occur  from  direct  action  of  the 
same  agent  on  bronchial  muscle  is  not  plain.  The 
agents  responsible  for  the  reflex  presumably  include 
the  various  foreign  substances,  particularly  of  a pro' 
tein  nature,  to  which  the  subject  happens  to  be  sen' 
sitive.  It  is  also  possible,  as  we  have  already  inti' 
mated,  that  the  alkali  reserve  and  the  calcium'potas' 
sium  balance  may  exert  an  influence.  Asthma  may 
then  resolve  into  an  intrinsic  imbalance  of  the  vagus 
and  sympathetic  functions  which  we  may  call  vagO' 
tonia,  with  allergens  as  secondary  extrinsic  causes. 

While  England  and  the  Continent  have  contrib' 
uted  largely  to  the  physiologic  principles  of  hyper' 
sensitiveness,  it  is  in  America  chiefly  that  the  im' 
portant  role  of  foreign  substances  in  the  form  of 
foods,  dusts  and  various  contactants  has  been 
worked  out.  Nearly  every  known  ingestant  has 
been  incriminated;  the  dust  from  cereals,  furs, 
dandruffs,  feathers,  textiles,  cosmetics,  drugs,  poh 
lens,  house'dusts,  insect  powders  and  even  the  in' 
sects  themselves  have  been  blamed;  offending  sub' 
stances  have  been  shown  to  enter  the  body  by  the 
hypodermic  needle  and  the  sting  of  insects,  and 
various  contactants  have  exerted  their  effects  by 
entry  through  the  natural  channels  of  the  skin.  To 
all  this  list,  Duke  and  others  have  added  non' 
protein  substances,  including  various  drugs  and 
chemicals,  also  physical  agents  such  as  heat,  cold 
and  sunlight.  Detailed  consideration  of  all  these 
causes  cannot  be  attempted  in  this  brief  presenta' 
tion.  They  are  adequately  handled  in  the  recent 
books  on  allergy  and  in  the  medical  journals. 
There  are  still  a few  who  discount  the  cutaneous 
tests  on  the  ground  that  positive  reactions  do 
not  necessarily  signify  cansal  relationship  and 
that  asthma  may  occur  from  any  offending  agent, 
even  in  the  absence  of  reaction.  These  objections 
are  admittedly  valid  in  certain  cases,  yet  the  tests 
are  accepted  by  most  allergists  as  a valuable  ad' 
junct  to  the  diagnosis  and  treatment  of  asthma. 

Another  phase  of  teaching  in  asthma,  which  is 
older  in  regard  to  years  than  many  of  the  others 
but  which  is  still  the  subject  of  considerable  dis' 
agreement,  is  the  role  of  infections.  These  include 
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the  various  forms  of  bacteria  and  some  of  the  higher 
plant  forms  such  as  certain  fungi,  and  we  are  con' 
cerned  with  their  presence  in  the  bronchi,  the  nose 
and  sinuses,  the  tonsils,  the  teeth,  the  intestinal  tract 
and  other  foci. 

Probably  nobody  in  recent  years  has  questioned 
the  often  repeated  observation  that  various  types  of 
bacteria  may  occur  in  the  bronchi  and  upper  reS' 
piratory  tract  in  the  course  of  asthma,  and  that 
these  infections,  either  primarily  or  secondarily,  in' 
fluence  the  severity  of  the  attacks.  Doubt  has  been 
expressed  frequently,  however,  of  the  primary  role 
of  bacterial  infection  in  the  causation  of  asthma. 
In  the  opinion  of  many  observers  the  lower  plant 
forms  are  merely  secondary  invaders,  and  the  pri' 
mary  and  more  important  condition  is  either  a vagO' 
tonia  or  some  such  general  instability  or  else  a hy' 
persensitiveness  to  foods  or  dusts. 

Another  point  of  dispute  concerns  the  question 
whether  bacteria  are  capable  of  sensitizing  the  hu' 
man  tissues.  The  demonstration  of  bacterial  ana' 
phylaxis  was  reported  by  Zinsser  and  Parker^^  and 
by  Sherwood  and  Stoland^^.  Walkeri®  reported 
positive  skin  reactions  from  bacterial  emulsions  and 
interpreted  these  as  an  indication  that  these  patients 
had  become  hypersensitive  to  organisms  within  their 
bronchi.  Thomas^"  has  cultured  extensively  bron' 
chial  secretions  and  to  a lesser  extent  the  sinuses, 
tonsils,  intestine,  and  other  foci,  obtaining  staphv' 
lococcus  aureus,  streptococci,  chromogenic  cocci  and 
various  other  organisms.  In  a long  series  of  cases 
he  has  tested  his  separate  bacterial  suspensions  on 
the  patients  from  whom  the  organisms  were  ob' 
tained,  using  the  intradermal  method  of  inoculation. 
He  reported  wheal  formations  in  certain  instances 
and  based  his  selection  of  cultures  for  vaccine  on 
the  skin  reactions.  Rackemanni^  and  also  Alexan' 
der  (loc.  cit.)  consider  the  early  wheal  as  nonspe' 
cific  and  the  delayed  reaction  of  the  next  day  as 
similar  to  the  Schick  test.  Cooke,  Coca  and  proba' 
bly  the  majority  of  authors  maintain  that  no  reagin 
has  been  demonstrated  in  bacterial  cases  and  con' 
sider  vaccine  inoculations  in  the  light  of  nonspecific 
protein  therapy. 

14.  Zinsser,  H.  and  Parker,  J.  T. : Bacterial  Anaphylaxis 
and  Infection.  J.  Exper.  Med.  26:411,  Sept.,  1917;  Ibid: 
Bacterial  Hypersusceptibility.  J.  Exper.  Med.,  37:275-302, 
Feb.,  1923. 

15.  Sherwood,  N.  P.  and  Stoland,  O.  O. : Bacterial  Ana- 
phylaxis. J.  Immunol.,  8:141-150,  March,  1923. 

Ibid.  Anaphylaxis.  Further  Studies  on  Bacterial  Ana- 
phylaxis. 10:643-650,  July,  1925. 

16.  Walker,  I.  C.,  and  Adkinson,  J.:  Cause  of  Bronchial 
Asthma.  J.  Med.  Res.,  36:  295,  May.  1917. 

17.  Thomas,  W.  S.:  Asthma,  Paul  3.  Hoeber,  1928. 

18.  Rackemann,  F.  M.:  Clinical  Allergy,  MacMillan  Co., 
1931. 


Of  special  interest  in  this  connection  is  the  chemi' 
cal  study  of  bacteria  from  bronchial  secretions  by 
Koessleri9  and  his  coworkers.  They  isolated  bac' 
terial  amines  having  the  power  to  contract  isolated 
smooth  muscle.  It  is  possible  that  this  work  indi' 
cates  another  source  of  bronchospasm  in  asthma,  as 
mentioned  by  Alexander.  Further  study  is  needed 
on  the  soluble  products  of  bacterial  growth. 

Before  closing  our  resume  several  other  views 
should  be  briefly  referred  to  because  of  their  radi' 
cal  departure  from  the  usual  lines  of  thought.  Some 
of  these  can  be  found  in  the  special  asthma  number 
of  The  Practitioner,  London,  July,  1929.  Van  Le' 
euwen  claims  that  80  per  cent  of  eight  hundred 
patients  observed  in  allergen'proof  chambers  bc' 
came  free  from  asthmatic  symptoms  after  three  or 
four  days’  residence  in  the  chamber  and  considers 
the  improvement  due  to  the  elimination  of  so'Called 
climatic  allergens  resident  chiefly  in  house'dust. 
Andre  of  Mont  Dore,  France,  attaches  considerable 
importance  to  diet,  certain  drugs  such  as  iodine, 
the  use  of  radiant  energy  and  other  treatment  to 
stimulate  the  endocrines.  Most  important  of  all, 
however,  is  another  treatment  which  embodies  all 
the  others  and  has  the  advantage  of  being  natural. 
The  last  method  referred  to  is  his  so'called  creno' 
therapie,  consisting  merely  of  an  annual  course  of 
hydrotherapy  with  the  Mont  Dore  water,  or  “living 
lymph’’  as  he  terms  it,  which  he  maintains  has  cured 
affections  of  the  respiratory  tract  since  the  time  of 
the  Roman  conquest  of  the  Gauls.  He  admits,  how' 
ever,  that  this  resort’s  altitude  of  1050  metres  mav 
enhance  its  beneficial  action.  It  is  a matter  of  com' 
mon  knowledge  that  an  altitude  of  3,000  feet  or 
over  benefits  a certain  percentage  of  cases. 

The  psychic  factor  is  emphasized  by  Moos^o, 
who,  along  with  others,  believes  that  the  psyche 
plays  the  chief  part  in  determining  attacks.  He 
advises  treatment  by  psychoanalysis  and  claims  a 
cure  in  most  instances. 

It  is  commonly  hinted  that  the  endocrine  glands 
play  an  essential  part  in  the  etiology  of  asthma.  A 
variety  of  facts  and  theories  have  contributed  to 
this  still  unproven  supposition.  If  we  grant  that  the 
pathogenesis  of  asthma  lies  in  a bronchospasm  in' 
duced  by  vagosympathetic  imbalance,  and  that  the 
function  of  the  sympathetic  system  is  controlled  by 

19.  Koessler,  K.  K.,  Lewis,  J.  H.,  and  Walker,  J.  A.; 
Pharmacodynamic  Actions  of  Bacterial  Poisons.  Arch.  Int. 
Med.,  39:188-213,  Feb.,  1927. 

20.  Moos,  E.,  abst.  in  Practitioner,  123:96,  July,  1929. 
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a known  hormone  of  the  adrenal  medulla,  it  be' 
comes  an  easy  step  to  conclude  that  hypofunction 
of  the  adrenal  medulla  may  form  the  basis  of  the 
asthmatic  diathesis.  Such  an  assumption  is  support' 
cd  by  the  effectiveness  of  adrenalin  in  relieving 
attacks.  It  fails  to  be  convincing,  however,  when 
we  reflect  that  asthma  does  not  usually  occur  in 
Addison’s  disease,  even  though  the  medullary  tissue 
of  the  adrenals  is  largely  destroyed.  As  a theory 
of  the  causation  of  asthma,  hypoadrenalism  is  plaus' 
ible,  but  further  proof  is  needed  to  establish  it  on 
a sound  basis. 

The  interrelationship  of  the  various  ductless 
glands  is  also  generally  accepted,  and  it  is  entirely 
possible  that  dysfunction  of  the  thyroid,  parathy' 
roid,  ovary  and  other  endocrines  is  concerned  with 
certain  cases  of  asthma.  Up  to  the  present,  how' 
ever,  the  evidence  has  not  been  entirely  convincing. 

I have  attempted  to  give  a brief  resume  of  the 
various  conflicting  views  of  the  etiology  of  asthma. 
Probably  none  of  them  contains  the  whole  kernel 
of  truth,  yet  most  of  them  have  contributed  some' 
thing  to  progress  in  therapy.  The  wise  procedure 
is  to  make  our  asthma  regime  broad  enough  to  in' 
elude  all  that  is  of  value  in  any  of  them. 

author’s  procedure 

The  first  consideration  in  a frank  case  of  asthma 
is  to  obtain  prompt  relief  for  the  patient’s  attacks. 
Accordingly,  diagnosis  and  treatment  must  go  hand 
in  hand.  If  attacks  are  present  they  must  be  re' 
lieved  first  by  adrenalin,  ephedrine,  atropine  or 
other  specific  drug  therapy,  but  never  with  mor' 
phine.  The  only  indication  for  the  latter  drug  is 
the  desire  for  temporary  relief  during  cutaneous 
testing  without  the  use  of  adrenalin  and  ephedrine, 
both  of  which  inhibit  the  skin  reactions.  Otherwise, 
morphine  has  no  place  in  asthma  treatment  as  TlOO 
grain  of  atropine  acts  effectively  without  morphine 
and  is  not  attended  by  the  deleterious  aftereffects. 
As  soon  as  feasible,  the  patient  is  started  on  a regu' 
lar  regime  of  medication,  consisting  of  sodium  io' 
dide,  tincture  of  belladonna,  and  sometimes  Fowl' 
er’s  solution  and  tincture  of  nux  vomica.  With  the 
use  of  these  common  remedies  the  attacks  are  often 
promptly  ameliorated,  making  the  further  use  of 
adrenalin  and  ephedrine  unnecessary  and  allowing 
the  regular  diagnostic  routine  to  proceed. 

A thorough  physical  examination  should  be  made 
in  every  case  and  a detailed  history  should  include 
all  those  factors  of  heredity,  environment  and  symp' 


tomatology  which  apply  particularly  to  the  allergic 
patient.  In  this  connection  the  reader  is  referred 
to  any  of  the  numerous  articles  in  the  recent  litera- 
ture  dealing  fully  with  these  phases  of  the  subject. 

The  taking  of  blood  for  routine  examination  is 
scheduled  for  a time  when  the  patient  has  been 
fasting  for  at  least  four  hours.  Examination  in- 
cludes the  ordinary  blood  picture,  such  as  red  and 
white  count,  hemoglobin  percentage,  blood  volume, 
differential  count  with  special  attention  to  eosino- 
philes,  also  a blood  sugar  determination,  sedimenta- 
tion velocity  and  a routine  Wassermann  reaction. 
The  total  blood  calcium  has  been  found  unimpor- 
tant as  it  is  practically  always  normal,  but  in  se- 
lected cases  it  is  advisable  to  obtain  a specimen  of 
serum  to  be  used  later  in  the  Prausnitz-Kuestner 
test. 

The  sputum  examination  requires  a morning 
specimen  taken  in  a sterile  container  after  gargling 
the  mouth  with  tap  water,  and  brought  promptly 
to  the  laboratory.  Stereotyped  directions  are  fur- 
nished the  patient  to  insure  familiarity  with  the 
requirements.  The  examination  includes  especially 
an  eosinophile  count,  as  the  predominance  of  this 
type  of  cell  in  the  sputum  is  one  of  the  most  valu- 
able diagnostic  laboratory  procedures  in  asthma. 
Charcot'Leyden  crystals  are  usually  not  found  in 
my  experience,  possibly  because  of  insistence  upon 
the  specimen  coming  to  the  laboratory  in  its  fresh 
state.  Curschmann  spirals  are  searched  for  grossly 
as  a routine  procedure,  because  of  their  common 
occurrence  in  asthma  sputa,  and  because  they  fur- 
nish the  best  material  for  culture. 

In  culturing  the  sputum  several  plugs  aggregating 
roughly  0.5  cc.  in  total  volume  are  given  three 
successive  washes  in  sterile  saline  by  means  of  the 
platinum  loop  and  then  ground  up  in  a mortar  with 
sterile  sand.  The  thoroughly  emulsified  material  is 
cultured  in  pour  plates  of  human  blood  infusion 
agar  with  dilutions  on  the  scale  of  10,  also  in  brain 
broth.  Incubation  for  twenty-four  hours,  in  my  ex- 
perience, has  given  highly  satisfactory  plates,  in 
which  in  one  dilution  or  other  the  individual  col- 
onies could  be  distinguished  as  to  type  and  trans- 
ferred to  brain  broth  tubes  for  subculture.  By  com- 
puting the  number  of  colonies  in  a certain  plate 
and  allowing  for  the  dilution,  a close  estimate  of 
the  total  number  of  organisms  in  a certain  volume 
of  sputum  can  be  arrived  at.  The  organisms  found 
most  commonly  have  included  in  order  of  import- 
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Fig.  1.  Plating  in  blood  agar  of  1 /lOOO  loopful  of  stool.  Fig.  2.  Blood  agar  plating  1/1000  loopful  of  stool,  show- 
showing  almost  pure  culture  of  streptococcus  viridans.  ing  pure  culture  of  streptococcus  hemolyticus. 


ance:  streptococcus  viridans,  streptococcus  hemoly' 
ticus,  streptococcus  nonhemolyticus,  staphylococcus 
aureus  and  a much  smaller  incidence  of  pneumo' 
coccus,  diphtheroids  and  Gram-negative  organisms. 
The  total  number  of  pyogenic  micrococci  varies  in 
different  specimens  from  a few  thousand  to  twenty- 
five  million  per  cubic  centimeter  of  sputum  and 
occasionally  higher  figures  are  obtained. 

In  selected  cases  a vaccine  is  made  up  from  sub- 
cultures of  individual  colonies  in  brain  broth.  The 
usual  procedure  is  to  centrifuge  out  lightly  the  par- 
ticles of  brain  and  draw  off  for  use  as  a vaccine 
the  supernatant  fluid  containing  the  broth,  together 
with  most  of  the  organisms.  This  is  heated  for  one 
hour  at  60°  and  tested  for  sterility.  An  intradermal 
test  is  made  with  0.02  cc.  of  this  vaccine.  The  im- 
mediate or  early  reaction  is  recorded  as  to  intensity, 
and  often  a tracing  is  made  including  both  the 
wheal  and  the  surrounding  erythema.  The  twenty- 
four  and  in  some  cases  the  forty-eight  hour  reac- 
tions are  recorded  also.  These  are  negligible  some- 
times but  often  show  reddish  papule  with  surround- 
ing erythema.  In  occasional  instances  the  center  ap- 
pears yellow  and  purulent,  but  examination  proves 
it  sterile.  Successive  inoculations  at  five  day  inter- 
vals are  given  usually  of  those  vaccines  which  give 
a favorable  reaction. 

In  certain  cases  cultures  are  made  from  swabs 
taken  from  lesions  in  the  colon  and  submitted 


promply  by  the  enterologist.  In  most  cases,  how- 
ever, the  stool  itself  has  been  cultured  according 
to  special  and  careful  technic  and  the  results  have 
been  very  similar  to  those  made  from  the  mucosa. 
To  obtain  a specimen  for  stool  culture  the  patient 
is  furnished  with  a sterile  container,  sterile  tongue 
blade  and  stereotyped  directions,  telling  him  to  pass 
the  specimen  upon  a clean  paper  and  to  remove  the 
last  portion  to  the  container  with  the  tongue  blade 
and  to  bring  it  promptly  to  the  laboratory. 

For  the  method  of  culturing  I am  indebted  to 
Burbanks  1,  although  I have  deviated  from  his  tech- 
nic in  certain  regards.  One  small  platinum  loopful 
is  taken  from  the  stool  specimen,  preference  being 
shown  for  those  portions  which  contain  mucus.  It 
is  transferred  to  5.0  cc.  sterile  1 per  cent  sodium 
carbonate  solution  and  after  thorough  shaking  is  in- 
cubated over  night.  The  following  morning  it  is 
shaken  again  and  plated  out  in  blood  infusion  agar 
plates  with  successive  dilutions  on  the  decimal  sys- 
tem, so  that  the  first  plate  contains  0.5  cc.  of  the 
carbonate  emulsion  or  0.1  of  the  original  loopful 
of  stool.  The  second  plate  contains  0.01  and  the 
third  plate  0.001  of  the  original  loopful.  Due  to 
the  inhibiting  action  of  the  carbonate  solution,  the 
ordinary  intestinal  flora  fails  to  grow  and  in  cases 
of  infestation  of  the  intestinal  tract  with  pyogenic 
organisms  the  plates  contain  evenly  distributed  col- 

21.  Burbank,  R.:  A Study  of  the  Streptococcus  in  the 
Etiology  of  Arthritis,  Bull.  N.  Y.  Acad.  Med.,  2nd  Ser., 
5:176,  1929. 
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onies  much  like  those  seen  in  the  plating  out  of 
pure  cultures  (figs.  1 and  2). 

This  method  of  growing  allows  a differential 
count  of  the  colonies  and  a presumptive  calculation 
of  the  number  of  organisms  present  in  the  original 
loopful  of  stool.  This,  of  course,  assumes  that  the 
sodium  carbonate  solution  with  its  single  loopful  of 
stool  is  nonnutrient,  and  that  no  multiplication  has 
taken  place.  This  assumption  may  lead  to  a slight 
error  but  in  any  case  gives  a relative  estimate  of 
the  degree  of  infection  in  the  stool.  The  numbers 
arrived  at  by  this  method  have,  in  certain  instances, 
proved  astounding.  By  calculation  from  the  count 
of  the  third  plate,  or  less  often  from  the  second, 
and  allowing  for  the  dilution,  it  has  been  figured 
in  this  presumptive  way  that  the  original  loopful 
of  stool  contains  pyogenic  cocci  varying  in  number 
from  a few  thousand  up  to  several  millions.  In  one 
instance  the  calculation  gave  9,100,000  Alpha  hemo- 
lytic streptococci  in  one  loopful  of  stool.  In  some 
instances  the  plates  have  contained  only  one  type 
of  organism,  but  often  two  types  are  present  and 
occasionally  three.  The  commonest  is  streptococcus 
viridans  (Alpha  hemolytic),  the  next  most  common 
is  streptococcus  hemolyticus  (Beta  hemolytic),  and 
the  next  in  order  of  frequency  is  staphylococcus 
aureus.  Instances  have  occurred  in  which  staphylo- 
coccus aureus  was  numerous  and  appeared  to  be  in 
pure  culture. 

In  making  vaccines  individual  colonies  from  the 
plate  are  inoculated  into  separate  tubes  of  brain 
broth  and  incubated  twenty-four  hours.  Vaccines 
from  these  are  made  in  the  manner  described  al- 
ready for  sputum  cultures.  Intradermal  tests  are 
performed  also  as  with  the  sputum  vaccine,  and 
the  selection  of  cultures  and  the  subsequent  inocu- 
lations are  carried  on  according  to  the  same 
technic. 

Under  certain  circumstances  cultures  and  vaccines 
are  made  from  sinus  washings  and  swabs,  tonsils, 
teeth,  and,  rarely,  other  foci  of  infection.  A variety 
of  organisms  has  been  recovered.  Often  there  has 
been  a close  agreement  as  to  type  in  the  cultures 
from  sinuses,  sputum  and  stool.  In  some  instances 
a mixed  vaccine  has  been  prepared  from  the  more 
reactive  strains  of  organisms  recovered  from  the 
stool  and  the  sputum,  and  occasionally  other  cul- 
tures have  been  added.  The  usual  dilutions  em- 
ployed have  varied  from  1:20  to  1:100. 

Space  does  not  permit  a mathematical  analysis  of 


the  results.  This  phase  of  the  subject  will  be  pre- 
sented at  a subsequent  date.  I can,  however,  state 
without  reservation,  after  having  treated  over  three 
hundred  asthmatic  patients  in  this  way,  that  most  of 
the  results  have  been  extrmely  gratifying.  Total  fig- 
ures would  not  be  as  convincing  as  certain  indivi- 
dual cases,  because  of  the  fact  that  medication  has 
usually  been  given  in  addition  to  the  vaccine.  Cer- 
tain patients,  however,  who  had  suffered  continu- 
ously with  asthma,  some  of  them  over  a period  of 
years,  have  had  no  treatment  except  their  vaccine 
and  have  promptly  cleared  up  symptomatically  after 
a few,  or  in  exceptional  cases,  one  or  two  inocula- 
tions. I shall  cite  one  adult  and  one  juvenile 
case  as  examples. 

Case  1.  M.  A.,  a middle-aged  white  female,  has  had 
severe  attacks  of  asthma  over  a period  of  years,  after 
having  suffered  from  a succession  of  pyogenic  infections, 
including  pneumonia  and  purulent  cholecystitis.  Her 
asthma  had  started  a few  weeks  after  her  pneumonia  in 
1913.  Thorough  testing  with  food  and  dust  extracts 
in  several  clinics  had  failed  to  give  reactions  and  her 
case  was  agreed  upon  as  belonging  to  the  infectious 
type.  In  1925  she  was  treated  by  Fleming  in  London 
with  a stool  vaccine  of  steptococcus  viridans.  Her  as- 
thmatic attacks  promptly  stopped  and  were  absent  for 
nearly  five  years. 

One  year  and  eight  months  ago  she  consulted  me 
for  a distressing  recurrence  of  her  symptoms.  I made 
a stool  culture,  obtained  numerous  colonies  of  strepto- 
coccus viridans  and  started  vaccine  treatment.  After 
the  first  inoculation  her  symptoms  became  milder  and 
after  the  second  disappeared  entirely.  No  other  treat- 
ment was  given  except  the  vaccine  and  she  continued 
free  from  attacks  for  over  eighteen  months,  at  which 
time  a mild  recurrence  appeared.  Reculturing  of  her 
stool  at  this  time  showed  one  hundred  and  forty-four 
thousand  streptococcus  viridans  and  eight  thousand 
streptococcus  hemolyticus  per  loopful  of  stool.  Vaccine 
treatment  has  just  been  started  again  with  prompt  relief 
of  symptoms.  This  patient  apparently  receives  com- 
plete desensitization  from  stool  vaccine  alone. 

Case  2.  B.  L.,  a white  female,  aged  11,  had  had 
asthma  continuously  from  the  age  of  two  years  without 
any  complete  intermission.  At  the  time  she  consulted 
me  she  was  a pitiful  spectacle,  with  chest  deformity  of 
the  pigeon  type  and  advanced  emaciation.  Allergic 
tests  proved  her  sensitive  to  grass  pollens,  horse  epi- 
dermal, house  dust  and  to  several  of  the  cereals.  Cul- 
turing of  her  stool  yielded  numerous  hemolytic  strepto- 
cocci and  culture  from  the  nares  gave  staphylococcus 
aureus. 

Repeated  inoculations  with  minute  doses  of  the  un- 
diluted mixed  vaccine  were  followed  by  increase  of  the 
asthma  and  the  patient  returned  home  in  a worse  con- 
dition than  when  she  came  to  me.  Several  months 
later,  on  my  advice,  she  returned  for  two  weeks’  ob- 
servation. The  first  week  in  Portland  was  spent  in 
observation  and  testing,  and  no  relief  of  her  asthma 
occurred.  Then  an  inoculation  of  0.05  cc.  of  a lilO’ 
dilution  of  the  original  vaccine  was  given  her  with  the 
result  that,  by  the  time  I saw  her  the  following  day,, 
her  asthma  had  stopped  entirely  for  the  first  time  in. 
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nine  years,  and  failed  to  return  during  the  following 
week  of  observation,  at  the  end  of  which  time  she 
left  for  a distant  city. 

This  case  is  cited  as  an  example  of  the  prompt 
desensitization  which  can  occur  from  vaccine  in- 
oculations without  other  treatment.  Other  cases 
might  be  cited  which  are  equally  convincing  and 
in  which  the  relief  of  symptoms  has  lasted  over  a 
period  varying  from  one  to  several  years. 

Another  evidence  of  specificity  occasionally  oc- 
curs in  patients  who  receive  their  first  vaccine  in- 
oculation during  an  asthma-free  interval,  namely, 
the  violent  reaction  with  asthmatic  seizure  coming 
on  an  hour  or  two  later.  Intensification  of  attacks 
following  inoculation  occurs  frequently.  More  de- 
tailed data  on  the  results  of  vaccine  treatment  will 
be  presented  in  a subsequent  publication,  including 
comparative  studies  of  raw  Berkfeld  filtrates. 

I am  fully  aware  of  the  evidence  that  has  been 
presented  against  the  specificity  of  bacterial  vac- 
cines. Only  recently  I have  made  what  appeared 
to  be  relatively  pure  cold  alcohol  precipitates  from 
Coca’s  solution  extracts  of  thoroughly  ground  up 
streptococci  from  asthmatic  patients.  Prausnitz- 
Kuestner  tests  with  these  have  failed  thus  far  to 
give  any  consistent  or  convincing  reaction.  Hyper- 
sensitiveness to  bacteria  is  conceivably  of  a different 
nature  from  that  to  pollen,  epidermals  or  foods, 
and  further  study  is  necessary  to  explain  it.  I am 
convinced,  however,  that  the  results  obtained  with 
extremely  minute  doses  of  bacterial  suspension  are 
not  to  be  explained,  as  Coca  and  others  maintain, 
on  the  basis  of  nonspecific  protein  therapy. 

The  protein  tests  have  not  been  discussed  at 
length  in  this  presentation  through  lack  of  space. 
They  are,  however,  highly  important  and  are  done 
as  a routine  in  my  practice.  Their  reactions  offer 
the  sole  solution  of  many  cases  and  contribute  to 
the  result  in  a still  greater  number.  Dry  powdered 
proteins  of  my  own  preparation  are  used  except  in 
those  instances  where  protein  is  difficult  to  obtain 
or  in  which  it  is  evident  that  protien  is  not  the 
allergen.  Testing  with  pollens  is  also  done.  Full 
information  on  these  tests  can  be  gained  from  any 
good  text  or  from  the  current  literature. 

If  reactions  are  obtained  with  pollens  or  epider- 
mals,  a series  of  inoculations  is  undertaken  unless 
it  is  found  possible  to  eliminate  the  offending  dust. 
Egg  hypersensitiveness  is  usually  treated  by  injec- 
tions of  increasing  concentrations  of  ovomucoid,  an 
eggwhite  protein  which  withstands  cooking  and  can. 


therefore,  be  sterilized  in  any  desired  strength  by 
autoclaving.  In  the  case  of  certain  essential  foods 
desensitization  is  attempted  by  feeding  in  the  form 
of  solutions  of  increasing  strength.  In  most  instan- 
ces of  food  hypersensitization,  however,  the  prefer- 
able plan  is  to  remove  the  offender  from  the  diet. 

One  of  the  most  brilliant  and  valuable  contribu- 
tions in  recent  years  was  the  discovery  by  Ckx)ke 
in  1918  that  house-dusts  contained  a specific  sen- 
sitizing substance  which  seemed  to  be  independent 
of  the  presence  within  it  of  the  ordinary  known  al- 
lergens. A detailed  discussion  of  this  subject  is 
given  by  Coca.  I have  made  dry  protein  extracts 
of  several  hundred  dusts  and  tested  by  the  cu- 
taneous scratch  method.  False  reactions,  due  to 
nonspecific  irritants,  are  thus  eliminated,  and  the 
allergen  is  at  the  same  time  so  concentrated  that 
the  resulting  reactions  by  the  scratch  method  are 
comparable  to  those  obtained  with  pollens  and  epi- 
dermals. I am  convinced  that  the  protein  of  house- 
dust  includes  a specific  sensitizing  substance  in  a 
much  higher  concentration  than  in  the  original  fluid 
extract.  Treatment  has  been  carried  out  in  a small 
series  of  cases,  usually  with  favorable  results. 

The  metabolic  test  is  done  in  nearly  every  case, 
and  if  a reading  well  below  the  normal  limit  is  ob- 
tained, desiccated  thyroid  is  administered.  In  one 
instance,  this  was  the  only  treatment  given  and  re- 
sulted in  cessation  of  attacks.  Gastric  analysis,  with 
feeding  of  hydrochloric  acid  in  cases  low  in  free 
acid  may  prove  equally  beneficial.  Glucose  in  the 
form  of  corn  syrup  is  recommended  to  patients 
showing  a low  blood  sugar.  Cod-liver  oil  is  always 
indicated,  and  hematinics  when  needed.  Attention 
is  paid  to  optimism  in  the  environment,  particularly 
in  school  children;  a wholesome  diet  based  on  the 
food  tests  but  always  omitting  cucumbers,  straw- 
berries, and  any  excess  of  raw  vegetables  and  fruits; 
the  necessity  of  avoiding  a heavy  evening  meal  and 
of  keeping  the  bowels  naturally  active  and  light 
exercises,  especially  abdominal,  w'ith  freedom  from 
dust. 

The  regime  outlined  includes  the  various  specific 
procedures  together  with  constitutional  measures  to 
relieve  attacks,  correct  the  chemical  deficiencies  and 
improve  the  general  health.  Such  a routine  is  nec- 
essarily burdensome  but,  if  it  is  carried  out  in- 
telligently, the  patient  becomes  hopeful  from  the 
outset  and  the  effort  is  usually  crowned  with 
success. 
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ACRODYNIA 
swift’s  disease 
J.  B.  Bilderback,  M.  D. 

PORTLAND,  ORE. 

HISTORICAL  SURVEY 

In  February,  1914,  Swift i read  a paper  before 
the  Australasian  Medical  Congress  held  in  Auck' 
land,  reporting  a disease  that  up  to  that  time  had 
not  been  described  in  medical  literature  in  any 
language.  His  paper  attracted  considerable  atten^ 
tion  and  interest,  as  the  symptoms  of  the  disease 
are  marked  and  unusual  and  the  clinical  picture 
so  impressive  and  outstanding.  His  description 
was  graphically  depicted  and  made  considerable 
impression  on  the  members  of  the  pediatric  sec- 
tion.  The  clinicians  present  were  quick  to  grasp 
that  they  were  listening  to  a paper  on  a disease 
not  formerly  described  or  generally  recognized. 

At  the  next  meeting,  held  in  Brisbane  in  1920, 
Wood-  of  Melbourne  stated  that  he  had  seen 
similar  cases  for  thirty  years,  and  that  his  pre- 
decessor  at  the  Children’s  Hospital,  Dr.  Wm. 
Snowball,  had  recognized  the  complaint  and  re- 
ferred  to  the  patients  as  the  children  with  raw' 
beef  hands  and  feet.  At  this  meeting  it  was 
learned  that,  since  Swift  had  called  attention  to 
the  disease,  it  had  been  observed  rather  frequently 
in  Australia  and,  owing  to  the  red  hands  and  feet 
and  fine  papular  rash  on  the  body,  it  had  become 
known  as  pink  disease.  At  this  meeting  Wood 
and  Cole  reported  ninety-one  cases.  Swift’s 
unique  and  valuable  contribution  was  duly  pub' 
lished  and  buried  in  the  transactions  of  the  Aus' 
tralasian  Medical  Congress  of  1914. 

The  Lancet,  London,  April  27,  1918,  stated: 
“We  have  received  a pamphlet  under  the  name 
“erythredema”  from  H.  Swift,  M.D.,  Adelaide.” 
Then  follows  an  abstract  of  the  clinical  symptoms 
and  the  article  ended  as  follows:  “It  will  be  of 
interest  to  know  if  cases  of  similar  character  have 
been  observed  in  this  country.”  Evidently  they 
had  not  been,  and  it  was  not  until  March  24, 
1922,  that  Thursfield  and  Patterson  demonstrated 
a case  under  the  name  dermatopolyneuritis. 

I wish  I had  been  familiar  with  the  medical 
articles  of  our  Australasian  cousins  and  had  been 

♦From  the  Department  of  Pediatrics,  University  of  Ore- 
gon Medical  School. 

*Read  before  the  Fifty- Seventh  Annual  Meeting  of  Ore- 
gon State  Medical  Society,  Eugene,  Ore.,  October  22-24, 
1931. 
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fortunate  enough  to  have  read  Swift’s  paper,  as 
it  would  have  saved  me  considerable  annoyance 
and  chagrin.  I saw  my  first  case  in  1914.  The 
clinical  symptoms  were  unusual,  bizarre,  dramatic, 
but  I could  not  make  a diagnosis.  I searched 
medical  literature,  but  could  find  nothing  des- 
cribing a similar  symptom  complex.  During  the 
next  six  years  I saw  ten  cases  and  would  talk 
about  them  to  my  friends,  and  I am  quite  sure 
that  they  regarded  me  as  a mildly  mad  medical 
bug. 

In  January,  1920,  D read  a paper  entitled,  “A 
Group  of  Cases  of  Unknown  Etiology  and  Diag- 
nosis.” They  were  the  same  as  described  by  Swift 
under  the  name  of  erythredema,  but  at  that  time 
I did  not  know  it. 

I was  not  sure  if  I was  dealing  with  a new 
disease  or  an  old  one  under  a new  disguise,  and 
on  account  of  my  limited  clinical  experience  I 
did  not  recognize  it.  I felt,  if  the  case  reports 
were  sent  to  a pediatrist  of  wider  experience,  that 
I might  learn  what  they  were.  Consequently,  I 
had  the  case  reports  sent  to  Dr.  John  Lovett 
Morse,  asking  him  if  he  could  tell  us  what  they 
were.  He  stated  they  were  somewhat  suggestive 
of  pellagra,  and  that  he  would  send  them  to  Dr. 
William  Weston  of  Columbus,  S.  C.,  who  was 
familiar  with  pellagra. 

Weston,  after  reading  the  case  reports,  felt  that 
they  were  not  pellagra,  but  were  similar  to  a 
disease  occurring  in  epidemic  form  in  the  adult 
population  of  France  from  1826  to  1830,  called 
acrodynia.  He^  read  a paper  before  the  section 
on  Diseases  of  Children  A.  M.  A.  meeting,  held 
in  New  Orleans  May,  1920,  based  on  our  case 
reports  sent  him,  entitled  “Acrodynia.” 

With  all  due  respect  to  Weston,  the  disease 
that  occurred  in  France  a century  ago  and  the 
disease  described  in  the  case  reports  are  not  the 
same,  which  is  very  evident  from  so  simple  a 
procedure  as  reading  his  article.  However,  the 
term  “acrodynia,”  that  Weston  applied  to  this 
symptom-complex,  is  the  one  generally  used  in 
the  United  States. 

We  really  have  not  a suitable  name  for  the 
disease.  Swift  called  it  erythredema,  but  was  not 
satisfied  with  it,  as  there  is  no  edema.  During 
the  last  eleven  years  numerous  contributions  have 
been  made  describing  the  same  symptoms.  In  fact, 

3.  Bilderback,  J.  B. : Group  of  Cases  of  Unknown  Etiol- 
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the  papers  are  monotonously  alike  with  scarcely 
any  variation  in  the  clinical  descriptions. 

Now  we  are  confronted  with  many  names  for 
the  same  disease.  Thursfield  and  Patterson  have 
suggested  dermatopolyneuritis.  Others  call  it  toxic 
neurosis,  pellagra-like  polyneuritis,  erythredema 
polyneuritis,  etc. 

For  a disease  that  had  no  niche  or  proper  desig- 
nation in  all  the  medical  world,  we  are  now  sur- 
feited with  a number  of  names.  Until  a suitable 
name  is  found  it  would  be  fair  and  just  to  call 
it  Swift’s  disease,  as  Swift  of  Adelaide  has  the 
unique  distinction  of  being  the  first  to  write  a 
paper  on  this  condition.  This  has  been  suggested 
by  Sweet  of  Auckland,  New  Zealand,  and  War- 
thin  of  Ann  Arbor,  Michigan. 

There  is  some  objection  in  using  a man’s  name 
for  a disease,  however,  though  many  such  instan- 
ces have  survived  the  acid  test  of  time.  Bright’s, 
Recklinghausen’s,  Addison’s,  Still’s  disease,  convey 
as  definite  pictures  in  the  minds  of  the  medical 
profession  as  any  medical  terms  used.  However, 
the  term,  “acrodynia,”  suggested  by  Weston,  is 
more  commonly  used  in  Europe  and  America  than 
any  other  term.  If  the  name  is  used,  as  it  proba- 
bly will  be,  the  term  “juvenile  acrodynia’’  might 
be  more  appropriate,  suggested  by  WyckoffS. 

My  friend  and  contemporary.  Dr.  Alfred  By- 
field, Professor  of  Pediatrics,  University  of  Iowa, 
working  independently,  had  observed  this  condi- 
tion at  the  same  time  that  it  had  been  in  Oregon. 
He  felt  it  a most  unusual  symptom-complex  and 
wrote  a paper  describing  it,  called  “A  Series  of 
Trophoneuroses  Probably  Due  to  Infection,’’  but 
unfortunately  it  was  not  read  except  by  title  be- 
fore the  section  on  Diseases  of  Children  at  the 
A.  M.  A.  meeting,  1917.  In  October,  1920,  By- 
field6  published  an  article  called,  “A  Polyneuritic 
Syndrome  Resembling  Pellagra- Acrodynia  Seen  in 
Very  Young  Children,”  reporting  seventeen  cases. 
His  clinical  description  of  the  disease  has  never 
been  surpassed.  It  is  a most  brilliant  contribution 
to  the  literature  on  the  subject. 

As  the  medical  profession  became  familiar  with 
the  disease  through  the  literature,  other  cases  were 
observed  in  different  parts  of  America  and  Europe. 
Since  1920  many  articles  have  been  published 
reporting  about  three  hundred  cases.  Peer  of 
Zurich,  Switzerland,  independently  recognized  and 

5.  Wyckoff,  C.  W. : Juvenile  Acrolynia,  Am.  J.  Dis. 
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described  the  disease  in  1925,  and  was  surprised 
to  learn  later  that  it  had  been  known  both  in 
Australia  and  the  United  States  a number  of 
years  earlier.  Woringer'^,  Strasburg;  Thursfield 
and  Patterson^,  London;  Brown^,  Toronto;  Vi- 
poudio^  Montreal;  Rodda",  Minneapolis;  Wyc- 
off,  Cleveland;  Zahorskyi2^  St.  Louis;  Chown, 
Calgary;  Sweetie,  New  2Lealand;  have  all  written 
excellent  papers  on  the  disease. 

CLINICAL  PICTURE 

All  cases  are  strikingly  alike,  but  like  many 
other  diseases,  there  are  all  grades  of  severity.  In 
a typical  case  the  child  is  a picture  of  abject  mis- 
ery. It  is  so  striking  that  once  seen  will  not  be 
forgotten.  It  would  be  perfectly  permissible  to 
use  the  term  “acrodynia  facies’’  (fig.  1).  The  child 


Fig.  1.  Typical  facies  of  child  with  acrodynia 


cries  piteously,  and  dislikes  to  be  disturbed.  The 
position  in  the  bed  is  characteristic.  He  lies  curled 
on  his  side  with  his  head  buried  in  the  piUow,  ‘ 
frequently  assumes  the  knee-chest  position,  or  sits  i 
with  his  head  held  between  his  legs.  If  he  is  | 
taken  up  he  will  cry  to  be  placed  back  in  bed.  i ,, 
The  outstanding  objective  symptom  is  the  color  i, 
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of  hands  and  feet,  particularly  of  the  fingers. 
They  are  bright  pink  or  a dusky  red.  The  ery^ 
thema  shades  off  at  the  wrist.  The  line  of  de' 
markation  is  not  abrupt,  as  in  pellagra.  I have 
never  seen,  or  rather,  recognized  a case  of  pella' 
gra,  and  the  first  case  I saw  of  acrodynia  I felt 
that  It  might  be  this  disease. 

Frequently  the  intense  color  of  the  hands  and 
feet  fades,  to  reappear  after  a few  days.  Desqua- 
mation involving  the  palms  and  soles,  but  more 
particularly  the  fingers  and  toes,  is  a distinctive 
symptom  (fig.  2).  The  peeling  of  the  hands  and 
feet  occurs  with  marked  regularity.  The  hands  and 
feet  appear  endematous  but  they  are  not.  They  are 
invariably  cold,  due  to  the  vasomotor  disturbances, 
and  feel  as  if  they  had  been  immersed  in  water 
for  a long  time.  Wood  uses  the  term  “sodden 
with  perspiration.” 


Fig.  2.  Desquamation  is  superficial  and  is  confined  to 
hands  and  feet. 


In  some  cases  the  cheeks  and  tip  of  nose  are  a 
brilliant  pink.  Frequently  there  are  maculopapu- 
lar  skin  eruptions  over  the  trunk  and  thighs,  not 
constant  in  type  and  frequently  modified  and  al- 
tered by  the  excessive  perspiration  which  macerates 
the  skin.  Very  often  the  perspiration  is  markedly 
excessive.  I do  not  know  of  any  condition  where 
it  can  be  so  marked  or  so  great  in  amount.  In 
one  of  our  recent  cases  while  taking  the  history, 
the  mother  volunteered  the  information  that  she 
would  change  the  child’s  nightgown  twenty-five 
times  a day.  The  saliva  may  be  secreted  in  great 


quantity,  frequently  flowing  from  the  mouth. 

The  nails  are  often  dark,  discolored  and  fre- 
quently fall  off.  In  many  of  the  cases  the  hair 
is  lost  or  the  child  pulls  it  out.  Frequently  a tooth 
will  fall  out.  Without  evident  local  disease  of  the 
mouth,  a perfectly  sound  and  beautiful  incisor 
will  be  found  in  the  child’s  bed.  The  mucous 
membrane  will  probably  be  a little  redder  than 
normal,  but  that  is  all.  A few  days  later  another 
one  will  fall  out.  In  some  cases  I have  seen  a 
child  lose  all  the  teeth,  erupting  in  the  lower  jaw, 
four  incisors  and  two  molars.  Sometimes  an  in- 
fection may  develop  .in  the  mouth  after  the  teeth 
are  lost.  The  gums  then  may  be  swollen  and  soft. 

With  this  striking  clincal  picture  is  associated 
a most  severe  and  devastating  nervous  and  mental 
involvement.  Frequently  the  child  acts  as  if  pos- 
sessed, throwing  himself  about,  and  is  with  great 
difficulties  kept  in  bed,  fighting  the  nurse  or  mother 
like  a maniac  for  hours  at  the  time,  then  falling  into 
a stupor  from  sheer  fatigue. 

During  the  stage  of  excitement  drugs  are  of 
little  help.  Bromides,  paraldehyde,  luminal,  chlor- 
al are  useless;  codeine  is  of  little  value.  Nothing 
but  massive  doses  of  morphine  hypodermically 
help,  and  there  are  certainly  well  defined  reasons 
not  to  give  children  morphine  daily. 

In  some  cases  insomnia  has  been  extremely 
marked,  lasting  for  days  at  a time.  One  would 
feel  at  times  that  the  child  would  die  of  sheer 
exhaustion.  The  neurologic  and  mental  symptoms, 
mania,  depression,  apathy,  are  the  outstanding 
ones.  A true  motor  paralysis  does  not  occur. 
Naturally  the  musculature  is  soft  and  lacks  tone. 
The  patellar  reflexes  are  frequently  diminished  or 
absent,  occasionally  exaggerated.  Fever  is  not 
present  as  a rule,  unless  there  is  an  associated 
pyelitis. 

Pain,  excruciating  pain,  occurs  in  the  hands 
and  feet.  My  oldest  patient,  a boy  of  seven,  told 
me  that  his  hands  and  feet  seemed  on  fire,  that 
he  would  like  to  sink  his  teeth  into  his  hands  and 
tear  the  flesh  from  the  bones.  All  the  children 
almost  constantly  rub  their  hands  and  feet  to- 
gether for  hours  at  a time.  They  burn  and  itch; 
in  the  coldest  weather  they  will  stick  them  out 
of  the  window  and  in  the  snow  if  given  an  oppor- 
tunity. 

Anorexia  is  a problem.  The  children  refuse 
food  and  very  often  to  keep  them  alive  they  have 
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to  be  gavaged.  Feer^^  has  called  attention  to  an 
overlooked  symptom,  that  of  high  blood  pressure. 

ETIOLOGY 

The  cause  of  acrodynia  is  unknown.  It  has 
been  considered  as  a postinfluenzal  sequela,  as  a 
deficiency  disease,  as  an  intoxication  arising  from 
an  upper  respiratory  infection,  and  as  a toxic 
neurosis  of  the  vegetative  system.  It  is  estimated 
that  several  million  people  contracted  influenza, 
and  many  died,  during  the  pandemic  of  1918  to 
1920,  and  yet  the  etiology  is  not  proven.  It  is 
absolutely  known,  however,  that  the  virus  of  in* 
fluenza  has  an  affinity  for  nervous  tissue,  and  as 
a consequence  thousands  of  neurologic  cases  fob 
lowed  upon  the  heels  of  the  epidemic. 

Many  of  the  children  having  acrodynia  evident' 
ly  have  not  had  influenza,  and  of  the  millions  of 
adults  that  had  influenza,  not  one  has  developed 
acrodynia.  As  acrodynia  has  many  similarities  to 
deficiency  diseases,  notably  beri-beri  and  pellagra, 
it  was  thought  at  first  that  it  could  be  classified 
as  an  avitaminous  disease.  However,  on  this  basis 
it  is  hard  to  explain  why  it  occurs  in  breast'fed 
babies,  as  a most  careful  analysis  of  the  mother’s 
diet  fails  to  find  anything  lacking.  The  older  chil- 
dren have  been  on  a generous  diet  rich  in  vita- 
mins. The  patients  have  almost  invariably  come 
from  farms  and  small  towns  of  Oregon.  The  most 
careful  histories  fail  to  find  anything  wrong  with 
the  diet,  as  it  has  been  a generous  one — milk, 
vegetables,  etc. 

There  is  a tendency  on  the  part  of  many  cli- 
nicians who  have  had  experience  with  the  disease 
to  consider  it  an  infection  or  the  aftermath  of 
one.  Many  children  give  a history  of  having  had 
an  undiagnosed  illness  with  fever  or  an  upper 
respiratory  infection. 

Even  though  many  children  may  have  had  a 
nasal  or  throat  infection  previously,  it  would  be 
hard  to  state  why  so  few  develop  acrodynia,  con- 
sidering the  countless  number  that  have  upper  res- 
piratory infections,  unless  Eke  pellaga,  something 
prepares  the  soil  for  an  imusual  infection  to  take 
place. 

The  disease  does  seem  to  occur  more  particu- 
larly in  some  localities  or  zones  than  others.  Evi- 
dently more  cases  occur  in  cold  than  in  warm 
climates.  It  does  not  occur  epidemically,  it  .is  a 
sporadic  disease.  There  are  no  recurrences.  I 

14.  Feer,  E.:  Eine  eigenartige  Neurose  des  vegetatiren 
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have  never  known  of  more  than  one  case  in  a 
family.  It  does  not  occur  in  adults.  I feel  that  it 
is  extremely  rare  to  occur  after  three  years.  My 
oldest  case,  seven  years,  was  a wonderful  find, 
as  he  was  old  enough  to  describe  accurately  and 
intelligently  his  symptoms,  particularly  the  pain 
and  the  burning  in  his  hands  and  feet. 

PATHOLOGY 

Only  a few  autopsies  have  been  made.  The 
necropsy  reports  of  the  Australian  clinicians  have 
been  negative.  By  field  reports  one;  Jenny  one; 
Patterson  and  Greenfield  two.  Unfortunately  the 
findings  are  not  uniform  and  no  inference  of  the 
cause  of  the  disease  can  be  drawn. 

Warthinis  more  recently  reports  two  very 
thoroughly  performed  autopsies,  particularly  of 
the  nervous  system.  He  states:  “The  essential 

pathologic  changes  are  extreme  edema  and  slight 
meningeal  irritation  of  the  central  nervous  system, 
chronic  erythema  of  the  skin  w-ith  hyperkeratosis, 
hypertrophy  of  the  epidermis  and  sweat  glands 
with  slight  pigmentation  of  the  rete  occurring  in 
children  of  the  hypoplastic  lymphatic  constitution, 
with  associated  or  terminal  respiratory  infections 
and  gastrointestinal  catarrh  and  inanition. 

The  examination  of  the  peripheral  ner\’es  and 
sympathetic  nerves  and  ganglions  from  various 
parts  of  the  body  revealed  no  evidence  of  the 
existence  of  a polyneuritis.  The  meninges  of  the 
cord  and  brain  showed  marked  edema  and  con- 
gestion. It  was  described  as  extremely  wet 
throughout.  No  edema  of  the  skin  was  present. 

Warthin  feels  that  the  changes  in  the  skin  and 
central  nervous  system  are  very  suggestive  of  the 
pathology  that  occurs  in  the  early  erythematous 
stage  of  pellagra. 

LABOR.\TORY  FINDINGS 

Laboratory  examinations  have  been  uniformly 
negative.  Nothing  illuminating  has  been  found. 

Blood  examinations  were  uniformly  negative. 

Hemoglobin  and  red  cells  were  lower  than 
usual.  Leucocyte  count  varied  greatly;  frequently 
normal,  occasionally  as  high  as  24,000,  particularly 
if  pyuria  was  present. 

I have  never  found  a positive  tuberculin  or 
Wassermann  test.  Spinal  fluid  has  been  uniform- 
ly negative,  except  often  an  increase  in  the 
amount. 

15.  Warthin,  A.  S. : So-called  Acrodynia  or  Erythrede-  ' 

ma  (Swift’s  Disease).  Arch.  Path,  and  Lab.  Med.  1:  64- 
83,  Jannary,  1026. 


April,  1932 


VITAMIN  B COMPLEX — HENRICKE 


165 


TREATMENU 

There  is  no  specific  treatment.  The  cases  are 
treated  symptomatically,  atropine  for  the  excessive 
perspiration,  sedatives  for  the  insomnia.  External 
applications  for  the  itching  and  burning  of  the 
extremities  are  of  small  value. 

Sweet who  has  had  wide  experience  with 
the  disease,  has  made  a valuable  contribution  to 
the  therapy  by  giving  ultraviolet  lamp  treatment. 
He  has  been  able  to  make  the  patients  more  com' 
fortable  and  shorten  the  course  of  the  disease. 
Rodda  feels  that  he  has  been  able  to  shorten  the 
course  of  the  disease  by  removal  of  the  tonsils 
and  adenoids.  It  is  very  true  that  many  cases  of 
acrodynia  are  associated  with  an  upper  respira' 
tory  infection.  He  reports  seventeen  cases  that  he 
feels  were  greatly  benefited  by  operation. 

In  Warthin’s  autopsy  reports  he  states:  “The 
meninges  of  the  cord  were  edematous.  The  cere' 
bral  meninges  were  very  wet  with  marked  con' 
gestion  and  edema.  The  brain  showed  extreme 
congestion  and  edema.  The  cerebrospinal  fluid 
was  greatly  increased.” 

During  the  last  few  years  Fay  and  McQuary 
have  made  the  observation  that  the  brains  of  epi' 
leptics  are  extremely  edematous,  and  that  the  con' 
vulsions  are  due  to  the  increased  pressure.  By 
limiting  the  water  and  fluids  of  epileptics  they 
have  been  able  to  markedly  reduce  the  number 
and  severity  of  seizures. 

Warthin’s  valuable  contribution  of  finding  wet 
brains  in  children  who  had  acrodynia  was  pub' 
lished  in  January,  1926.  Since  that  time,  feeling 
that  some  of  the  cerebral  symptoms  might  be 
caused  by  pressure,  I have  restricted  the  fluid 
intake  with  very  gratifying  results.  The  patients 
are  more  comfortable,  insomnia  is  less,  the  irrita' 
bility  is  not  so  pronounced. 

Schambergi^,  in  describing  pellagra,  states  that 
the  most  characteristic  symptoms  are  indicated  by 
the  alliterative  formula,  the  three  d’s — dermatis, 
diarrhea,  and  depression.  Paraphrasing  his  form' 
ula,  the  outstanding  symptoms  are  denoted  by  the 
six  p’s — pain,  pink  extremeties,  peeling,  prostra' 
tion,  paresthesia  and  perspiration.  Another  might 
be  added,  photophobia;  it  may  be  markedly  preS' 
ent  but  is  not  absolutely  constant.  In  Rodda’s 
cases  it  was  absent  in  53  per  cent. 

16.  Sweet,  G.  B.;  Treatment  of  Swift’s  Disease.  Arch. 
Dis.  Child.,  5:  405-410,  December,  1930. 

17.  Schamberg,  J.  F. : Diseases  of  the  Skin  and  the 

Eruptive  Fevers.  W.  B.  Saunters  Co. 


Since  1914  I have  seen  thirty  cases,  and  during 
the  last  ten  years  many  cases  have  been  reported 
in  Europe,  United  States,  and  particularly  in  AuS' 
tralia  and  New  Zealand.  Consequently  many  fine 
clinical  descriptions  of  the  disease  have  appeared 
in  medical  literature.  They  are  all  much  the  same, 
as  the  symptoms  are  so  outstanding,  so  dramatic, 
that  the  condition  is  easy  to  describe.  But  what 
is  badly  needed  is  an  intellegent  and  rational  treat' 
ment  and  a solution  of  the  etiology. 


THE  VITAMIN  B COMPLEX 

ITS  ROLE  IN  INFANT  FEEDING  IN  THE  LIGHT 
OF  OUR  PRESENT  KNOWLEDGE* 

Samuel  G.  Henricke.  M.  D. 

PORTLAND,  ORE. 

The  infant  who  is  not  receiving  accessory 
food  factors,  vitamins  A and  D in  the  form  of 
cod  liver  oil  or  vitamin  D through  the  medium  of 
viosterol,  in  addition  to  fruit  juices  to  supply 
vitamin  C is,  indeed,  today  a curiosity.  This  has 
become  orthodox. 

Sufficient  evidence  has  been  derived  from  animal 
experimentation  and  clinical  observation  to  indicate 
clearly  that  a relative  deficiency  of  the  vitamin 
B factors  in  the  infant  dietary,  whether  naturally 
or  artifically  fed,  is  an  omnipresent  possibility. 
The  question  of  the  advisability  of  the  routine 
supplementation  of  the  diets  of  infants  with 
substances  rich  in  the  vitamin  B complex  demands 
our  consideration. 

Vitamin  B has  long  since  emerged  from  the 
status  of  theoretical  considerations.  It  was  the 
first  vitamin  to  be  discovered  and,  while  a prod' 
igious  amount  of  work  has  been  done  upon  it, 
our  knowledge  is  still  incomplete.  Observers  are 
in  agreement,  however,  as  to  the  role  played 
by  the  vitamin  B factors  in  the  prevention  and 
cure  of  beri'beri,  polyneuritis  and  experimentally 
produced  pellagra.  Aykroyd  t feels  that  the  vitamin 
B factor  concerned  with  experimental  pellagra 
is  not  the  only  one  involved  in  the  etiology  of 
human  pellagra.  In  a number  of  other  patho' 
logic  conditions,  the  relationship  has  not  been  as 
definitely  determined. 


*Read  before  the  fifty-seventh  Annual  Meeting  of  Oregon 
State  Medical  Society,  Eugene,  Ore.,  Oct.  22-24,  1931. 

1.  Aykroyd,  W.  R. : The  Vitamin  B Content  of  Cereals 

and  Supposed  Connection  between  Human  Pellagra  and  De- 
ficiency of  this  Vitamin.  Biochem.  J.,  V.  24:  1479-1488, 
1930. 
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In  1926,  Goldberger  and  his  coworkers^  and 
Smith  and  Hendrick^  demonstrated  that  vitamin 
B was  a complex  substance  consisting  of  at  least 
two  factors.  These  two  factors  are  generally 
accepted  as  being,  first,  vitamin  B,  F.  or  Bi, 
thermolabile,  antineuritic,  the  beri'beri  preventing 
factor  and,  second,  vitamin  G or  B2,  thermo^ 
stabile,  the  P.  P.  (pellagra-preventing)  factor. 
Many  efforts  have  been  made  to  prove  the 
existence  of  other  factors  in  this  complex  sub' 
stance.  Some  observers  have  suggested  that  there 
may  be  as  many  as  five  distinct  components.  Sure 
and  his  co-workers^  have  recently  submitted  evi- 
dence which  strongly  suggests  the  existence  of  a 
markedly  thermostabile  component  of  vitamin  G, 
a growth  promoting  factor,  for  which  they  propose 
the  designation  vitamin  F. 

The  realization  of  the  complex  nature  of  what  was 
originally  known  as  vitamin  B has  necessitated 
a reconsideration  of  the  distribution  of  this  vitamin 
in  nature,  on  the  basis  of  its  component  parts. 
Briefly,  the  cereal  germs  (barley  germ,  wheat 
germ  and  rice  polishings)  are  rich  in  vitamin  B, 
while  fruits,  milk,  meat  and  the  green  vegetables 
are  a source  of  vitamin  G.  Roscoe^  found  that 
the  amount  of  vitamin  G present  in  leafy  vege- 
tables seems  to  increase  proportionately  with  the 
greeness  of  the  leaf.  She  also  reported  that  the 
vegetables  tested  by  her,  namely,  watercress,  let- 
tuce, cabbage,  spinach  and  Spanish  onions,  were 
on  the  whole  richer  sources  of  vitamin  B than 
G.  She  also  found  that  spinach  cooked  by  the 
ordinary  domestic  process  lost  about  one-half 
its  content  of  vitamins  B and  G in  the  cooking 
water.  Brewer’s  yeast  is  rich  in  both  factors. 

This  brings  us  to  a question  which  is  of 
the  utmost  importance  to  those  interested  in  the 
feeding  of  infants,  namely,  have  the  diets  of 
infants  during  the  period  in  which  they  were 
being  fed  breast  milk  or  some  modification  of 
cow’s  milk,  with  the  usual  vitamin  supplements 
exclusively,  represented  the  optimum  from  the 
standpoint  of  vitamin  B complex  content. 

2.  Goldberger,  J.,  Wheeler,  G.  A.,  Lillie,  R.  D.  and  Rog- 
ers, L.  M. : Further  Study  of  Butter,  Fresh  Beef,  and 

Yeast  as  Pellagra  Preventives  with  Consideration  of  Rela- 
tion of  Factor  P-P  of  Pellagra  and  Black  Tongue  of  Dogs 
to  Vitamin  B.  Pub.  Health  Rep.  41:  297-318,  Feb.  19, 
1926. 

3.  Smith,  M.  I.  and  Hendrick,  E.  G.:  Nutrition  Experi- 
ments with  Brewer’s  Yeast;  with  Special  Reference  to  its 
Value  in  Supplementing  Certain  Deficiencies  in  Experiment- 
al Ration.  41:  201-207;  1926. 

4.  Sure,  B.,  Smith,  M.  E.,  and  Kik,  M.  C. : A Differentia- 
tion of  the  So-Called  Anti  pellagric  Factor,  Vitamin  G.  Sci- 
ence, 73:  242  Feb.  27,  1931. 

5.  Roscoe,  M.  H.:  Distribution  of  the  Vitamin  B Com- 
plex; Leafy  Vegetables.  Biochem.  J.  24:  1754-1763,  1930. 


The  vast  amount  of  experimental  work  done 
by  Macy  and  Outhouse®  resulted  in  conclusions 
which  strongly  suggest  that  the  answer  might 
well  be  in  the  negative.  Raw  untreated  human 
and  cow's  milk  were  used  in  these  experiments, 
the  experimental  animals  having  been  rats,  reared 
under  standardized  conditions.  The  dietary  and 
hygienic  conditions  under  which  these  milks  were 
produced  were  above  the  average.  Both  types 
of  milk  were  found  to  be  relatively  poor  in 
vitamin  B complex,  cow’s  milk  being  somewhat 
superior.  Cow’s  milk  was  found  to  contain 
more  vitamin  G than  B,  and  vice  versa  for 
human  milk.  Additional  deductions  cited  in  the 
report  of  this  work  are  of  intere'st  to  us.  Further 
evidence  was  obtained  indicating  that  this  complex 
cannot  be  stored  in  the  animal  tissues  to  any 
appreciable  extent  and  also  that  an  excess  in  the 
diet  is  not  harmful.  In  order  to  rear  success- 
fully its  young,  the  vitamin  B cotoplex  require- 
ment of  the  mother  rat  is  four  to  five  times  her 
growth  and  weight  maintenance  requirement. 

The  first  change  noticed  in  animals,  fed  a 
vitamin  B complex-free  diet,  is  retardation  of 
growth  and  loss  of  weight.  This  is  accompanied 
by  a lack  of  desire  for  food  which  may  progress 
to  complete  refusial.  Cowgill  and  his  coworkers"^ 
made  records  of  stomach  contractions  in  dogs  by 
inserting  rubber  balloons  through  permanent  gas- 
tric fistulae.  Diets  deficient  in  the  vitamin  B 
complex  resulted  in  a similar  progressive  diminution 
of  appetite  to  eventual  refusal.  This  was  accom- 
panied on  the  tracing  by  a gradual  disappearance 
in  the  hunger  contractions  to  complete  atony. 
Additions  of  extracts  containing  the  vitamin  re- 
sulted in  a rapid  return  of  appetite  together 
with  evidence  of  normal  hunger  contractions  on 
the  recording  drum.  Other  observers,  notably 
Wright  and  Plimmer,  have  reported  evidence 
of  loss  of  intestinal  tone  and  motility  under  similar 
conditions  in  rats. 

Let  us  now  consider  what  the  results  of  clinical 
observations  have  been.  Hoobler^  added  one-half  tea- 
spoonful of  concentrated  brewer’s  yeast,  daily,  to 
the  diets  of  infants  who  were  thought  to  be  receiv- 
ing an  insufficient  amount  of  the  vitamin  B com- 

6.  Macy,  I.  G.  and  Outhouse,  J. : The  Vitamin  Content  of 
Milk  Used  in  Infant  Feeding.  Am.  J.  Dis.  Child,  37:  379- 
400,  Feb.,  1929. 

7.  Cowgill,  G.  R.  et  al : Study  of  Relation  between  Vita- 
min B and  Nutrition  of  Dog.  Am.  J.  Physiol.  57  420,  Oct., 
1921;  ibid,  73:106-126,  June,  1925;  ibid,  77:389-401, 
July,  1926;  ibid,  91:531-546,  Jan.  1930. 

8.  Hoobler,  B.  R. : Symptomatology  of  Vitamin  B,  De- 

ficiency in  Infants.  J.  A.  M.  A.,  91:307-310,  Aug.  4.  1928.  , 
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plex.  He  described  a symptorri'complex,  consisting 
of  (1)  anorexia,  (2)  loss  of  weight,  (3)  spasticity 
of  arms  and  legs,  (4)  rigidity  of  the  neck,  (5) 
restlessness  and  fretfulness,  accompanied  by  pallor 
and  a low  percentage  of  hemoglobin.  Disappearance 
of  or  at  least  a marked  improvement  in  these  symp' 
toms  resulted  when  no  other  change  was  made  in 
the  diet  but  the  addition  of  an  adequate  amount  of 
yeast.  Hoobler  stated  that  he  felt  that  every  infant 
should  have  his  diet  supplemented  by  the  addition 
of  some  substance  rich  in  the  vitamin  B factors.  In 
a subsequent  publication^  he  called  attention  to  the 
fact  that  infants  differ  widely  in  the  amount  of  the 
vitamin  B complex  necessary  to  secure  optimal 
growth  and  development.  He  also  called  attention 
to  the  work  of  Harris  and  Mooreio  which  indicated 
that  a definite  balance  exists  between  certain  of  the 
vitamins,  notably  that  an  overdosing  with  vitamin 
D renders  an  otherwise  adequate  intake  of  the  vita- 
min  B factors  inadequate. 

Dennett",  using  a wheat  germ  sugar  instead  of 
concentrated  brewer’s  yeast,  confirmed  the  findings 
of  Hoobler.  His  observations  upon  150  infants, 
whose  diets  were  routinely  augmented  in  vitamin 
B complex  content  by  the  addition  of  such  a sugar, 
convinced  him  that  every  bottle-fed  infant’s  diet 
should  be  so  supplemented  during  the  first  year  of 
life. 

A series  of  four  premature  infants  and  thirty 
other  infants,  who  were  fed  vitamin  B complex  daily 
in  the  form  of  brewer’s  yeast,  were  observed  by 
Bloxsomi2.  He  reported  an  average  daily  gain  in 
weight  in  the  premature  infants  79  per  cent  great- 
er than  in  other  premature  infants  admitted  to  the 
hospital.  The  thirty  other  infants  showed  an  aver- 
age daily  gain  100  per  cent  greater  than  of  other 
similar  infants  admitted.  He,  too,  raises  the  ques- 
tion of  the  necessity  for  the  routine  addition  of 
a substance  rich  in  the  growth  promoting  factor 
of  the  vitamin  B complex  to  the  diets  of  infants 
from  birth. 

A few  words  regarding  the  breast-fed  infant. 
Certain  facts  seem  to  have  found  general  acceptance. 
First,  vitamin  B complex  is  not  synthesized  in  the 
animal  body;  second,  inasmuch  as  it  is  water  soluble, 
it  cannot  be  stored  in  the  animal  body;  third,  the 

9.  Ibid:  The  Use  of  Vitamin  B in  the  Diets  of  Infants. 
J.  A.  M.  A.,  96:675-677,  Feb.  28,  1931. 

10.  Harris,  L.  J.  and  Moore,  T. : Hypervitaminosis  and 
Vitamin  Balance;  an  Instance  of  Vitamin  Balance.  Biochem. 
J.  23:1114-1121,  1929. 

11.  Dennett,  R.  H. : Routine  Use  of  Vitamin  B Factor  in 
Infant  Feeding.  ,1.  A.  M.  A.,  92:769-772,  March  9,  1929. 

12.  Bloxsom,  A.  P. ; Vitamin  B Requirements  in  Infancy, 
Am.  J.  Dis.  Child.,  37:1161-1168,  June,  1929. 


lactating  female’s  needs  for  these  accessory  food  fac- 
tors are  far  greater  than  under  ordinary  circum- 
stances. Hence,  if  we  hope  to  supply  the  breast-fed 
baby  with  anything  like  an  adequate  amount  of 
these  factors,  we  must  make  an  effort  to  educate 
the  mother  to  the  end  that  they  are  obtainable  from 
her  diet.  Unfortunately,  the  tendency  of  the  aver- 
age American  diet  is  in  exactly  the  opposite  direc- 
tion. The  Food  Research  Institute's  is  one  of  many 
agencies  which  has  stressed  this  fact.  This  organi- 
zation reports  that  there  has  been  a downward 
trend  in  cereal  consumption  from  5.5  bushels  per 
capita  of  wheat  in  1890  to  4.4  bushels  in  1925. 
On  the  other  hand,  there  has  been  an  increase  in 
sugar  consumption  from  50  to  112  pounds  per 
capita  during  the  same  period. 

There  has  been  an  increasing  tendency  to  the  use 
of  highly  milled  products  which,  too,  are  exceed- 
ingly low  in  vitamin  B complex  content.  The 
higher  up  the  so-called  social  scale,  the  greater 
has  been  the  dearth  of  particularly  the  anti- 
neuritic  factor,  vitamin  B,  in  the  American  diet. 
The  balance  of  the  diet  is  made  up  of  muscle 
meats,  potatoes,  coffee  and  fruits  and  vegetables. 
The  content  of  the  latter  in  vitamin  B factors 
is  on  the  whole  not  great  enough  to  supplant 
the  amount  lost  in  the  decreased  intake  of  cereal 
germ.  Morgan  and  Barryi^  fed  a series  of 
underweight  children,  11  to  13  years  of  age, 
three  ounces  of  rolls  made  with  50  per  cent 
wheat  germ  and  50  per  cent  white  flour  as  an  addi- 
tion to  their  regular  noon  meal  and  found  that  the 
groups  so  fed  showed  a weight  increase  three  times 
as  great  as  control  groups  taken  from  the  same 
series  of  children. 

The  observations  of  Westi^  on  mothers  fed  a lib- 
eral excess  of  the  vitamin  B factors  over  the  need 
of  the  ordinary  individual  are  most  interesting.  He 
supplemented  the  ordinary  foods  rich  in  these  fact- 
ors with  either  yeast  or  wheat  germ  sugar.  Many  of 
the  babies,  who  were  formerly  fretful  and  irritable 
with  poor  appetites  and  unsatisfactory  weight 
charts,  improved  when  such  a maternal  diet  was  in- 
stituted. In  addition,  the  vitamin  B factors  appar- 
ently exerted  a definite  galactopoietic  action  and 
the  need  for  complementary  feedings  was  definitely 

13.  The  Decline  in  the  Per  Capita  Consumption  of  Flour 
in  the  TJ.  S.  A.;  Wheat  Studies  of  the  Food  Research  Tn* 
stitute.  vol.  2,  No.  8,  1926. 

14.  Morgan,  A.  F.  and  Barry,  M,  M.:  Underweight  Chil 
dren;  Increased  Growth  Secured  through  Use  of  Wheat- 
Germ.  Am.  J.  Dis.  Child.  39:935*947,  May,  1930. 

15.  West,  J.  H. : Supplying  Breast-Fed  Baby  with  Vita- 
min B.  Arch.  Pediat.,  46:646-650,  Oct.,  1929. 
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curtailed.  My  experience  has  been  quite  similar  and 
I now  make  it  a practice  to  advise  routinely  the  ad- 
dition of  at  least  one  to  two  teaspoonfuls  of  dried 
brewer’s  yeast*  or  whole  cereal  embryo*  to  the  diet 
of  the  nursing  mother.  Plimmer,  Raymond  and 
Lowndesi®  expressed  the  vitamin  B complex  content 
of  dried  brewer's  yeast  as  100  and  whole  cereal 
embryo  (Bemax),  comparatively,  as  62.  Sherman 
and  Sandelsi^  have  found  that  dried  baker’s  yeast 
contains  much  larger  amounts,  proportionately,  of 
\Ttamin  B than  vitamin  G.  Quinn  and  his  co- 
workersis  found  at  least  a ten-fold  variation  in  the 
vitamin  B content  of  various  samples  of  brewer's 
and  baker’s  yeast  examined  by  them,  while  the  vita- 
min G content  was  found  to  be  relatively  uniform. 
I mention  this  because  it  points  out  the  necessity  of 
utilizing  only  biologically  standardized  yeasts. 

The  reports  of  obser\’ations  on  the  effect  of  in- 
creasing the  vitamin  B complex  intake  of  infants 
which  have  appeared  in  the  literature  have  been 
confined  to  groups  of  institutionalized  children.  I 
shall  give  you  my  impressions  derived  from  the 
routine  use  of  a sugar  rich  in  these  vitamin  factors 
in  infant  feeding  during  a period  of  one  and  one- 
half  years  of  private  pediatric  practice.  In  the 
manufacture  of  this  preparation,  the  aqueous  ex- 
tracts of  2000  pounds  of  wheat  germ  and  200 
pounds  of  dried  brewer’s  yeast  are  added  to  2000 
pounds  of  a mixture  of  dextrins  and  maltose. 
No  yeast  in  its  original  form  appears  in  the 
resultant  mixture.  However,  2J  grams  are  equiv- 
alent in  vitamin  B and  vitamin  G value  to  ap- 
proximately 1 gram  of  dried  yeast  or  2 grams  of 
wheat  embryo. 

I am  aware  of  no  undesirable  effects  from  the 
routine  use  of  such  a sugar.  This  statement  applies 
to  both  private  practice  and  its  use  as  the  carbo- 
hydrate addition  to  the  routine  formulas,  sup- 
plementing or  replacing  breast  milk  in  the  mater- 
nity department  of  a Portland  hospital,  where 
I introduced  it  more  than  a year  ago.  On  the 
other  hand,  the  results  of  the  feeding  of  a 
formula  so  supplemented  to  seventy-five  infants, 
seen  at  monthly  intervals  for  a period  of  at  least 
one  year,  have  been  most  gratifying.  These 

* Dextri-Maltose  with  Vitamin  B,  Mead  Johnson  and 
Company. 

16.  Plimer,  R.  H.  A.,  Raymond,  W.  H.  and  Lowndes,  J.: 
Experiments  on  Nntrition ; Comparative  B,  Values  of  Pood 
Stuffs,  Cereals.  Bioch.  J.,  25:691-704,  1931. 

17.  Sherman,  H.  C.  and  Sandels,  M.  R. : Further  Experi- 
mental Differentiations  of  Vitamins  B and  C,  J.  Nutrition. 
3:395-409,  Jan.,  1931. 

18.  Quinn,  E.  J.,  Whalen,  F.  B.  and  Hartley,  J.  G. : Vita- 
min B and  C.  Contents  of  Certain  Yeast  Samples.  J.  Nutri- 
tion, 3:257-263,  Nov.,  1930. 


children  are,  I believe,  in  the  aggregate,  superior 
in  certain  respects  to  any  similar  groups  that 
it  has  been  my  privilege  to  observe  during  the 
past  ten  years,  whether  fed  cow’s  milk  modifi- 
cations utilizing  ordinary  milk,  evaporated  milks, 
dried  milks,  condensed  milks,  supplemented  by 
any  conventional  carbohydrate,  or  even,  and  I 
shudder  to  make  a statement  so  bordering  on  a 
sacrilege,  breast  milk.  I refer  to  my  impressions 
of  the  group  as  a whole,  reaUzing  perfectly  that  any 
physician  can  call  to  mind  numerous  infants  fed 
his  pet  formula  or  breast  milk  who  were  to  all  in- 
tents and  purposes  perfect  specimens. 

The  children  of  the  group  to  which  I refer  have 
had  certain  attributes  in  common,  namely,  absence 
of  anorexia,  extremely  satisfactory  weight  curves, 
freedom  from  constipation,  placidity  of  their  ner- 
vous reactions,  excellent  resistance  to  infection,  and 
tissue  turgor  above  the  average.  An  adequate 

intake  of  the  vitamin  B factors  seemed  to  increase 
the  efficiency  of  the  vitamin  D supplements  used. 
The  formulas  which  I have  used  were  based  upon 
the  conventional  rules  of  cow’s  milk  modifica- 
tion, the  only  difference  having  been  in  the 
carbohydrate  supplement.  Since  this  sugar  is 
very  light  (six  level  tablespoonfuls  to  the  ounce), 
I have  been  hesitant  to  designate  it  as  the  sole 
carbohydrate  because  of  the  necessity,  in  the 
event  of  the  advisability  of  ordering  two  ounces 
of  sugar  added  to  the  day’s  feeding,  of  requir- 
ing the  mother  to  add  twelve  tablespoonfuls 
of  a sugar  to  the  formula.  Economically  and  psy- 
chologically I thought  this  undesirable  and,  there- 
fore, except  in  the  case  of  newly  born  infants, 
where  the  routine  formula  called  for  twenty  ounces 
of  half  milk  plus  four  level  tablespoonfuls  of  the 
sugar,  it  has  been  my  custom  to  advocate  that  this 
sugar  make  up  one-half  of  the  carbohydrate  or- 
dered. Hence,  as  soon  as  the  caloric  needs  of  the 
infant  exceeded  that  contained  in  the  formula  fed 
shortly  after  birth,  some  carbohydrate  heavier  in 
weight  than  the  sugar  under  consideration  was 
added  until  they  were  proportionately  equal.  There- 
after both  were  increased  concomitantly  according 
to  the  needs  of  the  infant,  although  I rarely  exceed 
five  level  tablespoonfuls  of  the  vitamin-rich  sugar 
daily. 

At  the  age  of  eight  months,  when  most  children 
are  fed  whole  cow’s  milk  without  added  carbo- 
hydrate, I have  continued  to  add  four  tablespoon- 
fuls of  this  sugar  to  the  day’s  milk  intake  until  the 


April,  1932 


VITAMIN  B COMPLEX — HENRICKE 


169 


child  reached  the  age  of  one  year.  Since  it  has 
been  established  that  the  vitamin  B complex  re- 
quirement  increases  with  the  weight  of  the  organism, 
I have  endeavored  to  augment  the  diet  after  the 
child  reaches  the  age  of  five  or  six  months  with 
cereals  and  vegetables  rich  in  this  food  accessory. 
The  cereal  of  choice  has  been  that  devised  by  the 
Research  Foundation  of  the  University  of  Toronto 
and  manufactured  under  their  jurisdiction  by  Mead 
Johnson  and  Company  under  the  name  Mead’s  Cer- 
eal.  Approximately  three  ounces  of  this  cereal  are 
equivalent  to  one  ounce  of  the  vitamin  B sugar  in 
total  vitamin  B potency.  If  this  cereal  was  not 
well  taken,  whole  wheat  embryo  was  added  to  the 
various  foods  proportionately  to  the  age  of  the 
child.  Furthermore,  the  mother  was  advised  of  the 
possibility  of  the  loss  of  one'half  of  the  vitamin  B 
and  vitamin  G content  of  vegetables  in  the  ordinary 
domestic  method  of  cooking  and  urged  their  pre' 
paration  in  such  a manner  that  the  entire  vitamin 
content  be  preserved. 


So  far  as  any  possible  pitfalls  in  the  use  of  this 
vitamin  B rich  sugar  arc  concerned,  in  any  type 
or  method  of  infant  feeding  in  which  it  constitutes 
all  or  part  of  the  carbohydrate  supplement,  one 
must  bear  in  mind  the  tonic  effect  of  the  vitamin 
B factors  upon  the  gastric  and  intestinal  muscula' 
ture,  and  digestive  disturbances  should  be  at  a mini- 
mum  if  the  sugar  is  increased  gradually  and  main' 
tained  at  the  concentration  suggested  above. 


A word  in  closing,  as  to  the  physiologic  role  of 
the  vitamin  B factors.  From  the  theories  advanced 
by  Funki9^  and  Plimmer,  Rosedale  and  Raymond^o 
a reasonable  concept  can  be  drawn,  namely,  that 
some  constituent  of  the  vitamin  B complex  is  em' 
bodied  in  every  cell,  particularly  in  the  nucleus 
and  hence  its  greatest  need  in  times  of  rapid  growth 
or  tissue  destruction.  It  must  be  called  to  mind 
that  certain  of  the  vitamin  B factors  are  abundant 
in  substances  rich  in  nuclear  material,  germs  of 
cereals,  grains,  etc.,  yeast  and  glandular  tissues  such 
as  calves,  beef  and  pork  liver,  kidneys,  or  sweet 
breads. 


SUMMARY  AND  CONCLUSIONS 
One  cannot  but  be  impressed  by  the  rapidly  in- 
creasing  mass  of  scientific  data,  both  biochemical 
and  clinical,  which  has  indicated  the  necessity  for 


19,  Punk,  c.:  The  Vitamins,  Williams,  and  Wilkins  Com- 
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20.  Plimmer,  R.  H.  A.,  Rosedale,  J L.  and  Raymond.  W. 
H. ; Experiments  on  Nutrition ; Balance  of  Food  by  Vita- 
min B.  Biochem.  J.,  21:913-939,  1927. 


the  routine  supplementation  of  the  diets  of  all  bot' 
tle'fed  and  many  breast-fed  infants  with  substances 
rich  in  the  vitamin  B complex.  I have  attempted 
to  assemble  this  evidence,  at  least  the  portion  of  it 
which  would  be  of  interest  to  the  general  practition- 
er, and  present  it  as  a background  for  the  report 
of  my  personal  observations  upon  a group  of  child- 
ren whose  diets  were  so  augmented.  The  complex 
nature  of  this  vitamin,  its  distribution  in  nature  and 
especially  the  biochemical  evidence  of  its  relative 
deficiency  in  both  human  and  cow’s  milk  are  briefly 
reviewed.  The  obsen'ations  of  Hoobler,  Dennet 
and  Bloxsom,  derived  from  groups  of  institutional- 
ized infants  whose  diets  were  supplemented  with 
substances  rich  in  the  vitamin  B complex,  are  cited. 

The  tendency  of  the  average  American  diet  to 
decreased  vitamin  B complex  content  is  emphasized 
in  view  of  the  fact  that  the  animal  organism  ap- 
parently cannot  synthesize  and  cannot  store  in  its 
tissues  this  food  accessory.  The  breast-fed  infant 
is  as  a result  constantly  in  danger  of  a deficiency. 
The  vitamin  B factors  apparently  exert  a definite 
galactopoietic  action. 

I have  reviewed  my  observations  in  both  private 
pediatric  practice  and  in  the  maternity  department 
of  a Portland  hospital,  following  the  routine  use  of 
a mixture  of  dextrins  and  maltose  to  which  had 
been  added  the  aqueous  extractives  of  brewer’s 
yeast  and  wheat  germ,  as  the  carbohydrate  supple- 
ment in  infant  feeding  covering  a period  of  one 
and  one-half  years.  Suggestions  as  to  formulas  are 
given  and  also  a method  whereby  the  vitamin  B 
complex  intake  may  be  increased  concomitantly 
with  the  growth  of  the  child  is  suggested. 

The  results  of  the  routine  effort  to  assure  the 
optimum  intake  of  the  vitamin  B factors  have  been 
most  gratifying,  and  I believe  that  it  is  merely  a 
question  of  time  until  such  a procedure  will  take 
its  place  with  our  routine  efforts  to  maintain  an 
adequate  vitamin  A,  C and  D intake. 


Benign  Tumors  of  Stomach.  Bruce  C.  Lockwood, 
Detroit  (Journal  A.  M.  A.,  March  19,  1932),  gives  the 
relative  incidence  of  benign  to  malignant  growths  in  the 
stomach  as  about  1 to  20,  as  shown  by  the  records  from 
both  operating  and  autopsy  rooms.  The  percentage  of 
diagnosed  cases  of  benign  tumors  would  be  increased  by 
more  frequent  and,  more  careful  fluoroscopic  study.  The 
roentgen  observations  aj;e  reasonably  characteristic.  In 
order  to  demonstrate  the  smaller  lesions,  the  stomach  must 
contain  only  small  quantities  of  the  contrast  mixture,  the 
walls  must  be  approximated  by  manual  pressure,  and  the 
patient  must  be  examined  in  both  the  upright  and  the 
prone  position. 
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THE  USE  OF  SUBCUTANEOUS  INJEC' 
TIONS  OF  OIL  IN  INFANT 
NUTRITION* 

R.  G.  H.ALL,  M.  D. 

PORTLAND,  ORE. 

My  interest  in  subcutaneous  injections  of  oil 
was  first  aroused  many  years  ago  by  the  finding 
of  a unique  book  called  “The  Renewal  of  Life”i 
by  Keyes  of  Chicago,  pubUshed  in  1909.  In  this, 
the  author  makes  startling  claims  of  curing  tuber' 
culosis  by  oil  injections  and  has  certainly  brought 
about  great  gains  in  weight  by  these  methods. 

First,  let  us  briefly  review  some  of  the  element' 
ary  facts  about  fats  and  their  uses  in  the  body. 
We  note  at  the  outset,  in  Friedenwald  and  Ruh' 
rah’s  “Diet  in  Health  and  Disease’’^  that  one' 
fifth  of  the  body  weight  is  fat,  and  while  this 
element  is  not  as  indispensable  as  protein  and  the 
carbohydrates,  it  is  the  most  valuable  as  a source 
of  energy,  for  whereas  a gram  of  protein  and 
carbohydrate  supply  only  4.1  calories,  a gram  of 
fat  gives  9.3  calories.  Besides  forming  much  fatty 
tissue  in  the  body,  fat  enters  very  largely  into  the 
composition  of  the  red  bone  marrow  and  nerv’e 
tissue.  It  is  also  used  in  the  formation  of  protO' 
plasm  and  enables  this  to  take  up  water  without 
dissolving. 

Lipolytic,  or  fat'splitting  enzymes,  are  found  in 
connective  tissue  and  blood,  and  cause  hydrolytic 
cleavage  in  the  fat  molecules  leading  to  absorption. 
Foreign  fats  may  be  absorbed  as  such,  be  deposited 
in  the  body  as  such,  and  be  utilized  by  the  body 
in  the  same  way  as  ordinary  fats.  * 

McLesterS  states  that  the  specific  dynamic  ac' 
tion  of  fats  on  metabolism  is  as  follows:  proteins, 
36.7,  fats,  12.7,  carbohydrates,  5.8,  so  the  stimu' 
lating  action  of  fats  is  twice  that  of  sugar.  It  is 
further  pointed  out  that  the  simulating  effects  of 
fats  on  metabolism  is  due  to  the  fatty  acids  in  the 
molecule  and  not  to  the  glycerol  radical. 

In  normal  digestion  fats  from  vegetable  oils 
seem  to  be  better  absorbed  than  animal  fats,  and 
the  lower  the  melting  point,  the  better  the  absorp' 
tion.  Children  bear  oil  better  than  adults.  The 
normal  absorption  of  fat  is  150  grams  a day,  so 

•Read  before  the  Fifty- Seventh  Annual  Meeting  of  Oregon 
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we  see  that  on  this  gram'per'lb.  basis,  10  grams  of 
fat  w’ould  be  the  normal  amount  for  a ten'pound 
baby. 

Subcutaneous  feedings  were  first  used  by  Men' 
zel  and  Perko.  Leube^  noted  that,  when 
much  camphorated  oil  was  injected,  from  20' 

100  doses  a day,  8' 100  grams  of  oil  were  also 
given  parenterally.  To  find  out  whether  such 
large  quantities  of  fat  could  be  actually  utilized 
by  the  body,  he  instituted  experiments  on  dogs. 

In  the  first  test,  a dog  was  fed  250  grams  of  lean 
meat  daily  until  he  remained  at  constant  weight 
for  four  weeks  and  was  extremely  emaciated.  He 
then  injected  liquid  butter  subcutaneously  daily 
for  three  months,  giving  3450  grams  in  this  way. 

An  examination  showed  an  abundant  deposit  of 
fat  about  heart  and  kidneys  as  well  as  in  fatty 
subcutaneous  tissues  in  the  region  of  the  abdomen 
and  back. 

In  the  second  experiment,  a dog  was  brought 
to  constant  weight  (3880  grams)  and  a laparo' 
tomy  performed,  and  fat  was  found  absent  in 
subcutaneous  tissues  and  mere  traces  were  to  be 
seen  in  the  mesentery.  The  wound  was  closed  and 
healed.  In  the  following  forty'five  days,  1400 
grams  of  fat  were  injected  under  the  skin  of  the 
thigh  with  the  dog  still  on  the  lean  meat  diet. 

The  weight  increased  1480  grams.  A second 
laparotomy  showed  the  subcutaneous,  abdominal 
and  mesenteric  tissue  abundantly  supplied  with 
fat.  The  wound  was  closed  and  the  dog  fed  on 
the  meat  diet  alone.  He  lost  weight  to  3,850 
grams,  and  autopsy  showed  a complete  disappear- 
ance  of  fat  from  the  tissues. 

Du  Mesnil  de  Rochemont^  made  a total  of  five 
hundred  subcutaneous  injections  of  olive  oil  into 
a series  of  twenty-eight  patients,  studying  the 
effect  of  the  calories  so  introduced  on  nitrogen 
metabolism.  Favorable  balances  were  obtained  in  j 
star\’ed  patients  in  both  normal  and  pathologic  | 
cases,  but  the  author  admitted  that  the  large  quan- 
tities of  fat  he  injected  disappeared  very  slowly. 

A reduction  in  the  nitrogen  excreted  became  ap-  j 
parent  on  the  fourth  or  fifth  day  after  the  injec-  ( 
tions.  j 

Mills,"  in  a series  of  experiments  with  cats  in  ft 
which  oils  were  injected  subcutaneously  and  care-  i 
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ful  measurements  recorded,  dissected  and  extracted 
many  bodies  of  the  cats  for  oil.  He  found  that 
cotton  seed  and  olive  oil  were  nonirritating  and 
diffusible.  He  found  no  ground  for  assuming 
that  fats  given  subcutaneously  are  differently  oxi- 
dized than  those  given  by  mouth.  He  found 
that  60  grams  could  be  given  to  men  without 
discomfort  and  30  grams  to  cats.  In  one  extrac- 
tion experiment  469  grams  of  oil  were  injected 
and  282  absorbed  and  used  in  the  body;  12.26 
grams  a day  were  absorbed,  giving  114  calories. 
In  a case  where  olive  oil  was  used,  14  grams  a 
day  were  absorbed,  yielding  131  calories  daily. 

Another  cat  was  injected  with  169  grams  of 
cotton  seed  oil  in  twenty  days  and  on  a normal 
diet  gained  18  per  cent  in  weight.  Another,  with 
peanut  oil  injested,  gained  27  per  cent  of  its  weight 
in  thirty-six  days.  He  concludes  that  the  fats  and 
oils  were  absorbed  by  the  lymphatic  system. 

These  fats  may  be  used  in  three  ways.  First, 
they  are  burned  in  the  body  for  heat  and  energy, 
sparing  body  fats;  second,  they  are  retained  as 
such;  third,  they  are  converted  into  the  body  fat 
by  reconstruction  in  the  liver.  He  adds  that 
under  suitable  conditions  oils  can  be  absorbed  in 
an  amount  capable  of  covering  a large  proportion 
of  the  caloric  requirements.  He  finally  suggests 
the  application  of  such  injections  to  the  treatment 
of  wasting  diseases,  to  cachectic  conditions  associ- 
ated with  imperfect  metabolic  processes,  and  es- 
pecially to  tuberculosis,  where  intolerance  of  fat 
is  almost  symptomatic. 

Roget,  Binet  and  Verne^  made  successive  sec- 
tions of  lung  tissue  of  dogs  at  varying  periods  of 
time  after  the  olive  oil  had  been  injected  intra- 
venously. They  were  able  to  demonstrate  the  posi- 
tive role  of  the  lung  in  absorbing  this  fat  from  the 
blood,  the  hypertrophy  of  the  endothelial  cells, 
and  the  gradual  decrease  in  the  size  of  the  ac- 
cumulated fat  globules. 

A unique  series  of  experiments  in  vivo  was  re- 
reported by  Clark  and  Clark^,  in  which  they  in- 
jected various  fats  into  the  fin  of  the  tail  of  a 
tadpole,  and  watched  through  a microscope  what 
happened  in  the  living  animal.  They  observed 
that  soon  after  injection,  leucocytes  eame  through 
the  walls  of  the  nearby  vessels,  flattening  out  on 
reaching  the  fat  globules,  and  becoming  pig- 
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mented.  In  a few  hours  branches  from  the  lym- 
phatics began  to  grow  out  to  the  leucocytes  and 
fat  particles.  The  tips  of  these  branches  remained 
in  contact  with  the  leucocytes  for  several  days 
and  the  droplets  of  oil  became  smaller  and  small- 
er. 

In  a series  of  experiments  on  rats  Koehne  and 
Mendelio  found  that,  when  impelled  by  starva- 
tion, they  could  use  all  the  cocoanut  oil  introduced 
intraperitoneally  and  subcutaneously,  and  the  more 
gradual  the  starvation  the  more  complete  was  the 
disappearance  of  the  oil..  Almost  no  trace  was 
found  of  the  cocoanut  oil  that  had  been  injected 
subcutaneously.  Also  they  found  that  in  the 
case  of  a dog,  all  the  peanut  oil  given  subcutan- 
eously three  months  before  had  been  absorbed. 
In  another  autopsy  they  found  that  20  cc.  of 
butter  oil  given  under  the  skin  was  completely 
absorbed  after  five  months.  Cocoanut  oil  injec- 
tions also  had  a definite  though  slight  sparing 
effect  on  protein  catabolism. 

Stuveii,  after  injecting  15-100  cc.  of  oil  at  in- 
tervals into  patients,  was  able  to  report  the  com- 
plete disappearance  of  the  injected  oil  as  shown 
by  autopsy  a day  or  two  after  injection  had  been 
made. 

Finally,  we  come  to  cases  where  clinical  im- 
provement as  a result  of  the  injection  of  fat  into 
children,  who  could  not  take  nourishment  by  the 
customary  means,  may  be  used  as  a criterion. 

Schick  et  al.12  used  injections  of  cotton  seed 
and  olive  oil  in  clinical  cases.  He  had  a case 
of  Hirshprung's  disease  in  a boy  of  eleven  in 
whom  the  colon  and  sigmoid  were  removed.  He 
refused  food  and  had  loose  stools.  His  condition 
became  desperate  and  weight  dropped  from  63 
to  47  lbs.  Schick  started  injections  of  sterile 
cotton  seed  oil  in  50  cc.  doses  and  the  boy  gained 
weight,  but  stopped  when  the  oil  was  discon- 
tinued. Then  he  reinjected  100  cc.  of  oil  daily 
for  seven  days,  and  later  for  fifteen  days.  A 
greater  part  of  the  oil  was  absorbed,  his  general 
condition  and  appetite  improved,  and  his  nutri- 
tion was  much  improved.  In  forty-one  days  thirty 
injections  of  oil  were  given  or  2250  grams,  20,475 
calories  or  500  calories  a day.  The  boy  gained 
11-2-  lbs.  during  this  period. 

10.  Koehne,  M.  and  Mendel,  L.  B.;  The  Utilization  of 
Fatty  Oils  Given  Parenterally.  J.  Nut  1:399-443,  May,  1929. 

11.  Stueve,  R.:  Berl,  Klin  Woch.,  227,  1896. 

12.  Schick,  B.,  Fries,  M.  E.,  Kohn,  J.,  Cohen,  P. ; Obser- 
vations of  the  Nutritional  Effect  of  Subcutaneous  Oil  Injec- 
tions Proced.  Soc.  Exper.  Biol,  and  Med.  21:445,  1923-24. 
1923-24. 
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Schick  also  injected  fifteen  infants  with  chronic 
nutritional  disturbances  and  lowered  tolerance  for 
food;  10' 100  cc.  doses  were  given  according  to  the 
size  of  the  child.  They  seemed  to  utilize  the  oil 
and  demonstrate  gains  in  weight.  The  atrophic 
children  absorbed  the  oil  best,  and  he  found  that 
the  first  injections  were  better  absorbed  than  the 
subsequent  ones.  He  proved  that  the  oil  was  ab' 
sorbed  by  fat  determinations  of  the  blood  and 
by  autopsy  in  one  case  that  died. 

And,  lastly,  Keyes,  in  his  previously  mentioned 
book,  gives  many  accounts  of  rapid  gain  in  weight 
following  subcutaneous  injections  of  oil.  He  used 
cocoanut  oil,  peanut  oil,  olive,  and  egg  oil,  and 
mixtures  of  these,  giving  the  injections  over  the 
posterior  of  the  chest  with  a short  beveled  needle. 
He  started  with  small  doses  and  then  gave  an 
ounce  daily  for  weeks  or  months  as  the  cases 
required. 

I have  prepared  a summar^'^  of  twenty  consecu' 
tive  cases,  all  adults,  and  all  with  tuberculosis. 
These  cases  all  gained,  the  smallest  gain  being 
four  pounds  in  a month  and  the  largest  ninety 
pounds  in  six  months.  In  all,  the  twenty  patients 
gained  340J  pounds  in  forty'five  and  one'half 
months,  or  an  average  of  7.56  pounds  per  month 
which,  of  course,  is  a ver>'  good  showing,  even 
if  the  gain  were  largely  in  fat.  The  average 
gain  per- patient  was  17.7  pounds  (fig.  1). 

Dr.  Keye’s  Cases  showing  gains  in  tuberculous  pa- 


tients  following 

injections  of  oil. 

No. 

Gain  in  Pounds 

Months  of 

1 

64.00 

6. 

2 

14.00 

1. 

3 

12.00 

1.75 

4 

15.50 

1. 

5 

90.00 

6. 

6 

9.00 

4. 

7 

6.00 

0.5 

8 

5.00 

2. 

9 

6.00 

2. 

10 

5.00 

1.5 

11 

12.00 

3. 

12 

13.00 

3. 

13 

6.00 

1. 

14 

23.00 

3. 

15 

5.00 

1.75 

16 

30.00 

3. 

17 

8.00 

1. 

18 

4.00 

1. 

19 

11.00 

2.5 

20 

5.00 

0.5 

343.50 

45.50 

Average 

gain 

per  month,  7.52. 

Average 

gain 

per  patient,  17.17. 

Average 

months  of  treatment,  2.27. 

Fig.  1. 


At  the  present  day  we  have  many  means  of 
causing  poorly  nourished  babies  to  gain  weight. 
We  use  breast  milk,  the  newer  specialized  milk 
preparations,  the  A,  B,  C,  and  D vitamins,  also 
blood  injections,  sunlight  and  ultraviolet  light 
to  overcome  toxemia  and  to  stimulate  metabolism 
and  growth.  With  these  means  a large  percent- 
age  of  babies  gain  well,  but  there  are  a very  few 
who  need  more.  Most  of  these  malnutrition, 
atrophic  cases  have  an  intolerance  for  fat,  and  do 
well  on  low  or  fat-free  and  high  proteid  diets. 
It  is  especially  this  type  of  baby  that  needs  the 
oil  injections  to  give  it  a start  till  digestion  is 
strengthened,  food  tolerance  reestablished,  and  a 
good  gain  in  weight  started. 

The  early  cases  I report  were  treated  many 
years  ago  before  the  days  of  viosterol  and  ultra- 
violet light,  and  at  that  time  I was  overcautious 
in  using  large  doses  of  oil.  I give  next  a resume 
of  all  of  the  cases  in  which  I have  used  sub- 
cutaneous injections  of  oil.  I gave  the  oil  with 

a short-beveled  needle  and  injected  it  near  the 
middle  line  of  the  back  to  avoid  large  veins  and 
any  danger  of  embolism.  In  starting  the  injec- 
tion it  is  best  to  feel  for  the  small  droplet  of  oil 
under  the  skin  to  be  sure  you  are  not  in  a vein. 

Case  1.  R.  S.,  a boy  of  six  months  of  age  with  pul- 
monary tuberculosis.  I used  three  small  injections  of 
sterilized  cotton-seed  oil  in  the  subcutaneous  tissues  of 
the  back,  but  the  child  was  moribund  with  a bilateral 
tuberculosis  and  soon  succumbed. 

Case  2.  B.  A.,  a girl  of  ten  months.  She  was  fed 
in  her  home,  out  of  town,  with  a variety  of  formulas 
and  would  not  gain.  I fed  her  on  a skimmed  milk 

formula  without  gain  till  I started  using  cotton-seed  oil 

injections.  I used  three  of  these  1-6  cc.  daily,  and  the 
child  gained  weight  for  the  first  time  in  months,  but 
the  mother,  thinking  her  troubles  were  over,  took  the 
child  home  out  of  the  city  against  my  advice,  before 
further  treatments  could  be  carried  out. 

Case  3.  C.  R.,  a baby  of  six  months  who  would  not 
gain  on  home  or  hospital  diet.  She  was  put  on  a 
Dryco-Karo  diet  for  four  days  and  weight  remained 
stationary.  Then  on  the  same  diet,  from  1 cc.  increas- 
ing to  6 cc.  of  cotton-seed  oil  were  injected  in  six  in- 
jections in  eleven  days,  and  the  baby  gained  well  and 
no  more  oil  was  needed. 

Case  4.  A toxic,  emaciated,  three  months  old  baby 
seen  late  in  a moribund  condition  was  given  two  in- 
jections of  oil  in  a last  attempt  to  save  its  life  but 
without  avail. 

Case  5.  A fi\’e  months  old  baby  in  an  extremely 
emaciated  condition  was  fed  on  a skimmed  milk  formula 
and  given  five  oil  injections.  It  started  to  gain  and 
do  well,  but  had  a collapse  due  to  chilling  one  night, 
and  the  parents  did  not  inform  me  of  the  dangerous 
condition  until  it  was  too  late  to  help  the  child,  and  it 
died. 


April,  1932 


SUBCUTANEOUS  OIL  INJECTION — HALL 


173 


Case  6.  R.  M.,  a boy  of  four  months,  failed  to  gain 
on  the  bottle  and  had  gone  down  from  9 lb.  5 oz.  to  7 
lb.  10  oz.  when  first  seen.  He  did  not  gain  in  spite 
of  careful,  special  feeding,  but  gained  well  when  a Dry- 
CO  formula  was  supplemented  by  cotton-seed  oil  injec- 
tions and  untraviolet  light  radiations.  He  had  sixteen 
injections  in  the  first  month  of  1-10  cc.  of  oil,  and  five 
the  first  half  of  the  second  month.  During  these  months 
he  gained  well,  but  the  ultraviolet  light  radiations  were 
kept  up  for  three  months  to  insure  his  continued  im- 
provement. During  the  seven  months,  under  combined 
treatment,  he  gained  from  7 lb.  10  oz.  to  17  lb.,  a gain 
of  9 lb.  and  6 oz. 

Case  7.  F.  F.  was  a twin  girl,  the  smaller  of  the 
two,  weighing  four  pounds,  twelve  ounces,  when  first 
seen  at  three  weeks  of  age.  She  had  a severe  intestinal 
infection  at  this  time  with  two  convulsions  and  fever. 
She  was  very  toxic  and  weak,  and  death  seemed  im- 
minent. She  was  put  on  a fat-free  diet  and  given 
twelve  subcutaneous  injections  of  oil  in  twenty-five  days 
and  one  six  days  later.  The  dose  started  with  1 cc. 
and  later  8 cc.  were  given.  Ultraviolet  radiations  were 
also  given  for  two  months.  At  the  end  of  three  months 
she  was  larger  than  her  sister  and  weighed  lOi  lbs. 

Case  8.  J.  J.,  a boy  with  cerebral  hemorrhage,  seen 
when  ten  days  old  with  acute  intestinal  infection  and 
temperature  of  10534°.  The  baby  nearly  died  and  would 
not  gain  during  convalescence,  so  on  the  eighteenth  day 
oil  injections  were  started.  In  sixteen  days,  eight  were 
given,  ranging  from  1 to  7 cc.  of  cotton-seed  oil.  The 
baby  gained  after  this  and  has  grown  well  during  the 
following  six  years. 

Case  9.  B.  B.  This  was  a pronounced  case  of  mal- 
nutrition so  I give  it  in  greater  detail. 

His  weights  were  as  follows; 

Birth  6 lb.,  12  oz. 

1 month  5 lb.,  11  oz. 

months  10  lb.,  oz. 

6h  months 9 lb., 

11a  months  11  lb.,  5 oz. 

He  had  been  fed  on  many  milk  formulas,  goat  milk, 
Dryco,  many  different  baby  foods,  and  breast  milk, 
without  gaining.  At  the  time  I first  saw  him,  and  after 
using  skimmed  milk,  I finally  induced  him  to  gain  by 
using  Bulgarian  skimmed  buttermilk.  On  this  feeding 
he  gained  from  nine  pounds  to  eleven  pounds  and  five 
ounces  in  five  months.  At  the  end  of  this  period  I 
left  the  child  in  the  private  home  of  a childrens’  nurse 
and  left  the  city. 

When  I returned,  the  baby  was  thirteen  months  old 
and  weighed  only  nine  pounds.  He  was  very  weak 
and  emaciated  and  had  been  in  a stuporous  condition 
for  three  days,  so  we  all  feared  he  would  not  live.  At 
this  time  I started  injections  of  a light  cotton-seed  oil 
daily.  I used  1 cc.  at  first  and  increased  the  dose  to 
10  cc.  later.  Twenty  injections  were  given  during  the 
first  twenty-six  days.  He  was  fed  at  first  on  a well 
diluted  unsweetened  condensed  milk,  and  later  farina, 
vegetables  and  meat-pulp  were  added  to  the  diet.  He 
responded  well  to  the  oil  injections  as  his  weights  below 
indicate: 

1 J months  9 lb.  oz. 

14  months  11  lb.,  4 oz. 

15  months  12  lb.,  4 oz. 

16  months  12  lb.,  13  oz. 

17  months  13  lb.,  14  oz. 

20  months  19  lb 

22  months  Standing  alone 

24  months  21  lb.  and  walking 


Fig.  2.  Weight  Curve  of  Case  9.  Normal  Curve  Above. 


Fig.  3 Bobby  B.  Case  9 at  Eight  Years  of  Age. 


The  baby  was  also  given  eleven  oil  injections  the 
second,  and  eight  the  third  month,  making  thirty-nine  in 
all.  He  became  very  fat  and  solid  by  this  third  year 
and  is  today  a strong  and  healthy  boy,  going  to  school 
and  playing  football  (fig.  2 and  3). 

Case  10.  J.  D.,  aged  one  year.  This  baby  is  feeble- 
minded. Birth  weight  was  six  pounds,  twelve  ounces. 
She  did  not  eat  well  and  was  fed  on  a great  variety  of 
baby  foods,  but  did  best  on  Nestle's  food.  She  was  on 
goat's  milk  when  first  seen.  At  nine  months  she  weighed 
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twelve  pounds  and  the  same  at  one  year  when  first 
seen  by  me.  She  was  fed  on  Dryco  with  “B”  Dextri' 
maltose,  viosterol  and  farina. 

She  gained  a half  pound  in  a week  with  forced  feed- 
ings, but  would  gain  and  lose  again  as  before,  so  she 
was  given  subcutaneous  injections  of  light  cotton-seed 
oil,  starting  with  2 cc.  and  ending  with  three  injections 
of  14  cc.  each.  After  the  fifth  injection  she  showed 
a gain  of  eight  ounces  in  one  day  and  never  lost  it. 
She  had  two  ultraviolet  light  treatments  and  sun  baths, 
and  during  the  eleven  days  she  had  the  oil  she  gained 
a pound.  This  gain  continued  so  that  in  the  next  four 
weeks  she  gained  a pound  and  ten  ounces  more.  In 
this  case  a very  rapid  absorption  of  the  oil  was  ob- 
serx'ed  in  the  eight  injections  used. 

It  will  be  noted  that  in  the  later  cases,  when 
I have  started  with  2 cc.  of  oil  and  have  given 
large  amounts,  results  have  been  correspondingly 
better. 

Finally,  in  drawing  conclusions  from  the  scarce 
though  convincing  literature  and  also  from  the 
results  of  personal  experience,  I feel  that  in  the 
use  of  subcutaneous  injections  of  oil  we  have 
a comparatively  new,  safe,  simple  and  very  effi- 
cient means  of  combating  severe  cases  of  malnu- 
trition in  babies  and  young  children. 


BLOOD  TRANSFUSION  IN  INFANCY 

A REVIEW  OF  THE  LITEIL-iiTURE  WITH  SPECIAL  REFER- 
ENCE TO  TECHNIC  AND  INDICATIONS.* 
Herbert  E.  Goldsmith,  M.  D. 

PORTLAND,  ORE. 

INTRODUCTION 

In  1921,  before  the  forty-seventh  annual  meet- 
ing of  the  Oregon  State  Medical  Society,  a paper 
was  presented  by  Robertson,  Brown  and  Simp- 
son' of  Toronto  on  “Blood  Transfusion  in 
Children.”  Those  of  you  who  recall  that  paper 
may  remember  at  that  time  it  was  stated  there 
had  only  been  two  reports  in  the  literature  of 
blood  transfusion  in  childhood,  exclusive  of  reports 
on  hemorrhage  of  the  newborn.  Thus  in  the 

field  of  medical  therapeusis,  transfusion  in  in- 
fancy and  childhood  is  a relatively recent  pro- 
cedure; and  rightly  so  when  we  stop  to  consider 
that  the  early  researches  into  blood  hemolysins 
and  agglutinins,  the  forerunners  of  the  blood 
grouping  of  Jansky  and  Moss,  date  back  only 
some  twenty-five  or  thirty  years. 

It  is  a long  step  between  the  technical  and 
the  practical  side  in  medicine.  We  are  not 

‘'■Read  before  the  Fifty-second  Annual  Meeting  of  Oregon 
State  Medical  Society.  Eugene,  Ore.,  October  22-24,  1931. 

1.  Brown,  A.,  Simpson,  R..  and  Robertson.  B. : Blood 

Transfusion  in  (?hildren.  Northwest  Med.  20:233.  Sept., 
1921. 


prone  to  accept  methods  for  our  use  until  w'e  see 
them  used  successfully  in  the  hands  of  others. 
Thus  it  has  been  with  blood  transfusions,  par- 
ticularly so  in  infancy  and  early  childhood,  since 
here  we  have  another  deterring  factor,  technic. 
The  writer  recalls  the  statement  of  a medical 
man  in  an  article  in  an  accepted  pediatric  pub- 
lication some  two  years  ago,  in  which  it  was 
definitely  stated  that  a certain  case  was  not 
amenable  to  transfusion  because  of  the  early 
age.  The  writer  at  that  time  was  serving  as 

House  Officer  in  the  Children’s  Hospital  of 
Michigan  in  Detroit  where  transfusions  in  infancy 
were  and  are  common  procedures.  It  was  felt 
that,  in  line  with  this  statement,  many  men  are 
hesitant  about  doing  transfusions  where  age 
is  a factor.  Thus  this  presentation,  which  is 

aimed  to  giving  a simplified,  standardiz;ed  method 
of  blood  transfusion  in  infancy. 

Sidbury^,  in  a very  comprehensive  review 
presented  before  the  Section  on  Diseases  of  Child- 
ren at  the  seventy-eighth  annual  session  of  the 
American  Medical  Association  in  1927,  sums 
up  all  that  has  gone  before  in  the  advancement 
of  our  knowledge  of  transfusions.  He  presents 
a review  of  556  cases  with  a most  complete 
series  of  indications.  To  him  the  method  of 
choice  is  the  one  with  which  the  operator  is  familiar. 
He  favors  the  Unger  method  of  direct  trans- 
fusion, chiefly  because  he  prefers  to  use  untreated 
blood. 

TYPES  OF  TRANSFUSION 

Any  discussion  of  the  value  of  blood  trans- 
fusion in  therapy  necessarily  involves  an  explan- 
ation of  the  various  types  of  transfusions.  One 
is  direct,  using  unmodified  whole  blood,  and  the 
other  is  indirect,  using  citrated  blood. 

CITRATE  vs.  UNMODIFIED  BLOOD 

Each  method  has  its  use,  and  to  generalize,  after 
reviewing  the  literature,  one  can  say  that  direct 
transfusions  of  unmodified  whole  blood  are  gen- 
erally considered  more  advantageous  than  citrated 
blood.  Robertson,  Brown  and  Simpson  feel 
that  reactions  are  fewer  after  the  use  of  this 
method.  Pooled  in  a review  of  three  hundred 
cases,  says  the  most  severe  reactions  occur  from 
the  use  of  large  amounts  of  citrated 'blbod.  Bruce'* 

2.  Sidbury,  J.  B. : Transfusion  in  Infancy  and  Childhood ; 
Review  of  556  Cases.  J.  A.  M.  A.  89:855-862,  Sept.  10, 
1927. 

3.  Poole,  M.  W.:  Role  of  Blood  Transfusion  in  Treat- 

ment of  Infants  and  Children.  J.  Michigan  M.  Soc.,  28:55S- 
565,  Aug.,  1929. 

4.  Bruce,  J.  W, : Transfusion  in  Infancy.  South.  M.  J. 

20:515-518,  July.  1927. 
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feels  that  whole  bk>od  is  more  effective  than  ci' 
tratd  blood,  - reactions  are  fewer,  platelets  are  not 
affected  and  the  red  blood  cells  appear  to  be  more 
efficient.  As  to  reactions  being  more  common 
with  citrated  blood,  he  feels  that  this  is  explained 
by  three  factors:  (1)  The  blood  is  not  matched 
properly,  since  during  the  process  of  matching, 
uncitrated  blood  is  used  and  the  platelets  are 
unaffectd.  (2)  The  distilled  water  used  in 
citrate  solution  and  in  normal  saline  may  be  old 
which,  according  to  Seibert^,  may  be  incompatible 
to  the  recipient.  (3)  Chilling  of  citrated  blood 
during  a fifteen  to  twenty  minute  interval  is  a 
common  cause  of  reactions  according  to  the  work 
of  Lindsay^  and  of  Shera’.  The  gist  of  the 
whole  argument  for  unmodified  blood  lies  in  the 
final  word  of  Speidel’s*  article  in  which  he 
says,  “whole  blood  is  physiologic  and  without 
danger  per  se.” 

Admitting  that  the  value  of  whole  unmodi- 
fied  blood  lies  in  its  virtue  of  causing  fewer 
reactions,  we  come  now  to  a consideration  of 
citrated  or  modified  blood.  Where  is  it  indicated, 
and  in  what  conditions  is  it  superior  to  unmod- 
ified blood?  For  an  ordinary  transfusion,  where 
help  is  not  at  hand,  an  operator  must  rely  on 
citrated  blood.  He  is  able  to  collect  the  blood 
from  the  donor  and  lay  it  aside  while  he  is 
preparing  the  recipient.  It  is  extremely  wise 
to  have  citrate  solution  always  on  hand  at  a 
transfusion  where  unmodified  blood  is  used, 
for  if  there  is  any  infringement  in  the  procedure, 
the  amount  of  blood  needed  may  be  withdrawn 
from  the  donor  and  kept  on  hand  warmed,  until 
the  recipient  is  again  ready. 

Bruce  states  that  the  citrate  solution  has  a ver>' 
definite  effect  on  the  blood  platelets,  tending  to 
destroy  them.  This  leads  to  an  increase  in  throm- 
boplastic  substance,  causing  a decrease  in  coagu- 
lation time.  Thus  the  superiority  of  citrated 
blood  in  the  hemorrhagic  diseases,  thrombocyto- 
penic purpura  and  hemophilia,  where  it  decreases 
hemorrhage  and  replaces  a diminished  blood  vol- 
ume. Here  we  see  a definite  physiologic  indication 
for  citrated  blood  as  against  its  use  as  a mechan- 
ical aid  in  making  transfusion  a much  simplified 

5.  Seibert,  F.  B. : Cause  of  Many  Febrile  Reactions  Fol- 
lowing: Intravenous  Injections.  Am.  J.  Physiol.  71:  621- 
651,  Feb.,  1925. 

6.  Lindsay,  J.  W.,  Rice,  E.  C.,  and  Selinger,  M.  R. : 
Transfusion  and  Irrigation  Apparatus.  J.  A.  M.  A.  92:391, 
Feb.  2,  1929. 

7.  Shera,  G. : Advantages  of  Portable  Thermostat  for 

Blood  Transfusion.  Brit.  M.  J.  1:  903-904.  May  17,  1930. 

S.  .Speidel,  W.  C. : Blood  Transfusion:  A Pew  Pertinent 
Observations.  Northwest  Med.  27 :267-268.  June.  1928. 


process,  for  there  need  not  be  the  haste  of  an 
unmodified  blood  transfusion  in  getting  the  blood 
in  the  veins  before  clotting  occurs  and  thus 
allowing  for  better  technic.  This,  however,  is 
somewhat  conjectual  and  is  not  a factor  in  all 
cases  since  the  agility  of  the  operator  must  be 
considered.  Laying  aside  the  element  of  ease  and 
convenience,  and  that  dealing  with  a definite 
physiologic  basis,  we  find  that  citrated  blood 
has  nothing  in  its  favor  superior  to  unmodified 
blood,  and  in  itself  has  that  degree  of  uncertainty 
towards  causing  reactions  which  is  far  less  with 
untreated  blood.  However,  even  in  regard  to 
the  site  of  election  for  giving  blood  and  the 
technic  used,  either  method  with  which  the  oper- 
ator has  become  proficient  is  the  method  to  be 
used. 

Just  a word  as  to  the  subcutaneous  and  the 
mtraperitoneal  transfusions  at  tliis  point.  Sub- 
cutaneous blood  transfusions  are  indeed  com- 
mendable. As  with  any  type  of  therapy,  they 
have  their  uses  but  it  should  not  be  expected 
that  this  method  of  transfusion  can  replace  the 
giving  of  blood  intravenously.  Moore  and  Dennis'’ 
have  shown  that  far  larger  quantities  of  blood 
may  be  given  subcutaneously  to  advantage  than 
has  been  commonly  believed.  They  admit  the 
value  of  transfusion  in  pediatric  practice  but  feel 
that  the  difficulties  and  the  dangers  of  intra- 
venous injection  of  blood  into  infants  and  child- 
ren have  prohibited  its  extensive  use  by  the 
majority  of  physicians.  For  hemostasis  in  blood 
dyscrasias  and  particularly  in  hemorrhagic  disease 
of  the  newborn,  subcutaneous  transfusion  possible- 
does  relieve  hemorrhage  satisfactorily,  but  such 
a procedure  does  not  aid  in  replenishing  blood 
volume.  Replenishing  a depleted  blood  volume, 
and  at  the  same  time  supplying  further  fluids 
intravenously,  as  soon  as  a diagnosis  is  made,  ’s 
often  a life  saving  measure  for  the  blood  disease 
with  hemorrhage,  the  diarrheas  with  dehydration, 
the  septic  infections  and  the  toxemias.  It  is  the 
purpose  of  the  writer  to  show  that  transfusion 
intravenously  can  be  done  with  ease  and  safety, 
the  ultimate  value  of  which  is  indisputable. 

Regarding  intraperitoneal  transfusions,  let  it 
be  said  here  that  such  a procedure  has  at  no 
time  gained  a strong  foothold.  It  is  not  entirely 
without  danger  since  accidents  of  intestinal  punc- 
ture have  occurred.  Chiefly,  however,  the  dis- 

9.  Moore,  C.  U.  and  Dennis,  H.  G. : Subcutaneous  Blood 
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advantage  of  intraperitoncal  blood  lies  in  its 
inability  of  absorption  in  those  cases  most  needful 
of  blood,  the  organism  being  in  too  weak  a state 
to  allow  any  absorption  through  the  peritoneum. 
Postmortems  on  cases  have  shown  that  even  after 
four  or  five  days  almost  as  much  blood  is 
recovered  from  the  abdomen  as  was  put  in. 
Intraperitoneal  transfusions  need  to  be  typed 
and  as  a rule  require  citrate  for  quicker  action. 
There  seems  nothing  superior  in  this  procedure 
to  intravenous  therapy,  either  as  to  expediency  or 
as  to  the  value  to  the  patient.  Browneio  says, 
“Injection  into  the  peritoneal  cavity  can  only 
be  excused  by  the  inability  of  the  operator  to 
put  the  blood  into  a vein.” 

SELECTION  OF  DONORS 

There  w'as  a time  when  newborns  were  believed 
capable  of  being  transfused  without  the  necessity 
of  blood  typing.  We  now  know  definitely  that 
even  in  newborns  hemolysins  and  agglutinins  are 
already  formed  and  that  group  typing  is  here 
as  necessary  a procedure  as  in  older  children 
or  adults.  However,  accurate  as  may  be  the 
technic  of  blood  grouping  both  for  donor  and 
recipient,  there  still  remains  certain  cases  that  in 
spite  of  correct  typing  may  result  in  very  serious 
and  sometimes  fatal  serologic  reactions.  Lillie^' 
and  Robertson,  Brown  and  Simpson  feel  that 
the  double  or  mutual  cross  agglutination  gives  far 
greater  safety  than  the  selection  of  a donor  by 
type.  This  method  is  simple  and  positive.  It 
may  be  done  in  the  office  w'here  typing  sera 
are  not  at  hand.  It  allows  the  operator  to  see 
directly  under  the  microscope  the  actual  com' 
patibility  of  donor  and  recipient. 

Briefly  the  method  is  this.  On  a clean  glass 
slide,  two  circles  are  ruled  with  a glass  pencil. 
In  the  first,  marked  DC  x RS,  are  placed  two 
drops  of  a very  light  suspension  of  donor’s  cells 
in  normal  saline  (one  drop  of  blood  to  five 
cubic  centimeters  of  saline).  To  this  is  added 
one  drop  of  the  recipient’s  serum,  obtained  either 
after  centrifuging  or  after  clotting  has  occurred. 
In  the  second,  marked  DS  x RC,  are  placed  two 
drops  of  a suspension  of  the  recipient’s  cells,  to 
which  is  added  one  drop  of  donor’s  serum.  The 
slide  is  then  examined  under  the  low  power 
microscope,  the  depth  of  the  suspension  being 
noted.  The  slide  is  then  laid  aside  for  at  least 

10.  Browne,  D. : Method  of  Blood  Transfusion  with  Special 
Reference  to  Children.  Brit.  M.  J.  1:259-262,  Feb.  14,  1931. 

11.  Lillie,  G.  J.:  Blood  Transfusion  of  Infants.  M.  J. 

Australia.  1:238-240,  Feb.  25,  1928. 


twenty  minutes,  during  which  time  the  sus- 
pensions and  sera  are  gently  agitated  two  or 
three  times  to  allow  for  complete  mixing.  At  the 
end  of  twenty  minutes  the  slide  is  again  examined. 
Any  thinning  of  the  suspension  in  either  section 
denotes  hemolysis.  Any  clumping  of  the  sus- 
pension denotes  agglutination.  If  either  of  these 
occur  in  either  suspension,  the  donor  and  the 
recipient  are  not  considered  compatible. 

Incompatible  donors  are  generally  found  by 
this  method,  in  section  DS  x RC.  However, 
the  opposite  cross  will  on  some  rare  occasion 
show  incompatibility;  thus  the  rationale  of  the 
double  cross.  Fresh  serum  and  cells  should  be 
used  for  every  double  cross  and  before  every 
transfusion  even  if  a repeat,  using  the  same 
donor.  Cases  are  frequent  where  reactions  have 
occurred  after  a second  or  third  transfusion, 
where  none  occurred  with  the  first.  Sidbury,  in 
explaining  this  peculiarity  of  reaction,  feels  that 
blood  groups  are  probably  constant  but  that  the 
agglutinating  power  of  the  serum  may  change 
from  time  to  time. 

It  is  unnecessary  to  more  than  mention  the 
transmission  of  disease  by  transfusion.  All  donors 
should  be  tested  for  syphilis  except  where  an 
emergency  is  at  hand  and  here  parents  or  relatives 
who  are  considered  free  from  the  disease  should 
be  used.  In  dealing  with  septicemias,  where  the 
health  of  the  donor  may  be  endangered  by  infect- 
ing him  from  the  recipient,  separate  syringes  are 
to  be  used  for  each  quantity  of  blood  withdrawn, 
and  then  discarded. 

SITE  OF  ELECTION  FOR  TR.^NSFUSION 

The  main  obstacle  in  the  way  of  blood  trans- 
fusion in  infancy  is  the  apparent  difficulty  in 
finding  an  area  where  a vein  can  be  used  in  the 
child.  The  vein  to  be  used  must  be  accessible 
and  must  be  of  sufficient  size  to  accomodate  the 
needle.  Many  sites  have  been  used,  any  one  of 
which  may  be  adaptable  to  each  operator’s  use. 
One  of  the  more  frequently  used  veins,  the 
superior  longitudinal  sinus,  is  easily  accessible 
in  the  trained  operator’s  hands.  It  has  its  faults, 
however,  in  that  accidents  are  reported  where, 
when  a large  volume  of  blood  has  been  given, 
the  needle  has  broken  through  the  sinus  into 
the  subarachnoid  space,  causing  an  intracranial 
hematoma.  The  need  for  restraining  the  child 
so  that  there  is  as  little  restlessness  as  possible 
is  obvious. 
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In  children  in  whom  the  fontanelle  is  closed, 
this  method  cannot  of  course  be  used,  so  other 
sites  must  be  looked  for.  The  external  jugular 
and  femoral  veins  are  frequently  used.  In  the 
newborn  of  a few  days  old,  the  umbilical  vein’^ 
may  be  used,  if  thrombosis  has  not  already  occur' 
red.  The  route  of  choice  for  the  writer  is  the 
internal  saphenous  vein,  located  on  the  inner 
aspect  of  the  ankle.  In  many  cases,  particularly 
in  older  children,  this  vein  is  of  sufficient  size 
to  enter  w'ithout  dissection.  Sidbury  says  he  has 
transfused  twentyTive  infants  under  one  year 
of  age  by  this  method  without  cutting  down. 

At  times  the  median  basilic  vein  in  the 
cubital  space  may  be  used.  In  the  younger 
infant,  however,  where  the  internal  saphenous 
vdn  is  used,  cutting  down  should  be  resorted 
to,  for  here  the  amount  of  fat  about  the  ankle 
usually  obscures  the  vein.  Poole  favors  this 

method  for  the  following  reasons:  (1)  Constan- 
cy  of  position  of  the  vein,  (2)  ease  of  dissection, 
and  (3)  freedom  from  the  backflow  because  of 
valve  processes  above  the  point  of  entrance.  This 
site  is  used  constantly  by  the  writer  in  older 
children  as  well  as  in  infants.  Here  we  have  a 
site  that  may  be  used  without  cutting  down  fre- 
quently  and  where,  if  dissection  is  resorted  to, 
the  resulting  scar  is  hidden.  Examination  of 
children  one  year  after  transfusion,  where  cutting 
down  was  necessary,  showed  but  a slight  scar, 
not  the  least  unsightly. 

TECHNIC 

Having  decided  now  on  the  direct  blood  trans' 
fusion  using  the  internal  saphenous  vein,  we  shall 
now  proceed  with  a detailed  description  of  the 
technic  followed — the  syringe-cannula  method  of 
Lindemann'^. 

Donor  and  recipient  arc  made  ready  for  the 
transfusion,  the  donor’s  arm  being  prepared  in 
the  usual  manner.  The  recipient,  if  an  infant, 
lies  with  his  legs  restrained  by  gauze  tied  around 
the  ankles.  The  ankle  to  be  used  for  receiving 
the  blood  is  everted  and  the  knee  flexed.  The 
person  holding  the  infant  places  one  hand  above 
the  knee,  the  other  holding  the  heel,  the  thumb 
extending  along  the  inner  aspect  of  the  foot  and 
the  fingers  grasping  the  dorsum.  In  this  manner 

12.  Marriott,  W.  M. : Infant  Nutrition,  C.  V.  Mosby  Co., 
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the  foot  is  held  everted  and  rigid.  A frame  de' 
scribed  by  Laird '■*  will  be  found  more  than 
satisfactory  for  restraining  infants  where  addi' 
cional  assistance  is  not  at  hand.  If  the  internal 
saphenous  vein,  coursing  along  anteriorly  and 
somewhat  superiorly  to  the  internal  malleous,  is 
of  sufficient  size  to  be  entered  without  dissecting, 
the  transfusion  may  proceed. 

However,  the  method  of  cutting  down,  locating 
the  vein  and  inserting  the  needle  needs  further 
description.  Cases  are  frequently  met  with, 
where  the  vein  is  neither  visible  nor  palpable.  The 
constancy  of  position  of  the  vein  allows  it  to 
be  picked  up  easily,  if  a lateral  incision  one 
centimeter  in  length  is  made,  immediately  super- 
ior and  lateral  to  the  highest  point  of  the  malle- 
olus. The  incision  should  be  made  just  through 
the  skin,  after  which  it  is  spread  by  a small 
hemostat.  Previous  to  making  the  incision,  the 
site  selected  should  be  infiltrated  with  one-half 
per  cent  novocaine  solution.  Spreading  the  incision 
tends  to  obliterate  the  vein  since  it  frees  it  of 
blood,  but  as  pressure  is  released,  the  vein  fills  up 
and  again  becomes  visible. 

It  sometimes  becomes  necessary  to  dissect  away 
the  subcutaneous  fat  in  those  patients  where  there 
is  an  excess,  before  the  vein  can  be  found.  The 
vein  lies  on  the  deep  fascia  surrounded  by  sub- 
cutaneous fascia.  The  latter  should  be  dissected 
away  by  picking  up  the  vein  with  a tenotomy 
hook  and  pushing  through  the  sheath.  The  vein 
is  freed  for  as  much  of  its  length  as  the  incision 
will  permit.  Two  light  stay  sutures  (no.  O cat- 
gut) arc  then  placed  under  the  vein,  the  distal 
one  being  drawn  tight  and  held  in  place  to 
the  sterile  sheeting  with  hemostat.  This  ligature 
is  not  tied,  but  by  its  tautness  occludes  the  vein 
and  brings  it  up  into  position.  A single  tie 
is  made  in  the  proximal  suture  and  the  ends  are 
left  free.  By  grasping  the  lower  suture  and 
exerting  gentle  traction,  the  vein  is  brought  up 
free  from  its  fascial  covering.  It  is  thus  held 
rigid,  allowing  the  operator  to  make  an  incision 
into  it  with  a fine  point  scissor.  Care  should 
be  taken  to  incise  no  more  than  half  way  across. 
A clean  cut  incision  allows  a small  amount  of 
blood  to  flow  out,  showing  the  operator  he  is 
within  the  lumen. 

In  the  selection  of  cannulae  the  writer  has 
found  that  ordinary  gold  needles,  on  which  the 
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bevels  have  been  dulled  by  rounding  off  the 
points,  serve  the  purpose  well.  Needles  of  three 
sizes  are  included  in  every  set  up:  15,  18,  and  20 
gauge.  The  largest  needle  is  selected  which  the 
vein  will  accomodate.  Great  care  should  be  used 
to  see  that  in  inserting  the  cannula  it  does  not  slip 
between  the  layers  of  the  vein.  With  the  cannula 
in  position,  a small  amount  (2  cc.)  of  warm  nor' 
mal  saline  is  injected  into  the  vein.  This  is  but  a 
test,  since  if  any  resistance  is  present,  the  operator 
knows  his  cannula  is  not  in  the  lumen  and  he 
must  therefore  remove  and  reinsert  it.  When  the 
test  saline  runs  in  smoothly,  the  cannula  is  then 
tied  into  place  with  the  top  ligature.  An  adapter 
with  a correct  rubber  attachment  to  fit  the  ends 
of  the  Luer  syringes  is  next  connected  to  the 
cannula. 

The  recipient  is  now  ready  to  receive  blood 
from  the  donor  which  is  obtained  by  filling 
20  cc.  Luer  syringes  and  passing  them  to  the 
operator.  While  the  operator  is  injecting  the 
blood,  the  assistant  fills  the  next  syringe,  at 
such  a rate  that  his  syringe  is  filled  when  the 
operator  has  emptied  the  first  20  cc.  The  empty 
syringe  is  immediately  passed  to  a second  assist' 
ant  who  cleans  it  in  saline.  It  may  then  be 
used  again.  In  those  cases  where  the  patient 
has  a septicemia  and  where  using  the  same  syringe 
might  be  harmful  to  the  donor,  a new  syringe 
is  used  for  each  quantity  obtained. 

After  the  required  amount  of  blood  is  given, 
5 cc.  of  normal  saline  is  injected  into  the  recip' 
ient's  vein,  the  stay  sutures  are  removed,  and 
catgut  stitches  are  placed  in  the  skin  ready  to 
be  tied  after  the  cannula  is  removed.  Either 
one  mattress  stitch  or  two  interrupted  stitches 
are  used  to  close  the  incision.  When  the  can' 
nula  is  removed  there  is  but  a small  amount  of 
bleeding  from  below  it.  This  is  easily  controlled 
by  a firm  alcohol  dressing.  One  of  the  greatest 
advantages  of  using  the  internal  saphenous  vein 
and  cutting  down  to  it  is  that  the  same  site  may 
be  used  two  or  three  times  over  a period  of 
a week  without  having  to  find  a new  vein. 
The  same  entry  in  the  vein  will  often  be  found 
patent  after  this  length  of  time.  It  if  has 
become  thrombosed,  a new  incision  may  be  made 
higher  up  in  the  same  vein,  without  the  need  of 
further  dissection. 

The  amount  of  blood  that  may  be  given  is 
generally  figured  at  15  cc.  per  pound  body 


weight.  This  amount  should  be  given  slowly, 
taking  thirty  to  forty  seconds  for  each  20  cc. 
injected.  Toward  the  end  of  the  amount  com' 
puted,  it  is  necessary  to  watch  for  overloading 
of  the  vascular  system.  A marked  flushings  di' 
lated  scalp  veins  and  increase  in  pulse  rate  are 
all  evidences  to  cease  immediately  further  in' 
jections.  The  tolerance  for  blood  intravenously 
varies  with  different  individuals,  but  if  the 
upper  limit  be  set  at  15  cc.  per  pound,  absolute 
safety  can  be  assured  n any  case. 

REACTIONS 

Almost  every  case  subjected  to  transfusion 
has  some  reaction.  The  one  most  frequently 

seen  is  a rise  in  temperature  coming  soon  after 
the  transfusion  and  is  not  caused  by  any  other 
condition.  Going  from  the  slightest  reaction  to 
the  fatal,  we  find  in  order,  flushing,  fever, 
headache,  chill,  weakness,  cough,  dyspnea,  nausea, 
vomiting,  cyanosis  and  collapse.  These  signs  of 
reactions  may  not  all  be  present  in  every  case, 
but  every  reaction  is  manifested  by  one  or  more. 
Reactions  may  occur  immediately  with  the  first 
blood  given  or  they  may  not  appear  until  twelve 
to  twenty' four  hours  later.  With  incompatible 
bloods,  where  agglutination  has  been  overlooked 
or  carelessly  done,  we  see  almost  an  immediate 
reaction  taking  place.  For  this  reason,  it  is 
always  wise  to  give  the  first  amount  of  blood 
cautiously,  watching  closely  for  any  signs  of 
reaction. 

The  usual  causes  of  reactions,  both  physiologic 
and  mechanical  are  as  follows:  (1)  Incompatibility 
of  donor,  including  changes  in  reaction  of  pre' 
viously  tested  blood,  (2)  too  large  volume  of 
blood,  (3)  too  rapid  injection  of  blood,  (4)  too 
cold  injection  of  blood,  if  citrate  is  used. 

Sidbur>'  gives  three  factors  that  may  enter 
into  the  production  of  reactions:  (1)  Care  and 
skill  used  in  matching  bloods,  (2)  skill  of  the 
operator,  (3)  method  used. 

An  operator,  who  is  entirely  conversant  with 
the  various  s-gns  of  reactions  and  who  has  con' 
tinuously  in  his  mind  the  fact  that  they  do 
occur,  need  have  no  fear  of  them. 

INDIC.\TIONS 

Time  does  not  permit  more  than  a mention  of 
the  various  indications  for  blood  transfusion  in 
infancy.  Sidbur>'  was  quite  correct  when  in  1927 
he  said  that,  “as  more  is  learned  of  the  value  of 
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transfusion,  the  indications  for  its  use  become 
greater.”  We  have  seen  an  apparently  never' 
ending  increase  in  indications. 

The  first  condition  in  which  blood  transfusion 
was  done  in  infancy  was  hemorrhagic  disease  of 
the  newborn.  From  that  we  see  built  up  a list 
of  indications  that  is  gradually  mounting.  This 
increase  is  due  not  alone  to  more  conditions 
observed,  responding  to  blood  intravenously,  but 
to  the  increase  in  general  usage  of  the  operative 
procedure. 

An  outline  of  indications  is  as  follows: 

I.  Endogenous  conditions. 

A.  Diseases  of  blood  and  blood  forming  organs. 

1.  Hemorrhagic  disease  of  newborn. 

2.  Hemophilia. 

3.  Purpura,  thrombopenic  and  infectious. 

4.  Von  Jaksch’s,  Banti’s,  Gaucher’s  and  splenic 

anemia,  pre-  and  postoperatively. 

5.  Leukemias,  palliative  only. 

6.  Secondary  anemias. 

B.  Nutritional  diseases. 

1.  Marasmus  and  decomposition. 

2.  Pyloric  stenosis,  pre'  and  postoperatively. 

3.  Diarrheas  and  intoxications. 

II.  Exogenous  conditions. 

A.  Septic  infections. 

1.  Chronic  respiratory  infections. 

a.  Bronchopneumonia. 

b.  Empyema. 

2.  Toxic  states  of  infectious  diseases. 

a.  Measles. 

b.  Scarlet  fever. 

These  conditions  are  indications  for  immune 
transfusions. 

3.  Septicemia  and  pyemia. 

B.  Toxic  states. 

1.  Posttraumatic. 

2.  Shock. 

3.  Severe  superficial  burns. 

4.  Erysipelas. 

The  last  two  conditions  are  indications  for 

exsanguination  transfusions. 

CONCLUSIONS 

The  time  for  transfusing  any  case  is  before 
it  has  gone  too  far.  Quoting  Bruce,  “We  must 
get  away  from  the  idea  that  transfusion  is  an 
heroic  measure  to  be  used  only  when  death 
seems  imminent.  Any  procedure  under  such 

circumstances  is  doomed  to  disrepute.  Transfusion 
should  be  done  before  case  becomes  desperate.” 

Transfusion  in  infancy  is  not  to  be  considered 
a panacea  for  all  ills.  The  indications  for  its 
use  are  definite.  It  is  often  life  saving.  The 
method  presented  is  simple  and  tried.  It  is  hoped 
that  this  presentation  will  inspire  further  the 
adoption,  by  the  profession,  of  blood  transfusion 
m infancy. 


CEREBRAL  HEMORRHAGE  IN  THE  NEW' 
BORN 

ITS  SUCCESSFUL  TREATMENT* 

Norman  W.  Olein,  M.  D. 

SEATTLE,  WASH. 

Many  new  born  infants  can  be  saved  from  early 
death,  paralysis  or  mental  deterioration.  Prompt,  ef' 
ficient  diagnosis  and  treatment  of  unusual  symptoms 
occurring  immediately  after  birth  will  save  lives. 
Resorting  to  well  advertised  stimulants  or  calling 
upon  the  fire  department  for  aid  can  only  result 
in  harm  to  the  patient.  Proper  accurate  diagnosis 
must  preceed  effective  treatment. 

Cerebral  hemorrhage  is  not  at  all  uncommon  and 
should  be  recognized  easily  and  soon  after  birth. 
In  premature  infants,  50  per  cent  of  the  deaths 
occurring  in  the  first  few  days  are  due  to  cerebral 
hemorrhage.  Fortunately  this  is  much  less  frequent 
in  full  term  infants. 

PATHOLOGY 

Cerebral  hemorrhage  can  be  divided  into  three 
main  groups: 

1.  Cortical  or  supratentorial.  This  may  be  local' 
ized  or  massive  and  is  usually  subdural.  This  is 
the  type  referred  to  in  this  paper.  These  usually 
recover  with  treatment. 

2.  Subcortical  or  infratentorial.  This  occurs  us' 
ually  about  the  cerebellum  and  brain  stem,  is  sub- 
arachnoid and  occurs  more  frequently  in  pre' 
mature  infants.  This  type  often  dies. 

3.  Meningeal  irritation.  This  occurs  where  there 
has  been  extreme  and  severe  moulding,  due  to  too 
long  a test  of  labor,  pituitrin  injections  or  possib' 
ly  forceps. 

The  size  of  the  child  or  the  technic  of  delivery, 
such  as  forceps,  is  probably  not  an  important  pre' 
disposing  cause.  Most  hemorrhage  cases  are  spon' 
taneous  deliveries.  Seven  out  of  ten  in  this  series 
were  normal  births.  Ten  cases  are  reported,  seven 
being  full  term  and  three  premature.  In  eight  cases 
the  health  of  the  mother  was  normal,  the  ninth  had 
prC'  and  postnatal  eclamptic  convulsions  and  the 
tenth  had  pneumonia  at  the  time  of  delivery. 

Before  the  head  is  born,  the  skull  and  vessels 
are  protected  by  the  soft  parts  of  the  birth  pas' 
sages.  As  soon  as  the  head  is  born  the  protecting 
pressure  of  the  soft  parts  is  released,  which  un' 

*Read  before  the  Porly-Sccond  Annual  Meeting  of  Wash- 
ington State  Medical  Association,  Aberdeen,  Wash,,  Aug.  3-5, 
1931. 
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doubtedly  allows  a spreading  of  the  bony  plates  of 
the  skull  with  a tearing  or  stretching  of  the 
smaller  meningeal  vessels  and  those  leading  to  the 
sinuses.  This  may  also  explain  the  number  of 
tentorial  tears  observed  in  infants  dying,  follow^ 
mg  cerebral  hemorrhage.  A slow  even  pressure 
exerted  on  the  head  by  the  obstetrician  to  prevent 
its  “popping  through”  may  be  an  important  factor 
in  reducing  the  incidence  of  cerebral  hemorrhage. 

DI.\GNOSIS 

This  is  based  on  the  presence  of  one  or  more 
of  the  following  symptoms: 

1.  Cyanosis  is  the  most  important  and  constant 
symptom  and  is  usually  intermittent  in  character, 
occurring  at  irregular  intervals  soon  after  birth. 
The  infant  is  often  of  a purplish  to  cherry  red 
color  between  these  spells.  This  type  of  cyanosis 
is  to  be  contrasted  with  the  continuous  progressive 
cyanosis  due  to  other  causes  seen  soon  after  or  at 
birth. 

2.  Asphyxia  is  present  at  birth.  All  means  of 
resuscitation  are  usually  called  into  action.  Hours 
are  often  required  to  induce  regular  respirations 
unless  an  early  puncture  is  performed  to  relieve 
pressure. 

5.  Apathy.  The  helpless  expression  and  flaccid- 
ity  of  all  muscle  groups  are  very  noticeable.  The 
infant  seems  lifeless. 

4.  Failure  to  cry  or  simply  a low  moan  or  oc- 
casional grunting  sound  is  commonly  observed. 

5.  Respirations  are  usually'  short,  shallow  and 
quite  labored. 

6.  Difficulty  in  swallowing  liquids  and  vomiting 
are  frequent. 

7.  Convulsions  and  a bulging  fontanelle  are 
found  at  times,  although  usually  later  in  the  course 
of  the  illness. 

8.  Spinal  fluid  always  shows  color  changes,  rang- 
ing from  a xanthochromic  golden  yellow  fluid  to  a 
deep  dark  pure  bloody  fluid.  Clear  fluid  means 
that  there  is  no  hemorrhage  present.  No  harm  has 
been  done  by  performing  a puncture.  A diagnostic 
puncture  should  always  be  performed  if  the  cyan' 
osis  and  asphyxia  cannot  be  explained  on  any  de- 
monstrable pathologic  process,  such  as  a congenital 
heart. 

DIFFERENTIAL  DI.^GNOSIS 

This  should  exclude  the  following  conditions: 

1.  Atelectasis  which  produces  a continuous  cyan- 
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osis.  The  chest  has  many  fine  moist  rales  through- 
out the  affected  areas. 

2.  Congenital  heart  disease  has  a progressive 
cyanosis.  The  heart  findings  are  sufficient  to  diag- 
nose the  condition. 

3.  Lues  may  assume  any  type  of  symptoms,  es- 
pecially snuffles  and  skin  lesions.  The  Wasser- 
mann  test  is  diagnostic. 

4.  Thymic  enlargement  is  found  often  enough  to 
warrant  a roentgenogram  of  the  chest.  This  type 
of  cyanosis  is  present  chiefly  on  exertion.  The 
baby  is  happy  and  well  between  spells. 

5.  Congenital  laryngeal  conditions  causing  par- 
tial stenosis  and  cyanosis. 

6.  Narcolepsy  due  to  morphine  or  ether  given 
to  the  mother. 

TREATMENT 

Cisternal  puncture  is  the  method  of  choice  be- 
cause it  is  the  (1)  most  direct  route,  (2)  provides 
more  adequate  drainage,  (3)  offers  less  chance  of 
a dry  tap. 

1.  Cisternal  puncture  or  lumbar  puncture  is 
performed  early,  both  for  diagnosis  and  treatment. 
If  bloody'  fluid  is  present,  it  should  be  allowed  to 
drain  until  no  more  comes  through  the  needle.  One 
puncture  is  sufficient  if  the  fluid  is  drained  com- 
pletely. If  cyanosis  and  apathy  persist,  another 
puncture  should  be  done  in  twelve  or  twenty- 
four  hours,  particularly  if  the  condition  of  the  in- 
fant does  not  improve. 

Of  ten  cases,  six  had  only  one  puncture,  two  had 
two  drainages,  one  had  three  and  one  had  five 
punctures.  If  the  infant  is  clincally  brighter  and 
has  no  cyanosis,  cries  well,  is  not  apathetic  and 
nurses  well,  leave  him  alone.  Frequent  drainage 
unless  indicated  may  be  harmful.  A clear  fluid 
indicating  absence  of  hemorrhage  is  harmless  to  the 
patient.  Several  of  the  infants,  who  were  unable 
to  cry  before  the  puncture  was  performd,  cried 
lustily  as  the  needle  was  withdrawn.  This  is  a 
very  favorable  sign. 

The  smallest  amount  of  bloody  cerebrospinal 
fluid  obtained  at  one  time  was  5 cc.,  the  largest 
60  cc.  The  lowest  total  amount  from  any  patient 
was  15  cc.,  the  highest  130  cc.  The  average  total 
amount  withdrawn  was  approximately  40  cc. 

2.  Blood  given  subcutaneously  or  intramuscularly 
is  valuable.  Fifteen  to  thirty  cc.  of  whole  blood 
should  be  injected  as  soon  as  the  diagnosis  is  made. 
This  method  is  simple,  rapid  and  can  be  done  any- 
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where  with  only  a sterile  20  cc.  syringe  and  a 
needle.  No  typing  or  grouping  is  necessary  for 
giving  blood  by  this  route.  The  father’s  or  mother's 
blood  is  preferable. 

3.  Do  not  disturb  the  baby  unncessarily.  Feed 
him  in  the  crib.  Elevate  the  head  of  the  bassinette. 
Give  no  elaborate  baths.  Give  small  feedings  every 
three  hours  with  water  or  weak  tea  between  every 
other  feeding.  Breast  milk  is  preferable.  Use  a 
medicine  dropper  or  gavage,  if  there  is  any  diffi' 
culty  in  swallowing  from  a nipple.  Change  diapers 
quickly  and  with  little  disturbance.  Keep  the  in- 
fant  warm. 

4.  Oxygen  or  carbon  dioxide  and  oxygen  are  of 
some  value  during  cyanotic  attacks,  as  the  cyanosis 
will  disappear  only  after  relief  obtained  by  the 
puncture  and  drainage.  Stimulants  are  usually  of 
no  value.  The  medical  profession  surely  deserves 
the  unfavorable  publicity  it  is  receiving,  due  to  the 
fact  some  doctors  have  allied  their  treatment  with 
the  fire  department  pulmotor  squads.  Doctors 
should  be  able  to  practice  medicine  without  the  aid 
of  the  firemen.  First  class  hospitals  and  scientific' 
ally  minded  physicians  surely  can  handle  this  prob' 
lem  adequately. 

PROGNOSIS 

This  is  good  for  life  and  for  a normal  mental  and 
physical  condition,  if  adequate  drainage  is  per' 
formed  early,  usually  within  the  first  twenty'four 
hours.  Babies  who  have  small  or  massive  hemorr' 
hage  in  vital  areas  and  remain  untreated,  constitute 
the  group  in  which  we  find  the  spastic  paraplegias, 
hydrocephalics  and  mentally  subnormal  children  in 
later  years.  Death  may  occur  in  the  first  few  days. 
The  sequelae  are  more  dependent  on  the  site  of 
the  hemorrhage  than  its  extent.  Ten  cases,  rang' 
ing  from  the  present  ages  of  three  and  a half  years 
to  three  months  who  appear  normal  or  above  aver' 
age  for  their  age  groups,  testify  favorably  to  the 
after  results  obtained. 

SUMMARY 

1.  Cerebral  hemorrhage  of  the  new'born  can  be 
diagnosed  early. 

2.  Early  cisternal  or  spinal  puncture  should  be 
performed  in  all  new  born  infants  who  have  cyan' 
osis  unexplainable  by  any  definite  pathologic  pro- 
cess. 

3.  Ten  infants  now  living  and  normal  physically 
and  mentally  testify  that  the  prognosis  in  many  of 
these  cases  is  good. 

808  East  Roy  Street. 


WHOOPING'COUGH 

THE  USE  OF  VACCINE  IN  ITS  TREATMENT* 

Morris  L.  Bridgeman,  M.  D. 

PORTLAND,  ORE. 


Whooping'cough  is  a dreaded  disease  and  one 
that  is  dangerous,  especially  to  infants.  Further' 
more,  it  is  a very  difficult  disease  to  control  because 
it  is  most  communicable  in  the  catarrhal  stage 
when  its  true  nature  is  hard  to  recognize.  For 
this  reason  it  spreads  rapidly  among  the  nonimmune 
school  children  who  in  turn  take  it  home  to  their 
relatives  and  neighbors.  So  it  is  not  long,  particu' 
arly  when  the  disease  has  been  quiescent  for  a long 
period,  until  a widc'Spread  epidemic  is  in  force. 

The  treatment  of  whooping'cough  is  a varied  one 
from  medication,  vaccines,  vaccination  and  physical 
therapy  to  roentgen  therapy.  The  literature  is  filled 
with  reports  on  new  drugs  as  being  beneficial  or 
curative.  No  one  method  seems  to  be  in  accord  with 
everyone,  though,  according  to  Smiths  who  reviewed 
the  literature  from  1914  to  1924,  the  consensus  of 
opinion  would  seem  to  suggest  that  the  prophylactic 
use  of  vaccine  may  be  expected  to  yield  very  satis' 
factory  results  whenever  sufficient  dosage  is  used. 
He  states  that  the  therapeutic  vaccines  seem  to  be 
in  doubt  and  that  the  only  men  reporting  success 
are  those  using  large  doses.  Some  of  the  men  re' 
ported  by  Smith  stated  that  the  vaccine  was  prO' 
phylactic  in  the  majority  of  cases.  Spolverini^  rc' 
ported  it  to  be  93  per  cent  effective.  Bloom^  re' 
ported  a baby  home  in  which  204  inmates  received 
prophylactic  inoculations  and  no  new  cases  occurred 
after  three  months.  Herrman  and  BelH,  Henryk, 
Davies®,  Miller'^,  Auricchio®,  Reynolds®,  Rewalt^®, 
Appel  and  Bloom  n reported  very  favorably. 


*From  the  Department  of  Pediatrics,  University  of  Ore- 
gon Medical  School. 

‘Read  before  the  fifty-seventh  annual  meeting  of  Oregon 
State  Medical  Society,  Eugene,  Ore.,  October  22-24,  1931. 
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whereas  Davisoni^,  Paterson  and  Smellieis  were 
unfavorable. 

Since  1924  there  have  been  numerous  papers  ac' 
cumulated  on  the  use  of  vaccine.  The  same  con^ 
elusion  could  be  drawn  from  this  series,  namely, 
that  a large  majority  of  the  men  give  value  to  the 
use  of  vaccine.  Aldrichi^  in  his  excellent  paper 
reported  that  out  of  seventeen  children  exposed 
and  treated  with  the  vaccine  only  four  developed 
whooping'cough  and  these  had  it  very  mildly.  He 
further  goes  on  to  show  that  the  earlier  treatment 
is  started  the  greater  the  value.  Bivingsi^,  Bloom  i®, 
Enklaarf*,  Krijgeris^  Meyer^^,  Myers^o,  Munoyer- 
ro^^,  Huenekens22^  Pellegrini^^,  Fiano^*,  Vitelli^s, 
have  all  reported  successfully  in  the  use  of  vaccine. 
Sauer  and  Hambrecht^G  stated  that  three  injections 
of  potent  vaccine  did  not  prevent  the  disease  in 
definitely  exposed  susceptible  children  and  that  vaC' 
cine  therapy  had  little  if  any  influence  in  the 
course  of  the  disease  with  one  hundred  patients. 
They  further  state  that,  since  vaccine  is  of  doubtful 
value,  the  earliest  possible  diagnosis  followed  by 
the  strictest  quarantine  is  the  chief  means  of  com- 
bating  this  malady. 

In  the  winter  and  spring  of  1929'30,  Portland 
had  a wide-spread  epidemic  and  it  was  during  this 
period  that  we  used  the  vaccine  in  the  treatment 
of  our  cases.  Following  this  epidemic  we  sought 
to  make  a survey  of  the  treated  cases  to  determine 
how  it  had  been  received  by  the  public.  The  data 
obtained  were  volunteered  by  the  parents  on  a ques- 
tionnaire either  mailed  or  phoned  to  them.  The 
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information,  of  course,  could  not  be  considered  ac- 
curate enough  for  scientific  data  but  at  least  it 
would  give  some  idea  how  the  parents  believed  in 
the  therapy  which  is  in  a way  a fair  indication  of 
its  value, mixed  serobacterian  stock  was  used 


which  contained  5,400,000  pertussis  organisms  per 
cubic  centimeter. 


The  children  and  babies  were  given  an  initial 
doseage  of  0.5  to  0.8  cc.  and  on  every  third  or 
fourth  day  0.8  to  1 cc.  or  1.2  to  2.0  cc.  and  a fourth 
inoculation  of  1.5  to  2.0  cc.  Occasionally  more 
than  the  four  inoculations  were  given. 

The  variation  of  doseage  was  due  to  the  fact 
that  earlier  in  the  epidemic  we  were  timid  with  the 
dosage  but  gradually  increased  it  as  our  experience 
increased.  At  no  time  did  we  have  any  severe  re- 
action. In  two  cases  there  was  considerable  swell- 
ing over  the  site  of  the  injection.  We  found  that 
infants  and  very  young  children  tolerated  much 
larger  doses  with  impunity  than  the  older  children. 
The  site  chosen  for  the  injection  was  the  deltoid 
and  triceps,  and  the  serobacterin  was  always  in- 
jected deeply. 

Out  of  147  cases  treated  between  the  ages  of 
three  months  and  ten  years  from  whom  records 
could  be  obtained  (fig.  1),  94  were  inoculated  dur- 


Time  of  First  Inoculation — 3-7  10-14  14-21 


Severity  of  Disease 
Coughing  controlled,  no 
whoop  (very  mild) 
Coughed,  a tew  whoops, 
(greatly  benefited) 
Coughed,  whooped  but 
benefited  (moderate) 
Whooped,  no  benefit 
(severe) 


days  days  days 


Per  cent 

Per  cent 

Per  cent 

20(21) 

3(  8) 

0(  0) 

21(22) 

6(17) 

3(16) 

41(44) 

22(61) 

5(28) 

12(13) 

5(14) 

10(56) 

Fig.  1 


ing  the  first  seven  days  of  the  disease.  One  will 
note  that  favorable  impressions  were  volunteered 
in  87  per  cent  of  the  cases,  and  that  43  per  cent 
(nearly  one-half)  had  a mild  or  very  light  attack; 
in  fact,  in  many  of  the  homes  where  these  children 
were  treated  the  grandmothers  decided  that  they 
had  bronchitis  and  not  whooping-cough. 

In  36  cases  inoculated  between  the  tenth  and 
fourteenth  day  good  results  were  obtained  in  nearly 
the  same  percentage  as  those  receiving  an  earlier  in- 
oculation but  a less  percentage  of  very  mild  cases 
were  obtained.  In  those  who  had  reached  the 
whooping  stage,  fourteen  days  or  more,  few  were 
benefited  and  no  very  mild  cases  resulted.  In  91 
exposed  cases  (fig.  2.)  49  did  not  contract  whoop- 
ing-cough after  the  inoculations  were  given;  32 
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EXPOSED  CASES,  91 


No  whooping'cough  49  (54) 

Very  mild  whooping-cough  32  (35) 

Not  benefited  7 (8) 

No  reports  3 (3) 

Fig  2 

Pre'  Bene'  Not 

vented  fited  Benefited 

Exposed  in  same  home  10  26  2 

Exposed  outside  of  own  home;  39  9 5 

no  cases  within  home 

Fig.  3 


were  benefited,  7 were  not  helped;  no  reports  were 
obtained  in  3. 

It  is  interesting  to  note  that  38  were  exposed 
within  their  own  household,  that  is,  they  were  the 
youngest  of  several  who  brought  the  disease  from 
school.  In  this  group  only  10  did  not  take  the 
disease;  26  were  benefited  and  2 were  not  helped 
One  also  notes  that  where  there  was  a single  or 
few  exposures,  that  is,  an  only  child  in  the  home 
who  was  exposed  outside,  a greater  proportion  of 
these  did  not  take  the  disease.  It  would  seem  from 
this  knowledge  that  perhaps  at  the  initial  exposure 
the  child  was  not  contaminated  and  where  the 
children  were  continually  exposed  the  vaccine  did 
not  protect  them^  We  find  that  less  than  8 per 
cent  were  not  benefited,  which  again  shows  us  that 
the  earlier  the  treatment  is  started  the  better  the 
results. 

In  our  series  of  cases  there  were  fourteen  infants 
under  six  months  of  age.  The  results  were  favor' 
able  in  all  but  one  case.  This  single  baby  continued 
with  severe  paroxysms  in  spite  of  the  inoculations 
but  after  the  six  weeks  period  recovered  very  rapid' 
ly.  In  two  of  the  infants,  one  a doctor’s  child  ex' 
posed  by  an  older  sister,  the  attack  was  surprisingly 
aborted.  This  same  result  occurred  in  several  of 
the  older  children. 

^Of  the  older  children  treated,  six  continued 
coughing  several  weeks  after  the  six  weeks  period. 
Two  of  these  came  to  the  office  for  a check  over 
and  were  found  to  have  a diffuse  bronchitis  with 
very  large  tracheal  bronchial  glands.  We  felt  that 
perhaps,  if  we  were  able  to  have  studied  the  group 
in  which  results  were  not  obtained,  lung  pathology 
would  have  been  noted. 

From  this  report  one  would  conclude  that  the 
vaccine  is  of  value  in  the  treatment  and  prevention 
of  whooping  cough.  Although  the  knowledge  is 
based  entirely  on  information  volunteered  by  the 
parent  which  is  not  accurate,  one  would  feel  that 
it  might  be  considered  a balanced  opinion.  It 


would  have  been  interesting  to  have  conducted 
at  the  same  time  a survey  of  untreated  cases  and 
noted  the  results.  We  realize  that  during  the  epi' 
demic  there  were  many  mild  cases.  Frequently* * 
children  were  discovered  with  a history  of  cough  or 
bronchitis  which  had  lasted  from  four  to  six  weeks 
and  disappeared.  Undoubtedly  many  of  these  were 
whooping'COUgh  in  a mild  form  and  what  percent' 
age  they  made  of  the  total  could  not  be  determined. 
The  epidemic  was  not  of  a severe  nature  and  in  our 
work  there  were  very  few  complications. 

CONCLUSIONS 

1.  The  results  of  147  consecutive  cases  of  per' 
tussis  and  91  contact  cases  are  reported  as  volun' 
teered  by  the  parents. 

2.  Vaccine,  if  used  in  large  and  frequent  dose' 
age,  seems  to  be  of  therapeutic  value  in  the  treat' 
ment  of  whooping'cough. 

3.  Whooping'cough  was  prevented  in  26  per 
cent  of  the  children  exposed  within  the  same  house' 
hold  and  70  per  cent  of  those  who  were  exposed 
one  or  several  times  by  a neighbor’s  child. 

4.  Several  cases  were  peculiarly  aborted. 


TREATMENT  OF  ERYSIPELAS,  DIPHTHERIA 
AND  SCARLET  FEVER* 

J.  Hunter  Wells,  M.  D. 

PORTLAND,  ORE. 

The  treatment  of  the  above  diseases  at  the  Isola' 
tion  Hospital,  Portland,  has  proven  so  satisfactory, 
and  in  a degree  having  some  originality  with  con' 
siderable  clinical  material,  it  is  thought  that  the 
data  might  be  of  interest  in  a general  as  well  as  a 
special  way. 

A few  years  ago  the  cases  of  erysipelas  coming  to 
us  showed  an  embarrassing  record  of  deaths.  It  is 
true  that  even  as  now,  they  were  sent  in  as  a last 
resort  and  often  in  extreme  condition  and,  as  is  com' 
mon  now,  in  more  or  less  advanced  age.  For  the 
past  few  years  there  has  been  a radical  change  and, 
even  though  the  cases  have  been  severe  and  in  ex' 
treme  condition,  our  records  show  a splendid  result. 

For  the  past  year  we  have  had  thirty'one  cases. 
All  recovered  but  two,  one  of  whom  was  in  a dying 
condition  when  admitted  and  lived  only  a few 
hours.  The  other,  a man  aged  75,  had  arthritic  and 
heart  complications  and  did  not  live.  Other  cases, 
seemingly  as  severe  as  this  man,  who  had  a little 

♦ Assistant  City  Health  Officer. 

* Read  before  the  Fifty  seventh  Annual  Meeting  of  Oregon 
State  Medical  Society,  Eugene,  Ore.,  Oct.,  22-24,  1931. 
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more  resistance,  recovered  after  a few  doses  of  the 
serum  and  local  treatment. 

In  the  days  before  the  mixed  serum  was  made  it 
became  apparent  to  us  that  the  plain  erysipelas 
serum  was  insufficient.  In  some  cases,  on  my  ad' 
vice,  the  streptococcic  serum  was  given  in  addition 
to  the  erysipelas  serum.  One  desperate  case  was 
thus  treated  and  recovered.  At  this  time,  feeling 
that  the  mixed  serum  was  indicated,  I asked  the 
agent  of  one  of  the  manufacturing  companies  to 
combine  the  serums  and  give  us  a mixed  serum. 
Others,  doubtless  having  the  same  experience  and 
seeing  the  need  asked  the  same,  for  it  was  not  long 
before  we  could  get  the  mixed  serum  and  from  that 
date  we  were  able  to  control  and  cure  cases  of  erysi' 
pelas  which  before  its  use  were  unable  to  do. 

The  secret  thus  in  the  present  type  of  erysipelas 
we  see  in  the  mixed  serum  and  plenty  of  it.  An 
ordinary  marked  typical  case  requires  an  injection 
a day  for  three  days  or  more,  though  a few  cases 
show  marked  improvement  from  one  dose.  Others 
naturally  require  more.  The  local  treatment  is  as 
needed.  Some  cases  need  the  hot  packs  and  con- 
stant attention;  others  the  application  of  antipyreol 
and  some  get  ichthyol.  Later  on  the  powdered  stear- 
ate of  sine  is  very  soothing. 

The  summary,  then,  of  the  treatment  of  erysipe- 
las, of  the  type  we  see  and  which  has  been  more 
or  less  prevalent  in  this  section  for  the  past  year, 
is  the  mixed  erysipelas-streptococcic  serum,  with 
local  treatment  as  seems  most  appropriate  in  the 
given  case. 

As  regards  diphtheria  we  can  only  add  the  im- 
portance of  early  and  large  doses  of  antitoxin.  A 
very  important  fact  which  we  have  verified  is  the 
need  and  efficacy  of  antitoxin  in  those  cases  where 
we  have  a negative  report  from  the  laboratory. 

There  are  two  classes  of  cases  which  we  have 
found  need  and  benefit  by  antitoxin.  One,  as  in- 
timated, is  the  negative  but  supposedly  lar>mgeal 
case.  These  are  not  so  difficult  to  diagnose  for  the 
breathing  and  cachexia  are  significant.  Large  and 
repeated  doses  of  antitoxin  in  these  cases  have  often 
secured  in  a day  or  so  a result  often  hardly  ex- 
pected. The  other  class  includes  those  definitely 
negative  and  with  ulcerated  throats,  septic  and  sev- 
ere. These  also  had  large  doses  of  antitoxin  and 
often  with  remarkably  good  results. 

We  have  lost  no  cases  within  the  past  several 
months,  though  the  last  two  patients,  a negative 


girl  of  eight  and  a woman  of  twenty,  were  severe 
and  both  responded  splendidly  to  the  antitoxin.  The 
woman  had  75,000  units  in  two  days,  three  doses 
of  20,000  each,  one  of  10,000  and  one  of  5000. 
The  girl  never  had  a positive  culture  but  was  most 
desperately  sick,  while  the  woman  was  both  clinic- 
ally and  by  the  positive  culture  diphtheritic. 

Scarlet  fever,  here  as  elsewhere  in  the  past  sev- 
eral years,  has  been  of  a mild  type  and  often  diffi- 
cult to  diagnose.  In  doubtful  cases  the  skin  test  with 
a drop  of  the  serum  used  gives  the  blanching  reac- 
tion and  we  have  found  it  proof -positive  in  every 
case.  It  can  only  be  used  if  eruption  is  plain,  even 
then  when  we  have  the  other  symptoms  of  scarlet 
fever.  The  cases  in  children  have  uniformly  been 
mild,  while  in  adults  most  have  been  rather  severe. 

In  all  severe  cases  we  have  used  the  prophylactic 
serum,  not  the  curative,  and  it  has  been  so  satis- 
factor)'  that  I report  it  as  sufficient.  There  is  no 
marked  reaction,  often  none  at  all  and  rarely  more 
than  two  doses  a day  apart  is  necessary.  Improve- 
ment in  very  toxic  cases,  with  all  the  symptoms  of 
severe  sore  throat,  marked  rash,  high  fever,  swollen 
glands  and  strawberry  tongue,  clear  up  with  a pro- 
phylactic dose  within  twenty-four  hours. 

So  far  we  have  not  had  a case  where  we  felt  the 
curative  serum  was  called  for,  but  rather  the  pro- 
phylactic which  was  repeated  within  eight  or  ten 
hours. 

To  summarize,  we  submit,  along  with  others, 
though  we  did  not  know  they  were  doing  it,  the 
use  of  the  mixed  serum  and  plenty  of  it  in  ery- 
sipelas; free  and  frequent  use  of  antitoxin  in  all 
types  of  diphtheria,  especially  in  the  laryngeal  type 
where  we  do  not  get  a positive  culture  and  in  other 
throat  cases  where  the  culture  is  negative,  in  which 
with  desperate  symptoms  we  have  often  seen  re- 
action and  recovery  following  antitoxin;  always  in 
connection  with  irrigation  of  the  mouth  and  throat 
and  other  local  measures;  and  the  use  of  prophy- 
lactic serum  for  scarlet  fever  rather  than  the  cura- 
tive preparation. 


Dextrocardu  Second.ary  To  Eventration  Of  Dia- 
PHRAM:  Report  of  An  Asymptomatic  Case.  Ac- 
cording to  L.  Minor  Blackford  and  William  Telford 
Booth,  Atlanta,  Ga.  (Journal  A.  M.  A..  March  12, 
1932),  congenital  dextroposition  of  the  normal  heart 
without  evidence  of  transposition  of  other  viscera  in  most 
cases  is  probably  secondary  to  eventration  of  the  dia- 
phragm. They  report  a case  of  this  type  in  an  athletic 
youth.  The  condition  has  been  entirely  asymptomatic  up 
to  the  present,  and  the  authors  believe  that  the  position 
of  his  heart  will  never  cause  the  patient  any  trouble. 
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LIPOID  NEPHROSIS* 

H.  H.  Skinner,  M.  D. 

YAKIMA,  WASH. 

There  is  no  attempt  made  in  this  paper  to  go 
into  the  fine  details  of  all  the  different  laboratory 
experiments  usually  made  in  these  cases,  nor  shall  I 
attempt  to  describe  the  gross  nor  miscroscopic  pic- 
tures  found  in  the  kidneys  of  patients  affected  with 
lipoid  nephrosis.  Those  conditions  have  been  rather 
extensively  described  in  a number  of  maga2;ines. 
This  paper  is  an  attempt  to  describe  only  a few 
marked  and  interesting  phases  of  this  condition. 

D.  C.  was  born  December  15,  1925.  Her  father  is 
an  official  in  the  largest  bank  of  the  community.  Both 
parents  are  of  the  best  social  standing.  There  was 
nothing  abnormal  in  relation  to  her  birth.  She  suffered 
from  pertussis  during  her  fifth,  sixth  and  seventh  months. 
She  developed  a red  throat  and  fever  in  October  and 
December  of  1926,  and  February  1928. 

During  August,  1930  she  became  rather  severely  sun' 
burned  while  in  swimming;  about  October  20,  1930, 
she  suffered  from  a head  cold.  She  was  seen  first 
October  28,  complaining  of  a generalized  swelling  and 
profuse  perspiration.  Her  generalized  edema  was  most 
marked.  Her  eyelids  were  so  swollen  that  they  could 
be  opened  only  with  difficulty.  Both  limbs  and  her 
body  were  extremely  edematous;  pitting  in  the  skin 
of  the  legs,  arms,  and  body  was  quite  deep  on  moderate 
pressure.  No  abdominal  ascites  was  apparent  but  may 
have  been  present,  since  she  was  naturally  unusually 
well  nourished  with  a thick  abdominal  wall. 

Her  blood  pressure  was  90/60  and  subsequently  at 
no  time  was  it  above  110/70.  Urine  showed  four-plus 
albumin  with  hyaline  and  granular  casts. 

The  diagnosis  was  acute  glomerulonephritis  and  she 
received  treatment  accordingly.  Fluids  were  restricted, 
diet  was  nonprotein  and  mild  diuretics  were  admin- 
istered. 

The  next  month  during  such  treatment  she  made 
practically  no, progress.  The  amount  of  edema  changed 
but  little  from  time  to  time,  but  invariably  assumed  the 
same  proportions  as  formerly. 

D.  P.  J.  Lewis,  my  associate,  suggested  that  it  might 
be  a case  of  lipoid  nephrosis.  The  blood  for  diagnostic 
purposes  was  exceedingly  hard  to  get,  she  was  so  swol- 
len. Finally  some  was  gotten  by  cutting  down  on  a 
vein.  Its  examination  was  very  illuminating. 


Blood  urea  

...12 

Total  blood 

protein. .6. 93 

N.  P.  N 

...25 

Albumin 

1.06 

Creatinin  

...  3 

Globulin  ... 

4.3 

Uric  acid,  per  cent... 

..  2.6 

Fibrinogen  . 

....: 1.57 

Since  the  ratio  of  albumin  and  globulin  was  the 
reverse  of  that  found  in  an  acute  nephritis,  our  diag- 
nosis of  lipoid  nephrosis  was  based  primarily  on  those 
findings. 

Her  diet  was  changed  at  once  to  high  protein.  Fluids 
were  increased  to  fifty  or  sixty  ounces  a day  and  she 
was  administered  one  grain  of  thyroid  extract  three 
times  a day,  which  a little  later  was  increased  to  four 
grains. 

•Read  before  a meeting  of  North  Pacific  Pediatric 
Society,  Seattle,  Wash.,  January  23,  1932. 


Her  mother  was  most  cooperative  and  conscientious  in 
giving  her  the  prescribed  diet,  weighing  her  articles 
of  food,  measuring  the  intake  of  fluids  and  the  output 
of  urine.  She  also  recorded  her  conduct  of  the  case 
with  unusual  clarity  and  accuracy,  making  the  value  of 
this  paper  possible. 

Beside  other  articles  of  diet  the  patient  received  500 
grams  of  some  meat  daily  with  three  eggs  additional 
which  was  continued  for  several  months.  She  had  an 
excellent  appetite  and  consequently  we  found  her  co- 
operation voluntary.  During  the  month  of  December, 
the  edema  began  to  diminish  and  had  practically  disap- 
peared within  three  weeks  after  institution  of  the  above 
treatment.  The  albumin  in  the  urine,  however,  showed 
no  change  until  the  beginning  of  February,  when  one 
could  see  that  it  was  actually  becoming  smaller  in 
amount  and  from  that  time  very  gradually  and  slowly 
disappeared.  The  urine  was  not  completely  free  until 
the  first  of  July,  1931. 

During  the  months  of  December  and  January  the 
ratio  of  urine  output  was  45  per  cent  of  the  amount 
of  fluid  intake,  milk,  water  and  fruit  juices,  but  in 
February,  when  the  albumin  findings  were  first  dimin- 
ished in  the  urine,  the  ratio  of  urine  output  rose  to 
50  per  cent  of  the  fluid  intake.  By  May  it  had  risen 
to  60  per  cent  and  the  last  of  June  and  the  first 
of  July  it  had  risen  as  high  as  72  per  cent  at  tirnes. 
That  is,  the  percentage  of  urine  output  increased  as 
the  amount  of  the  urine  albumin  diminished. 

An  interesting  observation  was  that  the  perspiration 
was  really  quite  profuse  at  all  times.  Also,  during  this 
time,  the  administration  of  four  grains  of  thyroid  extract 
a day  was  continued. 

The  mother  was  warned  again  and  again  to  protect 
the  child  from  exposure  to  infections,  which  warning 
she  observed  very  conscientiously.  In  spite  of  that, 
she  developed  an  acute  intestinal  infection  during 
September,  1931.  This  continued,  fortunately,  only 
about  three  or  four  days.  Her  urine  immediately 
show  two-plus  albumin,  but  subsided  completely  within 
a week  after  the  cure  of  the  intestinal  infection. 

On  January  10,  1932,  the  little  girl  was  seen 

again  with  a temperature  of  104  degrees,  due  to  an 
upper  respiratory  infection  (head,  sinus  and  large 
bronchial  tubes).  In  about  twenty-four  hours  she 
again  had  two-plus  albumin  and  in  seventy-two  hours 
four-plus.  This  infection  quickly  subsided  and  on 
January  19,  1932,  the  urine  was  again  free  from 

albumin.  During  this  period  of  her  illness  the  child 
developed  normally  in  every  way.  Her  weight  on 
March  31,  1931  was  fifty-two  pounds.  On  January 
2,  1932,  it  was  sixty-one  pounds.  She  has  grown 

over  an  inch  in  height  during  that  period. 


Elliptic  Human  Erythrocytes.  Garnett  Cheney, 
San  Etancisco  (Journal  A.  M.  A.,  March  12,  1932),  calls 
attention  to  the  fact  that  up  to  the  present  time,  cases 
presenting  human  elliptic  erythrocytes  have  been  very 
rarely  reported.  It  seems  probable  that  thy  are  more 
common  than  the  meager  literature  indicates.  The  hered- 
itary transmission  of  such  unusual  red  cell  forms  is  em- 
phasized by  a report  of  a family  including  forty-one  mem- 
bers in  three  generations,  fourteen  of  whom  show  this 
bizarre  structure  in  the  blood.  The  transmission  is  prob- 
ably by  a simple  mendelian  dominant.  Although  this  con- 
dition has  been  associated  with  secondary  anemia  and  with 
sickle-cell  anemia,  there  is  insufficient  evidence  to  justify 
any  such  relationship. 
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PROTOZOAL  INFESTATIONS  OF 
CHILDREN 

A STUDY  IN  AN  ORPHANAGE  IN  OREGON* 
William  B.  Owen,  A.  M. 

L.ARAMIE,  WYO. 

That  protozoal  infections  are  present  in  every 
section  of  the  United  States  and  that  infections 
with  Endameba  histolytica  may  give  rise  to  severe 
intestinal  disorders  or  secondarily  invade  other 
organs  of  the  body,  are  well  recognized.  The  con- 
fusion  that  once  existed  in  the  identification  of 
the  different  sepecies  of  amebae  is  now  a matter 
of  history.  Nevertheless,  the  harmless  types  like 
Endameba  coli  and  others  must  always  be  reckoned 
with  in  the  diagnosis  of  amebiasis.  Furthermore, 
from  the  standpoint  of  hygiene  and  sanitation  the 
intestinal  protozoa,  whether  harmless  or  patho' 
genic,  cannot  be  ignored.  As  Fausti  has  em- 
phasized,  the  incidence  of  these  infections  in  a 
given  locality  is  a sure  index  of  the  amount  of 
fecal  consumption  by  the  population  concerned. 

Many  studies  have  been  made  on  the  protozoal 
infections  of  the  inmates  of  institutions  and  the 
general  population  in  various  parts  of  the  United 
States.  Such  are  the  works  of  Meleny2,  Faust^, 
Lynch4,  Thomas  and  Baumgartner^  and  others. 
Yet  insofar  as  the  author  is  aware,  no  data  of  this 
nature  are  available  from  any  of  the  west  coast 
states  other  than  California.  While  located  at  the 
Oregon  -State  Agricultural  College  during  the 
academic  year  of  1930  and  1931,  the  author  was 
afforded  the  opportunity  of  making  a study  of  the 
protozoal  infections  of  children  in  an  orphanage 
near  Corvallis.  The  data  given  in  this  report  are 
taken  from  that  study  and  are  based  on  examina^ 
tion  of  42  boys  under  the  age  of  fourteen. 

As  a method  for  identifying  the  species  of  pro' 
tozoa  present,  fresh  stools  were  collected  at  the 
orphanage  and  brought  to  the  laboratory,  where 
fecal  smears  were  immediately  made,  fixed  in 
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Shaudinn’s  fluid  and  stained  in  iron  hematoxylin. 
Three  slides  were  prepared  from  each  stool,  and 
these  were  later  studied  by  the  use  of  an  oil  im- 
mersion  objective.  Time  did  not  permit  for  ex- 
amination, by  the  above  method,  of  more  than  one 
stool  sample  from  each  patient.  It  is  well  recog- 
nized that  only  after  repeated  examination  on 
several  successive  days  are  all  of  the  protozoal  in- 
fections detected.  This  fact  has  lead  many  investi- 
gators in  studies  of  this  type  to  evaluate  all  find- 
ings in  terms  of  six  examinations  per  individual. 
It  is  obvious  that  this  method  is  subject  to  error 
when  applied  to  a small  number  of  cases.  For 
this  reason  no  attempt  has  been  made  to  prorate 
the  results  of  the  present  survey  to  a six  examina- 
tion basis. 

In  the  group  of  forty-two  individuals  examined, 
thirty,  or  71  per  cent,  were  infected  with  one  or 
more  of  the  intestinal  protozoa  of  man.  These 
thirty  positive  cases  had  a total  of  fifty-six  sep- 
arate infections  which  were  distributed  as  follows: 
in  nine  cases  a single  infecton  was  found;  in 
sixteen  individuals  double  infections  were  noted; 
and  in  five  patients  triple  infections  were  present. 
The  distribution  of  these  according  to  species  is 


given  in  table  1, 

Number  of 

Per  cent  of 

Species 

Infections 

cases  examined 

Endameba  coli 

27 

64.2 

Endolimax  nana 

15 

35.9 

Dientameba  fragilis 

3 

7.1 

Endameba  histolytica 

2 

4.7 

Giardia  lamblia 

8 

19.0 

Chilomastix  mesnili 

1 

2.3 

Table  1 Species  of  protozoa  and  incidence  of  each,  found  in 
the  examination  of  42  boys  in  an  orphanage  in  Oregon. 

The  incidence  figures  in  table  1 are  open  to 
criticism  when  compared  with  resuhs  of  surveys 
that  cover  a larger  number  of  individuals,  yet 
they  are  significant  as  they  give  a picture  of  the 
infections  in  this  particular  group.  That  Endam' 
eba  coli  should  be  found  in  64.2  per  cent  of  the 
number  examined  seems  unduly  high,  when  com- 
pared with  the  figure  of  49.3  per  cent  as  given 
by  Boeck^  for  eighty-three  industrial  school  child- 
ren studied  in  one  of  the  eastern  states.  It  should 
be  noted  that  in  the  present  study  six  of  these 
Endameba  coli  infections  could  be  classified  as 
Councilmania  lafleuri  according  to  Kofoid  and 
Swezy”^.  However,  since  there  is  still  some  ques- 
tion concerning  the  status  of  Councilmania,  it 

6.  Boeck,  W.  C. : A Protozoan  Survey  of  an  Industrial 
School  for  Boys  and  Girls.  Journal  of  Parasitologv  7:191. 
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7.  Kofoid,  C.  A.  and  Swezy,  O.:  On  the  Free.  Encysted 
and  Budding  Stages  of  Councilmania  lafleuri.  a Parasitic 
Ameba  of  the  Human  Intestine.  Univ.  of  Cal.  Publications 
in  Zool.  20:169-193,  1921. 
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seemed  desirable  not  to  make  a distinction  between 
the  two  species  here. 

Again,  the  figure  of  35.9  per  cent  for  Endoli' 
max  nana  appears  unnecessarily  high.  Boeck  found 
it  in  only  6 per  cent  of  the  eighty-three  industrial 
school  children.  On  the  other  hand,  Faust  lists 
it  as  being  present  in  26.5  per  cent  of  460  in- 
dividuals examined  in  Wise  County,  Virginia. 

The  finding  of  three  infections  of  Dientameba 
fragilis  came  as  a surprise,  since  this  very  small 
ameba  is  considered  rare.  It  is  interesting  to  note 
that  the  three  individuals  harbouring  this  species 
lived  in  the  same  cottage. 

In  the  light  of  similar  studies  elsewhere,  the 
two  Endameba  histolytica  infections  are  not  un- 
usual. Tansinin^  reports  five  cases  out  of  155 
children  examined  in  Pennsylvania.  Faust^  found 
it  in  12.6  per  cent  of  a group  of  boys  from  a 
boys’  home  in  New  Orleans.  The  present  record 
merely  bears  out  the  conclusion  that  Endameba 
histolytica  is  present,  though  often  in  a small  per- 
centage of  the  population,  in  every  section  of  the 
United  States. 

As  regards  the  flagellates,  the  figure  of  19  per 
cent  for  Giardia  lamblia  is  high  but  not  surprising 
since  this  species  is  recognized  as  being  particular- 
ly prevalent  in  children.  On  the  other  hand,  the 
one  infection  of  Chilomastix  mesnili  seems  unduly 
low. 

It  IS  not  the  purpose  of  this  report  to  consider 
at  length  the  clinical  aspects  of  each  infection 
mentioned.  Suffice  it  to  state,  that  of  the  six 
species  of  intestinal  protozoa  found,  Endameba 
histolytica  alone  is  recognized  as  being  definitely 
pathogenic.  It  should  by  no  means  be  inferred, 
however,  that  infections  with  the  harmless  species 
are  of  no  consequence,  for  in  addition  to  being  a 
val)uable  index  to  hygienic  conditions  they  are 
ever  present  to  complicate  the  problem  of  diag- 
nosis where  Endameba  histolytica  is  suspected. 

That  the  results  of  this  survey  show  a surpris- 
ingly high  incidence  of  protozoal  infections  in  this 
group  of  children  cannot  be  denied.  Thus  an 
analysis  of  the  conditions  in  the  institution  that 
have  a bearing  on  the  infections  in  question  is 
worthy  of  consideration.  The  orphanage  where 
the  studies  were  made  is  located  about  three  miles 

8.  Tansinin,  M.  S. : 1930.  Observations  of  Intestinal 

Parasites  among  Children  of  Pennsylvania.  Arch.  Pediat. 
47:113-118,  Feb.,  1930. 

9.  Faust,  E.  C. : The  Incidence  and  Significance  of  In- 

festation with  Endameba  histolytica  in  New  Orleans  and 
the  American  Tropics.  Am.  J.  Trop.  lied.  11:231-237, 
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from  the  nearest  city  and  supports  on  the  average 
of  one  hundred  children.  The  sex  ratio  of  the 
inmates  is  approximately  equal.  The  children  live 
in  cottages  that  will  accomodate  from  fifteen  to 
thirty  individuals.  Each  cottage  is  under  the 
supervision  of  a matron  and  is  maintained  as  a 
separate  unit  of  the  institution,  except  that  the 
children  play  together  and  attend  the  same  school 
located  on  the  premises.  In  reality  the  orphanage 
is  maintained  as  an  isolated  rural  community,  in 
which  all  modern  housing  and  sanitary  facilities 
are  made  use  of  and  from  which  the  children  are 
seldom  allowed  to  leave. 

The  length  of  residence  spent  in  the  orphanage 
varies  with  each  individual  child.  After  being 
admitted  into  the  institution  some  are  quickly 
found  homes  in  private  families,  while  others  re- 
main for  a period  of  several  years  or  more.  All 
the  inmates  are  residents  of  Oregon  and  the  great- 
er percentage  comes  from  Portland.  Those  in  resi- 
dence at  the  orphanage  must  be  regarded  as  a 
transient  population,  derived  from  practically 
every  level  of  society  in  the  state.  Certainly 
many  come  from  homes  that  maintained  the  best 
of  hygienic  conditions,  while  others  were  less  for- 
tunate. 

The  forty-two  boys  examined  were  taken  from 
two  separate  cottages,  fifteen  from  one  and 
twenty-seven  from  the  other.  No  opportunity  was 
afforded  for  inspecting  the  sleeping  quarters  and 
bathrooms  of  these  cottages;  however,  the  recep- 
tion and  dining  rooms  presented  every  aspect  of 
order  and  cleanliness.  The  author  was  unable  to 
make  an  examination  of  the  cooks  in  the  two  cot- 
tages, but  it  does  not  seem  probable  that  they 
were  acting  as  foci  for  spreading  the  infections, 
since  the  incidence  was  approximately  the  same 
in  both  groups  of  children.  The  first  group  of 
fifteen  had  a total  of  twenty-one  infections,  while 
the  twenty-seven  from  the  other  cottage  had 
thirty-five.  Furthermore,  Endameba  coli,  Endo' 
Umax  nana  and  Giardia  lamblia  occurred  with 
equal  frequency  in  both  cottages.  This  fact  lends 
support  to  the  belief  that  these  positive  cases  were 
either  infected  before  coming  to  the  institution  or 
else  acquired  the  infections  afterward  through 
close  contacts.  In  regard  to  the  other  species 
found,  Endameba  histolytica  and  Chilomastix  mes' 
nili  were  found  only  in  the  first  group  of  child- 
ren, while  Dientameba  fragilis  was  limited  to  the 
second. 
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It  is  not  known  how  many  of  these  positive 
cases  were  infected  when  admitted  to  the  institu- 
tion.  Yet,  if  forty-two  children  of  this  age  were 
selected  at  random  from  the  homes  in  the  state, 
one  would  hardly  expect  to  find  71  per  cent  im 
fected  with  one  or  more  of  the  intestinal  protozoa 
as  was  detected  here  by  only  one  examination. 
This  fact,  accompanied  by  the  high  incidence  of 
Endameba  coli,  Endolimax  nana  and  Giardia,  war' 
rants  the  belief  that  many  of  the  infections  were 
acquired  after  being  admitted  to  the  orphanage. 
Furthermore,  in  an  institution  of  this  type  there 
is  no  question  but  that  ample  opportunity  is  af' 
forded  for  spread  of  the  infections  among  child' 
ren  through  laxity  in  personal  hygiene,  personal 
contacts,  and  the  use  of  a common  bath  and  hand 
towel  between  individuals. 

Although  the  subjects  concerned  in  this  survey 
were  living  under  institutional  conditions  and  the 
number  examined  was  small,  yet  the  results  do 
suggest  that  protozoal  infections  may  be  particu' 
larly  common  in  the  Northern  Pacific  Coast  states. 
Since  it  is  known  that  the  cysts  of  many  protozoa 
are  susceptible  to  drying,  the  moist  climate  of  the 
coastal  region  is  favorable  for  their  survival.  How' 
ever,  more  extensive  studies  are  necessary  before 
definite  conclusions  can  be  drawn  regarding  the 
extent  of  these  infections  in  this  region. 


Acute  Pyogenic  Infection  Of  Spinal  Epidural 
Space.  Samuel  S.  Allen  and  Edgar  A.  Kahn,  Ann  Ar- 
bor, Mich.,  (Journal  A.  M.  A.,  March  12,  1932),  report 
three  cases  of  acute  pyogenic  infection  of  the  spinal 
epidural  space.  The  conditions  most  likely  to  be  confused 
with  epidural  infection  are  poliomyelitis,  leptomeningitis, 
abscess  of  the  spinal  cord  and  tumor  of  the  spinal  cord. 
Poliomyelitis  may  be  ruled  out  by  the  presence  of  a sens' 
ory  level  and  of  a subarachnoid  block.  Lumbar  puncture, 
with  examination  of  the  fluid,  is  usually  sufficient  to 
eliminate  the  second  possibility.  As  to  abscess  of  the 
spinal  cord,  the  simultaneous  appearance  of  the  sensory 
and  motor  symptoms  certainly  suggests  the  presence  of 
an  intramedullary  lesion,  while  pain,  appearing  several 
days  before  the  onset  of  the  paralysis,  is  in  favor  of 
extradural  involvement.  A spastic  and  not  a flaccid  type 
of  paralysis  would  be  expected  in  the  case  of  spinal  cord 
tumor.  The  severe  febrile  state  would  also  be  absent.  Of 
course,  these  points  of  differentiation  are  merely  gen' 
eralities,  as  the  diagnosis  of  the  localization  and  nature 
of  lesions  of  the  spinal  cord  is  very  often  an  extremely 
difficult  matter.  And  aside  from  an  academic  standpoint, 
a mistaken  diagnosis  of  abscess  or  tumor  of  the  cord  is 
of  no  great  import,  as  immediate  laminectomy,  on  the 
sudden  appearance  of  paralysis,  is  certainly  indicated. 
From  the  onset,  the  disease  assumes  the  character  of  a 
profound  toxemia.  The  only  method  of  combating  the 
infection  is,  perhaps,  operation  with  adequate  drainage 
of  all  the  tissue  involved.  As  the  process  is  always  quite 
extensive,  it  requires  the  removal  of  many  laminae.  The 
greatest  involvement  is  in  the  midthoracic  region,  pos' 
terior  to  the  spinal  nerve  roots.  Following  operation,  the 
treatment  of  the  wound  depends  entirely  on  the  method 
most  favored  by  the  surgeon. 


NONOPERATIVE  SKELETAL  TRACTION 
FOR  REDUCTION  OF  CERTAIN 
FRACTURES 

A NEW  AND  EFFECTIVE,  BUT  SIMPLE  AND  INEXPEN' 
SIVE  METHOD* 

E.  P.  Quain,  M.  D. 

BISMARCK,  N.  D. 

Traction  and  countertraction  in  the  reduction 
of  fractures  of  long  bones  have  been  practiced  for 
ages.  In  the  premechanical  days  reduction  was 
usually  accomplished,  or  at  least  attempted,  by  hand 
power  alone.  Sometimes  the  surgeon  would  de' 
pend  entirely  on  his  own  muscle  strength  and  some' 
times  he  would  make  use  of  assistants  to  hold  the 
patient  and  pull  on  the  limb  while  he,  himself, 
manipulated  the  bone  fragments.  That  this  method 
was  uncertain  and  often  inefficient  was  proved 
when  the  roentgen'ray  came  on  the  scene  to  check 
up  the  results  of  fracture  treatments. 

With  the  arrival  of  the  machine  age  came  a great 
increase  in  the  number  and  severity  of  traumatic 
injuries  to  test  the  ingenuity  and  skill  of  the  phy' 
sician  and  the  surgeon,  and  our  profession  did  not 
fail  to  keep  abreast  of  the  general  progress  in 
scientific  and  mechanical  development.  To  obtain 
better  results  in  the  treatment  of  fractures,  it  be' 
came  necessary  to  devise  newer  and  more  reliable 
methods.  It  was  found  that  reduction  was  accom' 
plished  most  satisfactorily  in  many  types  of  frac' 
tures,  when  the  patient  w’as  firmly  fixed  to  an 
operating  table  and  the  injured  limb  fastened  into 
some  mechanical  device  to  produce  the  necessary 
traction  and  overcome  the  overriding.  It  was  neces' 
sary,  in  addition,  that  the  limb  be  held  in  a steady 
position  until  fixation  had  been  made,  either  with 
or  without  open  operation. 

The  Hawley  fracture  table  afforded  a great  ad' 
vancement  in  the  treatment  of  fractures.  It  is,  how' 
ever,  so  expensive  that  many  smaller  hospitals  have 
been  unable  to  make  use  of  it.  For  the  same  reason, 
it  has  been  considered  too  great  a luxury  by  many 
individual  medical  men,  although  their  practices 
might  include  a great  number  of  fractures. 

Several  substitutes  for  the  Hawley  table  have 
been  on  the  market,  less  expensive  and  bulky,  but 
comparatively  frail  in  construction  and,  therefore, 
at  times  disappointing.  The  possibility  of  injury 
to  the  perineum  from  the  rigid  fixation  and  coun' 
tertraction  against  this  part  of  the  anatomy  has  been 

*Read  before  the  Annual  Meeting  of  Western  Surgical  As- 
sociation, Denver,  Colo.,  December  5,  1931. 
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Pig.  1.  Wall  traction  on  canvas  anklet,  iron  brace  against  operating  table,  sheet  from  perineum  over  head  of  table  for 
countertraction,  turnhuckle  regulating  traction,  spring  scale  showing  amount  of  traction.  Malleolus  is  clear.  A demon- 
stration on  normal  man  without  fracture,  70  lbs.  registering  when  taking  picture.  Moderate  pressure  pain  felt  over  instep, 
patient  said,  “Could  stand  much  more  pull  without  anesthetic.” 

Fig.  2.  Schematic  drawing  of  2-piece  canvas  anklet,  showing  insertion  of  basting  wires.  Needle  removed  with  wire 
cutter.  Adhesive  strip  holds  wTres  in  place  during  manipulations  of  reduction  and  fixation.  The  line  of  traction  here 
shown  is  a little  too  far  forward  on  external  surface  of  foot. 


an  objection  to  this  form  of  technic  in  the  exper- 
ience  of  some  surgeons.  The  method,  however,  is 
usually  very  satisfactory  and  deserves  no  serious 
criticism. 

Traction  by  ice  tongs  or  transfixion  pins  is  prac' 


ticed  by  many  surgeons  and  this  also  has  been 
a marked  forw'ard  step  in  the  treatment  of  frac' 
turcs.  The  method  has  many  ardent  advocates, 
while  a few  writers  have  confessed  to  the  occur- 
rcnce  of  infection  and  chronically  discharging  si- 
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nuses  in  some  cases.  The  fracture  committee  ap' 
pointed  by  the  American  College  of  Surgeons  does 
not  recommend  this  form  of  traction  except  in  the 
hands  of  surgeons  of  experience. 

Hawley  fracture  tables,  Steinman  pin  traction 
and  numerous  kinds  of  special  bone  instruments 
all  have  their  places  and  properly  belong  in  a mod' 
ern  and  well-equipped  hospital.  But  all  fractures 
are  not  treated  in  large  up-to-date  and  financially 
independent  hospitals.  A very  high  percentage  are 
of  necessity  handled  in  smaller  institutions,  where 
the  medical  attendant  has  to  forego  the  use  of  ul- 
trarefined  and  expensive  armamentaria.  Many  frac- 
tures are  handled  daily  all  over  the  world  where 
no  hospital  conveniences  of  any  kind  are  available, 
and  where  the  surgeon  has  only  his  own  skill  and 
ingenuity  to  assist  him  in  the  numerous  trying  prob- 
lems involved  in  the  treatment  of  fractures.  It  is 
for  the  benefit  of  these  hospitals  and  medical  at- 
tendants that  this  article  has  been  prepared.  It  is 
based  on  the  observations  and  experiences  gained 
from  a period  of  experimental  and  practical  investi- 
gation of  the  problems  involved. 

Some  time  ago  it  became  my  duty  to  treat  a 
compound  fracture  of  the  leg  under  conditions 
where  neither  a fracture  table,  suitable  bone  instru- 
ments, nor  a sufficient  number  of  assistants  were 
available.  It  was  a bad  fracture  with  a large  wound 
bleeding  profusely  and  requiring  immediate  oper- 
ation. The  fractured  shaft  of  the  tibia  rested  on 
the  skin  over  the  ankle.  The  patient  was  anesthe- 
tized, a double  clove  hitch  placed  around  the  ankle 
and  the  bandages  tied  around  the  shoulders  of  a 
nurse  for  traction.  The  patient  was  a large  and 
muscular  man,  while  the  nurse  was  a mere  slip  of 
a girl.  The  traction  was  too  feeble  and,  therefore, 
entirely  inefficient.  However,  by  fastening  the  pa- 
tient securely  to  the  table,  and  tying  the  bandages 
from  the  ankle  around  a steam  pipe  in  line  with 
the  foot  of  the  table,  this  nurse  could  easily  twist 
the  bandages  with  a stick  until  sufficient  traction 
was  attained  for  an  easy  reduction  of  the  fracture 
and  an  application  of  satisfactory  fixation.  In  or- 
der to  prevent  the  table  from  sliding  in  the  direc- 
tion of  the  patient’s  foot,  the  head  of  the  table  was 
fastened  to  a radiator  on  that  side  of  the  room  with 
another  bandage.  A block  was  placed  between  the 
bandages  near  the  patient’s  foot  to  prevent  it  from 
rotating  out  of  its  proper  alignment. 

This  experience  led  to  a series  of  experiments 
with  this  form  of  skeletal  traction  for  the  reduction 
of  fractures.  The  object  in  view  was  to  improve 


and  refine  this  simple  method  and,  if  possible,  to 
make  it  practical  for  more  extensive  use.  It  was 
not  needed  particularly  in  our  hospitals,  but  it  was 
evident  that  it  might  be  made  useful  in  places 
where  many  of  the  perquisites  of  up-to-date  surgi- 
cal methods  were  lacking. 

The  result  of  our  experiences  in  this  effort  has 
been  the  development  and  satisfactory  use  of  the 
following  method  in  a number  of  fractures  of  the 
leg  and  a few  of  the  upper  extremity.  An  iron 
hook  is  fastened  firmly  into  the  wall  opposite  the 
foot  of  the  operating  table,  at  a height  correspond- 
ing with  that  of  the  patient  on  the  table.  A firm 
brace  is  placed  against  the  table  to  prevent  it  from 
sliding  on  the  floor.  The  patient  is  fastened  to 
the  table  with  a sheet,  twisted  diagonally  into  a 
heavy  rope  which  is  pulled  tightly  against  the  per- 
ineum (or  axilla,  for  traction  on  arm)  and  tied 
at  the  head  of  the  table  (fig.  1). 

An  anklet  is  made  from  light  canvas  or  heavy 
muslin.  It  is  made  in  two  halves,  each  piece  being 
roughly  T-shaped  with  one  arm  of  the  T about 
twice  as  long  as  the  other  (fig.  2).  The  width  and 
length  of  the  arms  should  vary  with  the  size  of 
the  foot.  The  two  halves  are  adjusted  snugly  to 
each  side  of  the  foot  (or  wrist)  so  that  the  vertical 
parts  of  the  T’s  are  in  exact  line  with  the  normal 
long  axis  of  the  fractured  bone.  On  the  foot  this 
line  is  somewhat  nearer  the  heel  than  first  appear- 
ances indicate.  The  correct  adjustment  may  be  main- 
tained by  clamping  the  two  parts  of  the  anklet  to- 
gether with  artery  forceps  until  the  next  step  is 
completed.  The  two  halves  are  now  basted  together 
with  a piece  of  piano  wire  on  a long  straight  needle 
(Hagedorn).  The  steel  wire  used  for  tonsil  snares 
tained  by  clamping  the  two  parts  of  the  anklet  to- 
four  or  five  stitches  will  be  made  more  easily,  if 
the  needle  is  bent  a little  at  the  tip.  A thin  spatula 
(a  corset  stay  serves  the  purpose)  is  placed  under 
the  line  of  basting  to  protect  the  skin  from  the 
needle  point  (fig.  3).  The  first  suture  may  be  in- 
serted by  removing  the  anklet  from  the  foot  while 
the  already  determined  line  of  union  is  maintained 
with  the  artery  forceps.  After  this  wire  is  pulled 
into  place,  the  needle  is  removed  with  a wire  cutter, 
thus  leaving  two  wires  in  the  canvas.  If  a plaster 
cast  is  to  be  applied  around  the  ankle  and  foot,  a 
piece  of  paraffin  paper  is  laid  over  the  anklet  to 
prevent  its  incorporation  with  the  plaster  (fig.  4). 
Melted  paraffin  over  and  under  the  anklet  serves 
the  same  purpose,  and  besides  protects  the  skin 
while  the  pieces  of  canvas  are  being  withdrawn. 
Vaseline  may  be  used  instead  of  paraffin,  but  is 
rather  too  slippery. 
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Connection  from  the  anklet  to 
the  hook  in  the  wall  may  be  made 
by  a piece  of  rope,  the  ends  being 
fastened  through  a hole  in  the 
vertical  part  of  each  T,  and  the 
center  of  the  rope  placed  over  the 
hook.  A piece  of  stiff  wire  or 
nail  sewed  into  the  base  of  the  T, 
below  the  hole,  makes  the  canvas 
pull  more  evenly  on  the  foot. 
Traction  can  then  be  produced  by 
twisting  the  rope,  care  being  taken 
to  prevent  the  foot  from  rotating 
out  of  line.  More  satisfactory 
than  twisting  a rope  (or  bandage) 
for  traction  is  the  use  of  a belt 
and  buckle,  but  more  satisfactory 
than  either  is  the  introduction  of 
a turnbuckle  between  the  foot  and 
the  wall  (fig.  5). 

By  this  simple  method  a steady 
traction  of  seventy  to  eighty 
pounds  has  been  applied  experi- 
mentally on  normal  individuals 
without  causing  undue  distress  to 
any  part  of  the  anatomy.  Under 
anesthesia  a greater  force  may 
safely  be  applied,  if  needed.  A 
number  of  fractures  of  different 
types  have  been  treated  successful- 
ly by  this  commonplace  method, 
including  some  open  operations. 

One  of  the  chief  advantages 
that  may  be  clairned  for  this 
method,  besides  its  “homemade” 
and  inexpensive  features,  is  the 
fact  that  the  two  halves  of  the 
ankle  are  easily  removed  after  a 
plaster  cast  has  been  applied  and 
set,  under  efficient  traction, 
around  the  leg,  an\Ie  and  foot. 
This  is  done  by  simply  pulling  out 
the  wires  and  withdrawing  the 
pieces  of  canvas  on  each  side  of 
the  foot  (fig.  6) . 

The  material  is  so  thin  that  the 
cast  does  not  become  too  loose  af- 
ter the  canvas  is  withdrawn,  as 
the  case  often  is  when  thicker  ma- 
terials are  used  for  similar  pur- 
poses. In  one  oblique  fracture  of 
the  tibia  and  fibula  it  was  possible 


Fig.  3.  Basting  the  two  halves  of  anklet  together  with  piano,  or  tonsil  snare, 
wire  on  long  straight  needle.  Thin  spatula  (corset  stay)  under  suture  line  to 
prevent  skin  against  needle  point. 

Fig.  4.  Paraffin  paper  over  anklet  to  prevent  plaster  cast  from  adhering  to  it. 
Melted  paraffin  or  vaseline  may  be  used  for  same  purpose,  and  as  a protection 
to  skin  while  anklet  is  withdrawn. 


Fig.  5.  (a).  Cast  applied  (without  padding).  Note  long  corset  stay  against 

skin  iinder  cast.  (b).  Basting  wires  removed  and  the  two  halves  of  anklet  witn- 
drawn.  (c).  Cutting  cast  over  protecting  corset  stay. 
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Fig.  6.  Showing  apparatus  in  practical  use.  Simple  fracture  of  tibia  and  fibula. 


to  apply  the  cast  firmly  enough  against  the  instep 
and  the  knee  joint  to  maintain  satisfactory  fixation. 
Since  the  anklet  is  removed  at  the  completion  of 
the  treatment,  there  will  be  no  harmful  pressure 
remaining  around  the  ankle.  Unless  swelling  is  pro- 
nounced,  it  is  possible  to  apply  the  anklet  entirely 
below  the  malleoli,  thus  giving  access  to  open  oper- 
ation  as  far  as  the  ends  of  the  bones,  if  necessary. 
The  reduction  can  be  made  very  easily  under  fluor- 
scopic  control  with  a portable  roentgen  apparatus, 
since  the  fractured  limb  is  entirely  free  on  all  sides. 
All  the  materials  used  may  be  sterilized,  obviating 
special  precautions  against  infection.  The  rolled'Up 
sheet  used  for  countertraction  causes  no  injury  to 
the  perineum. 

Last,  but  by  no  means  least,  it  is  a one  man 
technic.  By  this  method  a lone  surgeon  can  treat 
(operate  on,  if  necessary)  many  fractures  where 
he  would  be  seriously  handicapped  without  the  help 
of  one  or  more  assistants. 

Although  this  procedure  lends  itself  best  to  the 
reduction  of  fractures  of  the  leg,  it  has  also  been 
found  to  be  a decided  help  in  certain  other  frac- 
tures. While  we  have  used  this  method  in  a suf- 
ficient number  of  cases  to  convince  us  as  to  its  use- 
fulness and  practicability,  it  is  not  expected  that  it 
will  be  adopted  for  general  use  in  the  larger  and 
more  fully  equipped  hospitals.  But  if  teachers  of 
surgery  would  consider  it  worth  while  to  explain 
this  method  to  their  students  and  internes,  some  of 
these  will  find  it  very  helpful  at  times  under  condi- 
tions such  as  those  referred  to  above.* 


♦Since  preparing  this  article  a pneumatic  cushion  has  been 
devised  and  fastened  under  a canvas  belt  for  perineal  counter- 
traction. 


Parenteral  Use  Of  Liver  Extract  In  Pernicious 
Anemia.  William  P.  Murphy,  Boston,  (Journal  A.  M. 
A..  March  26,  1932),  treated  thirty  patients  with  per- 
nicious anemia  by  means  of  liver  extract  administered 
parenterally.  The  extract  may  be  administered  easily  and 
safely  either  with  or  without  hospitalization  of  the  patient 
and  with  the  greatest  assurance  of  success.  Improvement 


in  the  blood  is  even  more  rapid  and  striking  than  that  to 
be  expected  from  the  ingestion  of  much  larger  doses  of 
liver  or  potent  liver  extract.  Treatment  was  followed 
by  an  increase  in  the  reticulocytes  (young  red  blood  cells) 
generally  within  a shorter  period  than  occurs  after  treat- 
ment by  mouth,  and  the  numbers  of  the  erythrocytes 
have  increased  promptly  in  practically  all  cases  treated, 
even  in  those  patients  who  were  considered  to  be  some- 
what resistant  to  improvement  to  liver  or  extract  given 
orally.  There  was  a prompt  and  often  very  striking 
increase  in  the  numbers  of  the  white  blood  cells  and  blood 
platelets  within  a few  hours  of  the  beginning  of  treat- 
ment and  a continuance  of  a normal  or  slightly  elevated 
level  during  the  course  of  treatment.  Symptomatic  im- 
provement occurred  after  parenteral  treatment,  as  is  to 
be  expected  following  the  satisfactory  oral  use  of  liver  or 
liver  extract,  although  the  improvement  in  general  well 
being  of  the  patient  possibly  occurred  sooner  after  the 
onset  of  treatment  than  when  oral  treatment  is  used. 
Improvement  in  symptoms  resulting  from  the  spinal  cord 
damage  was  striking  in  those  patients  whose  treatment 
had  been  most  satisfactorily  carried  out.  The  extract  was 
administered  to  the  series  of  patients  without  a reaction 
of  importance.  It  may  be  advisable,  as  has  been  done  in 
some  of  the  patients  with  whom  this  report  deals,  to 
test  all  cases  with  one  or  more  small  preliminary  injec- 
tions in  order  to  avoid  the  possibility  of  a severe  reaction 
in  the  rare  patient  who  may  be  hypersensitive  to  the  liver. 
The  most  satisfactory  use  of  parenteral  treatment  is  the 
intramuscular  injection  of  large  or  optimal  amounts  of 
the  liver  extract  (extract  prepared  from  300  to  400  Gm. 
or  more  of  liver)  during  the  beginning  of  the  treatment 
of  a patient  in  relapse.  Subsequent  and  maintenance 
treatment  may  perhaps  best  be  carried  out  by  similar 
smaller  injections  at  intervals  varying  from  five  to  seven 
days,  or  even  much  less  frequently  in  the  uncomplicated 
cases.  The  exact  interval  must  be  determined  by  the 
condition  of  the  blood  and  of  the  patient.  Although 
the  injections  may  be  given  daily,  such  treatment  will 
rarely  be  indicated,  and  it  has  been  generally  less  well 
received  by  the  patient  than  treatment  at  less  frequent 
intervals.  The  rapid  effect,  together  with  the  ease  and 
safety  of  administration  of  the  extract,  especially  intra- 
muscularly, makes  it  an  invaluable  means  of  treating  the 
critically  ill  patient  and  may  well  replace  the  use  of 
either  transfusion  or  stomach  tube  in  the  treatment  of  such 
a patient.  The  injection  method  of  treatment  should  be 
a valuable  substitute  for  the  oral  method  in  the  patient 
who  finds  difficulty  in  the  constant  ingestion  of  a suffi- 
cient amount  of  liver  material  or  whose  gastro-intestinal 
tract  is  upset  thereby,  with  resultant  gas  discomfort,  or 
diarrhea.  In  the  latter  group  the  injections  may  be  used 
permanently  or  for  periods  of  a few  weeks,  alternately 
with  liver  or  extract  by  mouth.  In  fact,  such  an  altera- 
tion of  methods  may  be  desirable  during  the  maintenance 
treatment  of  many  patients  who  now  find  little  or  no 
difficulty  with  the  oral  regimen.  Finally,  mention  is 
made  of  the  economy  possible  through  the  use  of  paren- 
teral extract  as  compared  with  the  expense  of  either  liver 
or  liver  extract  administered  orally. 
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INTESTINAL  OBSTRUCTION 

DUE  TO  PROLAPSE  OF  THE  BOWEL  THROUGH 
PREFORMED  OPENING  IN  OMENTUM 

Edward  H.  McLean,  M.D.,  F.A.C.S. 

OREGON  CITY,  ORE. 

Martzloff,'  in  April,  1930,  reviewed  the  litera- 
ture  and  summarized  the  cases  reported  in  which 
eitheT  at  autopsy  or  operation  the  bowel  had  been 
found  to  have  prolapsed  through  an  opening  in  the 
omentum.  He  points  out  that  the  occurrence  of 
fenestra  of  various  sizes  in  an  otherwise  normal 
omentum  is  not  unusual.  However,  the  prolapse  of 
the  bowel  with  resulting  obstruction  had  been  re- 
ported  only  sixteen  times,  including  his  own  case. 

A case  of  this  type  similar  to  those  reviewed  and 
reported  by  Martzloff  had  come  to  our  attention 
several  years  previous  to  his  report,  but  the  com' 
parative  rarity  of  the  occurrence  had  not  impressed 
us  until  seeing  his  review  in  the  literature.  From  the 
findings  noted  at  operation,  we  believe  this  case 
will  fall  in  the  group  reviewed  by  him.  As  Mart' 
zloff  has  made  a complete  and  critical  study,  of  all 
cases  found  up  to  May  1930,  we  shall  concern  our' 
selves  merely  with  reporting  this  case  for  statistical 
purposes. 

From  a review  of  the  symptoms,  it  is  believed 
that  obstruction  was  only  partial  until  the  return  of 
severe  pain  at  midnight  before  operation,  when 
thrombosis  probably  occurred. 

The  patient,  age  63,  a retired  physician  engaged  in 
bulb  growing,  was  admitted  to  Oregon  City  Hospital  8:00 
a.  m.,  December  16,  1924.  For  several  years  he  had  com- 
plained  of  vague  stomach  trouble,  epigastric  distress  off 
and  on  with  some  gas.  For  about  fifteen  years  he  had 
noticed  a left  indirect  inguinal  hernia  requiring  the  wear- 
ing of  a truss.  There  had  never  been  any  attacks  similar 
to  this  one.. 

About  thirty  hours  before  admission  he  had  been  wak' 
ened  by  cramps  and  nausea.  He  vomited  some  potato 
skins  which  he  thought  to  be  the  cause  of  the  trouble. 
After  vomiting  and  during  the  next  day  he  felt  better  and 
there  was  no  further  vomiting.  He  also  passed  some 
flatus.  About  midnight  cramp-like  pains  became  severe. 
Because,  being  a retired  physician,  he  did  not  want  to 
bother  a doctor  during  the  night,  he  waited  until  about 
5:00  o'clock  before  his  distress  caused  him  to  call  for 
assistance. 

At  this  time  a general  physical  examination  was  unim- 
portant except  for  the  abdominal  condition.  Temperature 
was  98°,  pulse  80.  The  abdomen  was  not  distended  and 
there  was  no  tenderness  but  an  indefinite  baggy  oval 
mass  could  be  felt  below  the  umbilicus.  The  blood  count 
was  w.  b.  c.  19,600;  P.  83,  L.  17.  Urine:  neutral,  clear, 
specific  gravity  1024;  albumin  +;  sugar  0;  indie.  0;  a 
few  epithelial  cells  and  mucous  shreds.  The  hernia  in 

1.  Martzloff,  K.  H. : Prolapse  of  the  Intestine  through  a 
Preformed  Opening  in  the  Great  Omentum.  S.  G.  and  O. 
50:  899-902,  May,  1930. 


the  inguinal  region  showed  no  protrusion,  and  there  wa- 
no  mass  or  tenderness  in  the  left  iliac  fossa. 

A tentative  diagnosis  of  intestinal  obstruction  was  made 
and  operation  performed  as  soon  as  he  could  be  taken  to 
the  hospital.  A loop  of  ileum  twenty  inches  long  was 
found  protruding  through  an  opening  in  the  omentum 
about  two  inches  from  its  free  border.  The  loop  was 
reddish  purple,  and  the  bowel  proximal  to  the  loop  mod- 
erately distended.  The  vessels  of  the  mesentery  of  the 
loop  were  extensively  thrombosed  and  the  peritoneal 
cavity  contained  about  a quart  of  thin  blood-tinged  fluid. 
The  opening  in  the  omentum,  which  otherwise  appeared 
perfectly  normal,  was  about  one  and  one-half  inches  in 
diameter  with  smooth  edges.  There  were  no  adhesions 
present. 

The  gangrenous  loop  was  resected,  a lateral  anastomosis 
made  and  an  enterostomy  tube  inserted.  In  spite  of  large 
amounts  of  saline  solution  administered  parenterally,  the 
patient  died  sixteen  hours  after  operation. 

The  drawings  of  Martzloff’s  case,  except  for  the 
second  opening  pictured,  would  adequately  picture 
the  case  now  reported.  A review  of  the  literature 
available  reveals  no  case  reported  subsequent  to 
those  already  reviewed.  This  case,  then,  would  be 
the  seventeenth  of  this  type  to  be  recorded. 

The  Teaching  Of  Radiology  To  Interns.  James 
T.  Case,  Chicago  (Journal  A.  M.  A.,  March  19,  1932), 
states  that  it  is  evidently  quite  necessary,  if  interns  are 
to  be  given  x-ray  instruction,  to  formulate  a definite 
program  which  can  be  followed  out.  He  enumerates 
some  of  the  things  he  believes  it  essential  for  an  intern 
to  learn  about  the  x-rays  thus:  (1)  the  nature  and  origin 
of  x-rays  and  of  secondary  radiation,  and  the  physical 
and  biologic  laws  that  apply  to  them;  (2)  the  scope  of 
roentgen  examinations;  (3)  fluoroscopic  control  of  the 
reduction  of  fractures  and  dislocations  and  in  the  removal 
of  foreign  bodies;  (4)  roentgen  interpretation;  (5)  roent- 
terminology,  and  (6)  therapy.  Circumstances  will  de- 
termine how  far  such  a program  can  be  carried  out  in 
the  individual  hospital.  In  large  hospitals,  with  intern- 
ships of  from  eighteen  months  to  two  years,  it  is  quite 
reasonable  that  a portion  of  this  time  be  given  to  the 
roentgenologic  department,  each  intern  spending  awhile 
in  that  department  as  a participating  assistant.  Such  a 
stay  should  be  for  not  less  than  two  months,  and  three 
would  be  better.  The  practice  of  assigning  an  intern  to 
the  x-ray  department  instead  of  a place  on  a rotating 
service  should  be  condemned;  no  fellow  in  the  roentgen 
department  should  be  accepted  until  after  having  served 
his  regular  internship,  and  preferably  after  a few  years 
of  general  practice.  Failure  to  observe  this  precaution 
results  in  unbalanced  training,  which  soon  becomes  evi- 
dent in  the  practical  work  of  the  fellow.  In  some  hos- 
pitals the  interpretation  is  done  at  the  same  time  during 
which  the  members  of  the  attending  staff  are  making 
their  rounds,  so  that  it  is  difficult  for  the  interns  to 
participate  in  the  reading  of  the  roentgen  examination. 
In  such  cases  it  is  feasible  to  arrange  a certain  hour  at 
the  close  of  the  forenoon  or  at  the  end  of  the  day  for 
revision  of  some  of  the  more  interesting  of  the  x-ray 
cases  of  the  day.  It  is  also  possible  for  the  staff  to 
arrange  that  the  roentgenologist  shall  give  a series  of 
.systematic  lectures  and  demonstrations  covering  the  x-ray- 
instruction  deemed  necessary.  Much  good  will  have  been 
accomplished  if  the  intern  on  leaving  the  hospital  can 
carry  with  him  a thorough  appreciation  of  the  scope  and 
limitations  of  the  roentgen  examination  in  various  disease 
conditions,  its  value  and  dangers  in  the  control  of  frac- 
ture and  foreign  body  work,  and  its  place  with  radium 
in  the  treatment  of  many  benign  lesions  as  well  as  in  the 
management  of  malignant  disease. 


194 


EDITORIAL 


Vol.  XXXI,  No.  4 


NORTHWEST  MEDICINE 

The  Journal  of  the  State  Medical  Associations  of 
Oregon,  Washington  and  Idaho 
Devoted  to  the  Interests  of  the  Medical  Profession 
of  the  Pacific  Northwest 

Editorial  Office,  543  Stimson  Building,  Seattle,  Wash. 

APRIL,  1932 

EDITORIAL 

THE  NOMENCLATURE  OF  GOITER 

Owing  to  the  prevalence  of  goiter  in  the  North' 
west,  our  men  understand  the  disease  well,  but  they 
have  accepted  certain  theories  of  pathogenesis  as 
proved,  to  which  come  now  objections  voiced  by 
Rienhoff*  of  John  Hopkins  Hospital.  In  a paper 
recently  published  he  records  his  studies  on  the 
pathogenesis  of  toxic  adenoma,  an  examination  of 
which  casts  grave  doubt  upon  the  beUef  that  it  is 
in  fact  an  adenoma.  We  present  herewith  a brief 
abstract  of  his  argument  which  should  be  read  in 
the  original  by  those  especially  interested. 

Hyperthyroidism,  whether  adenoma  or  hyperplas' 
tic  thyroid,  is  according  to  autopsy  records  a disease 
limited  in  pathologic  changes  to  the  thyroid  gland. 
Changes  in  the  gland,  in  particular  enlargement, 
are  not  constant,  significant  nor  characteristic.  It 
is  significant  that  removal  of  nine-tenths  of  it  re' 
suits  in  cure  of  the  disease  in  90  per  cent  of  cases, 
whether  they  be  adenoma  or  exophthalmic  goiter. 
Misunderstandings  concerning  the  pathology  of  the 
thyroid  gland  arise  from  the  fact  that  clinicians 
and  pathologists  do  not  work  in  sufficient  proximity 
to  determine  the  relationships  of  symptoms  to 
changes  noted.  Accurate  descriptions  have  existed 
for  some  years  but  such,  showing  intimate  relation' 
ship  of  the  symptoms  and  findings  especially  with 
reference  to  exacerbations  and  toxic  states  in  gen' 
eral,  do  not  exist.  Basal  rate  determinations  give 
us  a close  check  upon  toxic  states,  and  Rienhoff’s 
studies  of  sections,  taken  from  glands  before  and 
after  the  administration  of  iodine  to  abate  these 
toxic  exacerbations,  are  illuminating.  His  studies 
have  shown  that  such  thyroids  as  were  regarded 
formerly  as  toxic  adenomata  are  produced  by 
changes  in  patchy  hyperplasias.  The  hyperplastic 
patch  during  activity  becomes  swollen,  softer,  free 
from  colloid. 

•Rienhoff,  W.  F. : A New  Conception  of  Some  Morbid 
Changes  Occorring  in  Diseases  of  the  Thyroid  Gland,  Based 
on  Experimental  Studies  of  the  Normal  Gland  and  The 
Thyroid  in  Exophthalmic  Goiter.  Medicine.  10:257-322,  Sept., 
1931. 


In  the  defervescence  of  the  process,  the  colloid 
returns,  stretches  the  tissue  surrounding  the  area 
and  produces  a false  capsule  of  the  “adenoma”, 
resembling  the  true  adenoma.  When  these  patches 
of  hyperplasia  are  large  or  adjacent,  defervescence 
of  the  process  causes  considerable  accumulations  of 
colloid  either  in  one  area  or  by  confluence  of  sev' 
eral,  and  an  adenoma'like  mass  is  produced.  These 
masses  become  palpable  bosses  and  resemble  out' 
wardly  at  least  adenomata.  The  compressed  tissue 
outside  the  extruded  colloid  becomes  a false  capsule 
and  the  simulation  is  complete.  Rienhoff  says  nO' 
thing  about  the  absence  of  exophthalmos  nor  the 
infinitely  longer  clinical  history  of  the  type  in  ques' 
tion,  but  it  is  to  be  presumed  that  the  patchy  nature 
of  the  hyperplasia  is  here  the  determining  factor, 
toxicity  being  less,  and  progress  is  marked  by  minute 
patchy  exacerbations  instead  of  one  massive  hyper' 
plasia. 


THE  SPOKANE  MEETING  IN  JUNE 

The  first  meeting  of  Pacific  Northwest  Medical 
Association  was  held  in  Spokane  in  1922.  Again 
this  city  will  entertain  the  tenth  gathering  of  this 
organization,  June  27'29.  The  character  of  these 
meetings  has  become  such  that  the  most  able  rep' 
resentatives  of  the  leading  medical  schools  can  be 
secured  for  the  programs,  which  assures  a good 
attendance  from  among  the  profession  of  the 
Northwest.  The  eleven  speakers  on  this  year's 
program  will  comprise  the  following  distinguished 
members  of  the  profession: 

Henry  C.  Bazett,  professor  of  physiology,  University 
of  Pennsylvania  Medical  School. 

Samuel  R.  Cunningham,  professor  of  orthopedics. 
University  of  Oklahoma  Medical  School. 

H.  ^ Gideon  Wells,  professor  of  pathology.  University 
of  Chicago  Medical  School. 

William  J.  Kerr,  professor  of  medicine.  University  of 
California  Medical  School. 

Phillip  H.  Kreuscher,  attending  orthopedic  surgeon. 
Cook  County  Hospital,  Chicago. 

Charles  B.  Wright,  professor  of  medicine.  University 
of  Minnesota  Medical  School. 

Temple  S.  Fay,  professor  of  neurosurgeiy.  Temple 
University  Medical  School. 

Henry  E.  Michelson,  professor  of  dermatology  and 
syphilology.  University  Minnesota  Medical  School. 

Edgar  L.  Gilcreest,  professor  of  surgery,  Stanford 
University  Medical  School. 

Fred  W.  Rankin,  Surgeon,  Mayo  Clinic. 

Richard  T.  Atkins,  assistant  professor  of  Oto-laiyn- 
gology,  Columbia  University  College  of  Physicians  and 
Surgeons. 

The  schedule  of  the  meeting  provides  for  three 
morning  and  afternoon  sessions,  8:30'12:15;  1:30' 
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5.  The  evening  of  the  first  day’s  meeting  will  be 
devoted  to  an  attractive  entertainment.  On  the 
evening  of  the  second  day  will  occur  the  annual 
banquet,  with  interesting  speakers  on  the  program. 
The  entertainment  features  will  be  novel  and  di' 
versified.  All  sessions  of  the  meeting  will  be  in- 
formal. The  wives  of  visiting  members  will  be 
entertained  by  the  Woman’s  Auxiliary  of  Spo- 
kane County  Medical  Society. 

Dues  for  the  meeting,  which  are  now  payable, 
are  SI 5.00.  By  special  arrangement  with  the 
Councillors  of  the  Association  membership  can 
be  arranged  for  at  $12.50  until  June  1.  Tickets 
can  be  obtained  from  Dr.  F.  G.  Sprowl,  Chair- 
man of  the  Committee,  Spokane  or  Dr.  James  M. 
Bow’ers,  Assistant  Secretary,  530  Stimson  Bldg., 
Seattle.  After  June  1 the  regular  membership  dues 
must  be  paid. 


MEETING  OF  ALUMNI  ASSOCIATION 

The  nineteenth  annual  meeting  of  the  Alumni 
Association,  University  of  Oregon  Medical  School, 
held  at  Portland,  March  7-9,  was  perhaps  the  most 
successful  in  the  history  of  the  organisation.  One 
afternoon  was  given  over  entirely  to  papers  by  Ore- 
gon graduates  practicing  in  the  state  of  Washington. 
The  second  afternoon  by  Oregon  graduates  practic- 
ing in  Oregon.  An  added  feature  on  the  program 
was  the  guest  speaker.  Major  Wm.  C.  Munly  of 
San  Francisco,  nationally  recognised  cardiologist, 
who  gave  two  very  interesting  evening  lectures,  the 
first  subject  being  “Clinical  Features  of  the  Common 
Types  of  Heart  Diseases’’;  the  second,  “The  Treat- 
ment of  Congestive  Heart  Failure.’’  Dr.  Munly 
also  conducted  a clinic  on  one  of  the  days,  giving 
practical  demonstration  in  various  points  of  diag- 
nosis in  heart  lesion.  The  enthusiasm  evidenced  by 
the  men  present  bespeaks  for  a larger  attendance,  a 
bigger  and  better  program  to  be  held  March,  1933. 

C.  A.  Lewis,  Portland,  was  elected  president  for 
the  ensuing  year.  Other  officers  chosen  were  L.  S. 
Lucas,  Portland,  first  vice-president;  Carl  Hoffman, 
f Woodland,  Wash.,  second  vice-president;  R.  C. 
Matson,  Portland,  third  vice-president;  F.  J.  Clancy, 
Seattle,  fourth  vice-president;  J.  V.  Straumford, 
Portland,  treasurer;  W.  H.  Belknap,  Portland,  sec- 
retary. More  than  one  hundred  and  fifty  physicians 
from  Oregon,  Washington  and  California  enjoyed 
the  three-day  session  of  the  meeting. 


MEDICAL  NOTES 

Western  Branch  of  American  Public  Health  As- 
sociation will  hold  a meeting  in  Denver,  Colo.,  June 
9^11,  immediately  following  the  annual  Tuberculosis  As- 
sociation meeting.  Since  its  organization  four  years  ago 
this  Western  Branch  has  increased  to  a membership  of 
over  1,600.  Its  purposes  are  to  offer  to  western  people 
interested  in  public  health  the  opportunity  of  meeting 
eastern  representatives  near  at  home  and  the  mutual  con- 
sideration of  public  health  problems.  Reciprocal  relations 
for  the  control  of  shell  fish  in  Pacific  Ports  will  be  dis- 
cussed by  state  health  officers  from  California,  Oregon 
and  Washington.  Rocky  Mountain  spotted  fever  and 
psittacosis  will  receive  attention.  Well  known  national 
public  health  authorities  will  present  papers  before  the 
meeting.  President  of  the  Western  Branch  is  Dr.  E.  T. 
Hanley,  health  officer,  Seattle. 

American  Proctologic  Society  will  hold  its  thirty- 
third  annual  meeting  at  Memphis,  May  6-7.  Organized 
in  1899  for  the  purpose  of  “investigating  and  disseminat- 
ing knowledge  relating  to  the  rectum,  anus  and  colon,” 
this  society  invites  all  regular  practitioners  interested  in 
this  special  hne  of  work.  They  are  eligible  for  associate 
membership  after  attending  one  meeting  of  this  society 
and  one  of  the  A.  M.  A.  Section.  The  scientific  pro- 
gram includes  papers  on  many  phases  of  rectal  and  colonic 
disease  with  a special  group  of  papers  dealing  with  all 
aspects  of  rectal  malignancy.  This  meeting  precedes  the 
A.  M.  A.  meeting  in  New  Orleans  May  9,  giving  suffi- 
cient time  to  travel  from  one  to  the  other. 


OREGON 

North  Pacific  Society  of  Internal  Medicine,  the 
members  of  which  are  drawn  from  the  states  of  Washing- 
ton and  Oregon  and  the  Province  of  British  Columbia, 
held  its  spring  meeting  at  Portland,  March  12.  The  en- 
tire membership  with  the  exception  of  four  was  in  at- 
tendance. The  morning  session  was  held  in  the  amphi- 
theater of  the  University  of  Oregon  Medical  School  and 
the  afternoon  session  at  the  University  Club.  The  pro- 
gram of  papers  discussed  many  scientific  phases  of  intern- 
al medical  problems  which  were  of  intense  interest.  A 
business  meeting  and  luncheon  took  place  at  noon.  The 
banquet  was  held  in  the  evening  at  the  Arlington  Club. 
Guests  at  the  banquet  were  Dr.  Olaf  Larsell  of  the  Uni- 
versity of  Oregon  and  Dr.  A.  H.  W.  Caulfield  of  the 
University  of  Toronto.  Dr.  Larsell  gave  a very  interesting 
account  of  the  History  of  Medicine  in  the  Pacific  North- 
west. 

The  Annual  N.  W.  Jones  Lectures  were  presented 
March  31 -April  1 at  the  Auditorium,  Medical  Dental 
Building,  Portland.  The  lecturer.  Dr.  Walter  B.  Cannon, 
Professor  of  Physiology,  Harvard  University  Medical 
School,  presented  the  following  subjects:  “The  Huid 
Matrix  as  a Means  of  Stabilizing  the  Organism,”  March 
31;  “The  Function  of  the  Autonomic  Nervous  System  in 
Controlling  the  Fluid  Matrix,”  April  1. 

Astoria’s  Hospitals.  The  completion  of  the  new 
$300,000  St.  Mary’s  Hospital  building  during  1931,  gave 
Astoria  two  of  the  newest  and  well  equipped  hospitals  on 
the  Pacific  Coast.  The  two  hospitals,  St.  Mary's  and 


196 


EDITORIAL 


Vol.  XXXI,  No.  4 


Columbia,  together  give  accommodations  for  approximately 
200  patients.  There  are  more  than  thirty  trained  nurses 
and  about  forty  physicians  to  care  for  the  sick  and  injured 
persons  from  the  entire  lower  Columbia  river  district. 
Both  hospitals  are  equipped  with  modern  surgical,  roent- 
genologic,  laboratory,  pharmacy  and  modern  maternity  fa- 
cihties.  Special  rooms  have  been  provided  for  psycho- 
pathic patients.  Both  buildings  have  excellent  kitchens, 
laundries  and  heating  plants. 

Work  on  Hospital  Begins.  Excavation  work  on  the 
basement  of  the  administration  building  of  the  United 
States  Veterans'  Hospital,  located  in  Sam  Jackson  park 
in  Portland,  was  begun  March  10.  The  structure,  which 
will  cost  $72,000,  will  be  completed  in  the  latter  part  of 
July. 

Will  Construct  Hospital.  B.  L.  Hamilton,  form- 
erly practicing  in  Klamath  Falls,  has  located  in  Merrill, 
where  he  intends  to  construct  a general  hospital  in 
about  six  months.  At  the  present  time  Merrill  has  no 
hospital. 

New  Health  Officer.  A.  H.  Johnston,  Portland,  was 
appointed  health  officer  of  Clackamas  county,  succeeding 
W.  H.  Miller  who  resigned  in  February.  He  will  also 
serve  as  city  health  officer.  Dr.  Johnston  was  city  and 
county  health  officer  at  Heppner,  Morrow  county,  for 
seven  years.  He  resigned  two  years  ago  from  this  position 
to  take  postgraduate  and  clinic  work  in  Worchester,  Mass., 
and  Chicago.  Recently  he  returned  to  Portland. 

Appointed  City  Health  Officer.  W.  E.  Hempstead, 
formerly  of  Oregon  City,  has  been  appointed  city  health 
officer  of  Aurora,  succeeding  B.  F.  Giesy. 

Appointed  Medical  Examiner.  E.  D.  Johnson,  Klam- 
math  Falls,  was  appointed  by  Governor  Meier  as  a mem- 
ber of  the  state  board  of  medical  examiners  to  succeed  C. 
R.  Mathis  of  Corvallis,  whose  term  had  expired.  Dr. 
Johnson  will  serve  for  four  years. 

Announces  Candidacy.  Dr.  J.  A.  Best,  Pendle- 
ton, announces  his  candidacy  for  the  republican  nomi- 
nation for  state  representative  from  Umatilla  county. 
He  was  graduated  from  Rush  Medical  College,  was 
former  mayor  of  Pendleton  and  of  Weston,  and  dur- 
ing the  war  he  served  twenty-one  months  as  a cap- 
tain in  the  medical  corps. 

Physician  Injured.  Dr.  H.  V.  H.  Thatcher,  Mult- 
nomah, was  seriously  injured  in  an  automobile  accident 
March  22.  It  is  reported  he  is  gradually  recovering  from 
his  injury. 

Dr.  T.  H.  Coffen,  Portland,  was  the  speaker  at  the 
Central  Y.  M.  C.  A.  March  21.  His  subject  was  “Diseases 
of  the  Heart  and  High  Blood  Pressure." 

Addresses  Rotary  Club.  Dr.  A.  J.  Browning  ad- 
dressed the  members  of  the  Portland  Rotary  Club, 
March  1 on  “Facts  and  Fallacies  about  the  Eyes.” 

A.  B.  Estock  has  opened  offices  in  Creswell.  He 
was  graduated  from  the  Dunham  Medical  College,  Chi- 
cago, in  1901.  He  served  as  a medical  missionary  in 
Africa  and  has  practiced  in  Portland  for  ten  years. 


Portland  City  and  County  Medical  Society  at  its 
meeting  March  16  was  addressed  by  W.  B.  Holden  on  the 
“Practical  Psychology  in  Surgery.” 

Central  Willamette  Medical  Society  held  its 
meeting  at  Eugene,  March  3.  It  was  addressed  by  Ralph 
Fenton  of  Portland  on  “Treatment  of  Sinus  Disease”  and 

E.  V.  Ullman  of  Portland  on  “Dietetic  Treatment  of 
Chronic  Sinus  Disease.” 

Union  County  Medical  Society  held  a meeting 
at  La  Grande  February  24,  with  Dr.  W.  K.  Ross  pre- 
siding. Drs.  M.  T.  Phy,  Hot  Lake,  discussed  dia- 
phragmatic hernia  and  F.  L.  Ralston  spoke  informally 
of  his  experiences  in  Vienna  during  the  past  winter. 


WASHINGTON 

Hospital  Staff  Appointments.  O.  S.  Thomle 
was  elected  president  of  the  advisory  board  at  the  meet- 
ing of  the  Everett  General  Hospital  staff  February  26. 
Other  officers  appointed  were  A.  H.  Gunderson,  vice- 
president  and  L.  G.  Woodford,  secretary.  Other  mem- 
bers named  to  the  advisory  committee  were  W.  H.  Pea- 
body, W.  V.  Fulton,  Nathan  Thompson,  S.  L.  Cald- 
bick,  A.  P.  Duryee  and  C.  L.  Hoeffler. 

Hospital  Staff  Election.  At  the  annual  staff 
meeting  of  the  Shelton  General  Hospital,  February  13. 
H L.  Kennedy,  Shelton,  was  named  president,  H.  J. 
Wyckoff,  Seattle,  vice-president,  and  B.  Collier,  Shel- 
ton, secretary.  The  executive  committee  consists  of 

F.  L.  Neely,  Shelton,  J.  T.  Richter,  Potlatch,  and  J. 

F.  Gibson,  Olympia.  O.  F.  Lamson,  Seattle,  attended 
the  meeting. 

Clinic  Formed.  Formal  announcement  has  been 
made  of  the  organization  of  the  Columbia  Clinic,  Inc., 
at  Longview.  Richard  Hayes  was  appointed  president, 

G.  H.  Coffin  treasurer  and  E.  C.  Hackett,  secretary 
and  manager.  The  eye,  ear,  nose  and  throat  work 
will  be  cared  for  by  J.  F.  Barton.  This  Clinic  has 
leased  the  Longview  Memorial  Hospital  which  will 
continue  as  an  “open  staff  hospital.”  The  present  con- 
tracts between  the  various  manufacturers  and  industrial 
concerns  and  the  hospital  will  be  retained  by  the  clinic. 

Joins  Hospital  Staff.  Dr.  E.  D.  McCarthy  has 
joined  the  Hoquiam  General  Hospital  staff  and  will 
be  in  charge  of  the  roentgenologic  service.  Formerly 
he  served  at  the  Massachusetts  General  and  Tacoma 
General  hospitals. 

Named  Official  Physicians.  W.  O.  Wisner  and  A. 
E.  Lien,  both  of  Spokane,  were  appointed  the  county  and 
city  physician  respectively.  The  former  was  assistant 
county  physician  for  the  past  fourteen  years  and  during 
the  past  five  years  served  under  W.  M.  Newman,  who  re- 
cently resigned  as  county  physician  to  enter  private  prac- 
tice. The  latter  has  been  practicing  in  Spokane  for  the 
past  four  years. 

Religious  Belief  and  Medical  Practice.  The  Sup- 
reme Court  last  month  sustained  the  decision  of  a King 
County  Superior  Court  judge,  convicting  Leo  Verbon, 
pastqr  of  the  Church  of  the  Illumination,  for  practicing 
medicine  without  a license.  The  defendant  appealed  from 
the  verdict  on  the  ground  of  treating  a cancer  patient 
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according  to  religious  beliefs.  He  administered  some 
forms  of  vegetables  or  herbs  for  which  he  collected  one 
hundred  dollars  from  the  patient.  The  jury  found  him 
guilty  of  practicing  medicine  in  violation  of  the  Medical 
practice  act.  One  speculates  whether  this  decision  may  be- 
come a precedent  for  action  against  other  practitioners 
who  camouflage  practice  of  medicine  under  the  guise  of 
religious  belief. 

Medical  Officer  Welcomed.  Members  of  the  med- 
ical profession  of  Walla  Walla  have  welcomed  W.  B. 
Swackhamer  as  a new  medical  officer  m charge  of 
the  Veterans’  hospital.  He  replaced  R.  W.  Browne, 
who  was  assigned  to  a larger  post  in  the  East. 

Reelected  to  Council.  G.  W.  Swift,  Seattle,  and 
A.  A.  Matthews,  Spokane,  were  reelected  to  the  Coun- 
cil of  the  Pacific  Coast  Surgical  Society  at  is  annual 
meeting  recently  held  in  San  Francisco. 

H.  T.  Allison,  formerly  who  practiced  in  Portland, 
Oregon,  for  three  years  has  now  located  in  Sequim. 
He  has  just  completed  a postgraduate  course  at  an 
eastern  university. 

Dr.  J.  E.  Buckley,  formerly  associated  for  several 
years  with  the  White-Scott  clinic  of  Temple,  Texas, 
has  located  in  Longview.  He  is  a graduate  of  the  Uni- 
versity of  Oregon  Medical  School  and  served  his  in- 
ternship at  the  Letterman  government  hospital  in  San 
Francisco. 

Heads  Family  Bureau.  Dr.  William  McCreery,  Ta- 
coma, was  elected  president  of  the  Family  Welfare  As- 
sociation of  that  city  March  1.  He  was  also  designated 
to  act  as  the  representative  of  the  local  association  in  the 
Family  Welfare  Association  of  America. 

Dr.  G.  E.  Stevens  has  recently  located  in  Okanogan 
to  open  offices  there.  He  was  a graduate  from  the  Charles 
University  of  Prague,  Czechoslavakia.  He  served  intern- 
I ships  in  St.  Louis  and  Jersey  City  and  was  resident  phy- 
sician for  one  year  at  the  Longview  Memorial  Hospital. 

Walla  Walla  Valley  Medical  Society  at  its  meet- 
ing March  10  had  as  its  guest  speaker  Dr.  J.  Earl  Else 

iof  Portland.  His  subject  was  “Recent  Knowledge  on  the 
Cause  and  Treatment  of  Cancer.” 

Snohomish  County  Medical  Society  at  its  regular 
; monthly  meeting  March  1 was  addressed  by  Drs.  J.  W. 
Ebert,  A.  H.  Gunderson  and  O.  G.  Kessling. 

Lewis  County  Medical  Society  held  a meeting  in 
Centralia  March  14.  P.  G.  Flothow,  Seattle,  presented  a 
paper  on  “Lesions  and  Surgery  of  the  Sympathetic  Nerv- 
ous System.” 

Puget  Sound  Surgical  Society  held  its  annual  meet- 
ing at  Harborview  Hospital,  Seattle,  Saturday,  March  26 
! The  guest  speaker  at  the  clinic  and  banquet  was  Dr.  J. 

I H.  Woolsey,  associate  professor  of  surgery  at  University 
I of  California  Medical  School. 

I Wedding.  The  wedding  of  Dr.  Carl  M.  Helwig,  Se- 
attle, took  place  in  Tacoma  March  18.  He  was  married 
'■  to  Mrs.  Alice  B.  Rounds  of  that  city. 


Physician  Relocates.  Dr.  K.  H.  Collins,  formerly  of 
Spokane,  has  located  in  Graigmont,  where  he  has  opened 
new  offices.  He  is  a graduate  of  Rush  Medical  College, 
received  his  internship  in  Chicago  and  following  spent 
two  years  in  China  with  the  Rockefeller  Institute. 


OBITUARIES 

Dr.  Elijah  Barton  Pickel  of  Medford,  Ore.,  died 
during  a heart  attack  March  2,  aged  70  years.  He  was 
born  at  Sweetwater,  Tenn.  and  received  his  academic 
education  at  Athens  of  that  state.  He  graduated 
from  the  University  of  Louisville  School  of  Med- 
icine in  1888  and  from  University  of  Illinois  College 
of  Medicine  in  1894.  He  came  to  Medford  in  1888, 
taking  a prominent  interest  in  orchards  as  well  as  in 
the  practice  of  medicine  in  the  Rogue  river  valley. 
He  served  as  mayor  of  the  city.  He  helped  to  organize 
the  state  board  of  health,  being  a member  of  it  for 
eighteen  years  and  twice  its  president.  He  was  city 
health  officer  for  many  years,  a charter  member  and 
assistant  organizer  of  the  state  board  of  health,  of  which 
he  was  twice  president.  He  served  on  the  board  for 
eighteen  years.  He  was  past  president  of  the  Jackson 
County  Medical  Society  and  of  the  Southern  Oregon 
and  Oregon  State  Medical  Societies.  He  was  a fellow 
of  the  American  College  of  Surgeons. 

Dr.  Ernest  E.  Hemingway  of  Seattle,  Wash.,  died 
February  20  from  angina  pectoris.  He  was  born  at 
Fox  Lake,  Mo.,  in  1873.  He  was  educated  at  Ripon 
College  Mo.,  later  receiving  a Ph.D.  degree  at  the 
University  of  Minnesota.  He  graduated  from  the  Uni- 
versity of  Minnesota  Medical  School  in  1908.  Im- 
mediately after  graduation  he  located  for  practice 
in  Seattle,  which  he  continued  until  the  time  of  his 
death.  He  was  active  in  local  and  state  medical  so- 
cieties and  was  prominent  in  commercial  and  business 
organizations.  He  had  a large  circle  of  friends  and 
admirers  among  physicians  and  laymen.  He  was  one 
whose  loss  will  be  felt  among  many  circles. 

Dr.  Robert  M.  Mellen  of  Seattle,  Wash.,  died 
February  17,  aged  60  years.  He  was  born  at  Boon- 
ville,  Indiana,  in  1867.  He  taught  school  in  Southern 
Indiana  and  for  a number  of  years  was  engaged  in 
railroad  work  in  New  Mexico.  During  the  gold  rush 
he  was  engaged  in  mining  in  Alaska.  Later  he  en- 
gaged in  the  shipping  business  in  Seattle.  In  1917 
he  graduated  from  Vanderbilt  University  School  of 
Medicine.  After  an  internship  in  a New  York  hos- 
pital he  studied  eye,  ear,  nose  and  throat  specialty  at 
Johns  Hopkins  University.  After  practicing  for  a time 
at  Nashville,  Tenn.,  he  located  in  Seattle  in  1920  where 
he  practiced  his  specialty  until  the  time  of  hi.'  death. 

Dr.  John  N.  Coghlan  of  Portland,  Ore.,  aged  66 
years,  died  March  9,  following  an  illness  of  ten  days  with 
pneumonia.  He  was  born  in  1866  in  Ireland  and  received 
his  early  education  at  St.  Johns  College,  Waterford,  Ire- 
land. At  the  age  of  twenty-two  he  moved  to  Boston.  For 
a time  he  studied  engineering  at  Dartmouth  but  later 
was  graduated  from  University  of  Vermont  Medical 
School.  He  studied  in  New  York  and  Boston  Eye,  Ear, 
Nose  and  Throat  hospitals,  and  in  Vienna,  Leipzig  and 
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Berlin.  For  the  past  thirty-five  years  he  has  practiced 
medicine  in  Portland  and  was  one  of  the  first  Pacific 
Coast  members  of  the  American  College  of  Surgeons. 

Dr.  Ada  L.  Collison  of  Seattle,  Wash.,  aged  62 
years,  died  March  4 from  intestinal  obstruction.  She  was 
born  in  Phoenix,  New  York  in  1870  and  received  her  early 
education  in  her  home  city  and  entered  the  profession  of 
teaching,  which  she  followed  for  a number  of  years.  Later 
she  entered  the  medical  department  of  University  of  Ore- 
gon and  finally  was  graduated  from  the  Woman’s  Medical 
College  of  Pennsylvania,  Philadelphia,  in  1915.  Her  in- 
ternship was  taken  at  the  Children's  Hospital  of  San 
Francisco.  In  1916  she  established  her  offices  in  Seattle 
with  her  sister.  Dr.  Lillian  Irwin,  and  limited  her  work 
to  pediatrics.  In  1924  she  took  postgraduate  work  in 
Vienna. 

Dr.  Robert  T.  Boles  of  Portland,  Ore.,  aged  ??  years, 
died  March  10  from  a cerebral  hemorrhage.  He  was  born 
in  Kansas  in  1877  and  received  his  early  education  in 
Portland,  later  attending  the  Oregon  Normal  School.  He 
took  a course  in  medicine  at  University  of  California  and 
University  of  Oregon  Medical  Schools.  He  served  hi.» 
internship  at  Multnomah  County  and  St.  Vincent's  hospit- 
als in  Portland.  Prior  to  coming  to  Salem  five  years  ago, 
he  practiced  in  Tillamook  for  twenty-two  years. 

Dr.  Sherman  E.  Wright  of  Portland,  Ore.,  aged  63, 
died  March  5,  his  health  having  been  failing  for  several 
months.  He  was  born  near  Orleans,  Indiana,  in  1868 
and  received  his  early  education  at  Pillsbury  Academy, 
Minn.  Later  he  was  a student  at  the  University  of  Chi- 
cago and  received  his  medical  training  in  Northwestern 
University  and  in  Vienna.  For  the  past  twenty-five  years 
he  has  practiced  in  Portland. 

Dr.  Walter  Farnham  of  Palouse,  Wash.,  died  Feb- 
ruary 28,  aged  64  years,  while  being  conveyed  in  an  am- 
bulance to  a hospital  in  Colfax.  He  had  been  ill  for  a 
short  time  with  septic  sore  throat.  He  was  born  in  1868 
and  obtained  his  medical  degree  from  University  of  Ore- 
gon Medical  School  in  1892. 

Dr.  William  O.  Spencer  of  Multnomah,  Ore., 
died  February  25,  aged  65  years.  He  was  born  in 
1866  and  graduated  from  Cooper  Medical  College  in 
San  Francisco  in  1897.  He  practiced  for  many  years 
at  Portland. 


REPORTS  OF  SOCIETY  MEETINGS 

WASHIINGTON 

CLALLAM  COUNTY  MEDICAL  SOCIETY 
Pres.  R,  S.  Hamilton;  Secty.,  W.  H.  Taylor 

Clallam  County  Medical  Society  held  a meeting 
at  Port  Angeles,  February  24. 

G.  G.  Thompson  of  Seattle  was  the  guest  speaker. 

The  following  officers  were  elected  for  the  ensuing 
year:  President,  J.  L.  McFadden,  Port  Angeles;  H.  F. 

Jessup,  Sequim,  vice-president:  W.  H.  Taylor,  Port  An- 
geles, secretary-treasurer;  R.  S.  Hamilton,  Port  Ange- 
^les,  delegate  to  the  state  medical  association. 

Snohomish  County  Medical  Society  held  its  meet- 
ing in  Everett  March  1,  with  H.  J.  Greer,  Stanwood, 


presiding.  Papers  on  medical  subjects  were  read  by  J. 
W.  Ebert  and  A.  H.  Gunderson,  Everett,  and  O.  G. 
Kessling,  Arglington. 


KING  COUNTY  MEDICAL  SOCIETY 
Stockslager;  Secty.,  P.  B.  Haury,  Nez  Perce  County 

A general  meeting  of  King  County  Medical  Society 
was  held  in  the  Auditorium  of  Medical-Dental  Building, 
Seattle  March  7,  President  Frederick  Slyfield  presiding. 
Minutes  of  meeting  of  February  1 were  read  and  approved. 

The  following  were  elected  to  membership:  M.  S.  Har- 
mon, G.  H.  Knowles  and  H.  D.  Norris.  Applications  for 
membership  were  presented  by  the  following:  H.  H. 
Adams,  F.  W.  Franz  and  J.  H.  Givens. 

President  Slyfield  presented  the  candidacy  for  the 
school  board  of  Don  H.  Palmer  and  appealed  for  his  elec- 
tion. 

C.  E.  Watts  presented  a specimen  of  the  heart  and 
aorta,  showing  syphylitic  aortic  disease. 

A paper  on  “Parthyroid  Tetany,”  with  exhibition  of 
a postoperative  case,  was  presented  by  E.  A.  Nixon.  The 
parathyroid  glands,  four  to  eight  in  number,  are  found 
in  the  surgical  capsule  surrounding  the  gland,  sometimes 
also  lying  in  contact  with  the  superior  and  inferior  ar- 
teries. If  all  small  lobules  resembling  fat  beneath  the 
sternothyroid  and  sternohyoid  muscles  are  preserved  by 
reflecting  them  with  the  surgical  capsule,  resultant  post- 
operative parathyroid  tetany  will  be  avoided.  A patient 
was  operated  on  with  resulting  tetany  and  paralysis  of 
the  vocal  cords.  The  condition  was  relieved  by  the  ad- 
ministration of  parathorome  subcutaneously  and  calcium 
lactate  and  viosterol  by  mouth.  The  employment  of  all 
three  of  these  remedies  is  essential  for  satisfactory  prog- 
ress, which  was  shown  in  this  case.  The  paper  was 
discussed  by  Brien  T.  King. 

“Teeth  Decay,  Diet  and  Vitamins”  was  the  title  of  a 
paper  by  C.  H.  Hofrichter.  A resume  was  presented  of 
the  minerals  and  vitamins  concerned  with  normal  meta- 
bolism. Vitamins  B and  C,  which  are  soluble  in  water, 
were  first  considered  and  the  conditions  described  fol- 
lowing their  deficiency.  The  fat  soluble  vitamins  A,  D 
and  E were  discussed  and  conditions  presented  showing 
the  necessity  of  their  presence.  A table  was  exhibited 
showing  the  diets  used  by  four  workers  for  arresting 
dental  caries.  There  was  a discussion  of  the  application 
of  the  principles  outlined  in  the  paper.  Charles  Reinig 
of  the  Dental  Society  discussed  the  paper.  He  empha- 
sized the  necessity  of  oral  prophylaxis  and  the  need  of 
cooperation  between  the  medical  and  dental  profession  for 
the  adoption  of  appropriate  diets. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  R.  C.  Schaeffer;  Secty.,  W.  B,  Penney 

The  regular  meeting  of  Pierce  County  Medical  Society 
was  held  in  the  auditorium  in  the  Rhodes  Medical  Art? 
Building,  Tacoma,  March  8.  Dr.  R.  C.  Schaeffer  presiding 
Minutes  of  the  previous  meeting  read  and  approved. 

The  application  of  Dr.  Dale  L.  Martin  was  voted  upon 
and  he  was  unanimously  e'ccted  a member  of  the  .society. 
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Dr.  Penney  reported  that  the  trustees  had  voted  to  call 
a special  meeting  for  Wednesday  evening,  March  16,  for 
the  purpose  of  studying  the  report  of  the  Committee  of 
Seven  of  the  State  Association. 

Dr.-  Schaeffer  announced  that  he  had  appointed  D.  M. 
Dayton  and  W.  G.  Cameron  to  act  as  delegates  to  the 
state,  association  in  place  of  W.  B.  Penney  and  H.  G. 
Willard,  who  now  hold  state  offices  and  are  entitled  to 
vote  as  such. 

The  first  paper  of  the  evening  was  given  by  S.  M. 
Creswell,  City  Health  Officer,  on  “The  Epidemiology  of 
Scarlet  Fever."  This  paper  was  discussed  by  D.  M.  Day- 
ton,  E.  A.  Layton,  C.  H.  Kinnear  and  E.  A.  Rich. 

A paper  on  “Demonstrations  of  Physical  Activities  of 
Electrons”  was  read  by  R.  S.  Seward,  Ph.  D.,  Professor 
of  Physics,  College  of  Puget  Sound.  This  paper  was  dis- 
cussed by  A.  L.  Hart  and  G.  A.  Wislicenus. 


IDAHO 

NEZ  PERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  L.  B.  Stockslayer;  Secty.,  P.  B.  Hawry. 

Nez  Perce  County  Medical  Society  had  as  guests  at 
Lewiston  the  members  of  the  Walla  Walla  County  Medi- 
cal Society,  February  17.  Three  Walla  Walla  physicians 
were  speakers  on  the  program.  Drs.  J.  T.  Rooks  dis- 
cussed “Sarcoma  of  the  Antrum,"  J.  C.  Lyman,  “Pan- 
creatic Necrosis,"  and  R.  A.  Gunter,  “Chest  Diseases. 
With  Special  Reference  to  Bronchiectasis  and  Lipiodol 
Injection.” 


MEDICAL  ECONOMICS 

REPORT  OF  THE  COMMITTEE  OF  SEVEN 
At  the  annual  meeting  of  Washington  State  Medical 
Association  at  Aberdeen  last  August,  the  House  of 
Delegates  appointed  a Committee  of  Seven,  or  Com- 
mittee on  Economics.  It  submitted  a questionnaire  to 
all  members.  The  replies  were  presented  at  a special 
meeting  of  the  House  of  Delegates  at  Seattle,  April  3. 

I The  following  is  a summary  of  that  report, 
j To  the  President  and  Members  of  the  House  of 
I Delegates: 

I The  Committee  of  Seven  elected  by  this  body,  begs 
I to  present  to  you  the  following  report  of  its  study 
I of  the  economic  conditions  of  the  practice  of  medicine 
I in  the  state  of  Washington.  There  are  registered  in 


' this  state: 

Doctors  of  Medicine 1920 

Osteopaths  37? 

Chiropractors  450 

Drugless  healers  325 

U.  S.  A.,  129  M.D’s  per 100,000  people 

Germany,  65  M.D.’s  per 100,000  people 

Washington  129  M.D.’s  per 100,000  people 


Included  in  the  1920  doctors  of  medicine,  are  200 
doctors  employed  by  the  Federal  Government,  10  per 
cent  of  whom  are  registered.  The  membership  of  the 
State  Medical  Association  is  1368.  The  population  of 
the  State  of  Washington  is  1,563,396,  giving  one 
licensed  practitioner  to  each  508  of  population.  This 
does  not  take  into  account  the  Christian  science  prac- 
titioners. 


With  only  one  or  two  exceptions,  all  of  the  'county 
medical  societies  of  the  state  have . been  personally 
visited  by  our  president  and  the  chairman  of  the  Com- 
mittee of  Seven.  At  these  meetings  talks  and  found 
table  discussions  on  economic  subjects  were  held.  A 
quiz  was  adhered  to,  trying  to  bring  out  the  local 
problems  and  attitude  of  the  members  of  the  society  in 
reference  to  conditions  of  practice. 

At  the  outset  last  fall,  a questionnaire  was  sent  to 
each  registered  doctor  of  medicine  in  the  state,  of  which 
there  were  825  returned.  The  purpose  of  this  was  to  get 
a cross  section  of  the  doctors  of  the  state.  ' 

Question  1.  Is  your  practice  medical,  surgical,  special 
or  general?  General  practice  led  with  53  per  cent, 
specialists  17  per  cent  and  the  balance  claimed  a mixed 
practice  with  a tendency  towards  some  specialty. 

Question  2.  Location  of  practice: 

Per  Cent 


County  9 

Small  town  19 

City  68.5 

Suburban  2.8 

Isolated  industrial  1 


From  this  we  learn  the  great  bulk  of  the  doctors  are 
located  in  the  cities  and  small  towns.  In  this  state 
70  per  cent  of  the  population  is  located  in  cities  over 
10,000.  There  are  great  stretches  of  sparsely  settled 
country. 

Question  3.  Are  contracts  prevalent  in  your  com' 
munity?  The  answer  to  this  question  was  not  always 
accurate.  Those  answering  yes  were  80  per  cent.  Six 
per  cent  did  not  know.  Apparently  contracts  are  in 
force  wherever  industry  employs  a group  of  workers. 

Question  4.  Are  you  in  favor  of  Industrial  Con' 
tracts?  Twenty  eight  per  cent  answered  yes,  sixty- 
nine  per  cent  answered  no,  and  two  per  cent  failed  to 
answer  either  way.  Those  approving  industrial  contracts 
invariably  acknowledged  practicing  under  this  plan. 

Some  of  the  typical  points  given  for  contracts  are 
the  demands  of  industry  for  a responsible  doctor;  clinic 
or  hospital  to  look  after  the  accidents  and  illnesses  oc- 
curring among  their  workmen;  that  it  is  difficult  or 
impossible  to  operate  a hospital  in  a small  community 
without  contracts;  that  they  represent  a social  demand 
and  an  economic  expediency;  that  it  is  the  best  type 
of  sickness  insurance  yet  devised;  that  better  functional 
results  are  obtained  with  a lower  cost  to  the  employer; 
that  it  supplies  medical  service  to  the  low  wage  earner 
at  the  minimum  cost,  and  that  industry  has  been  edu- 
cated to  contract  medicine  and  will  not  give  it  up. 

The  reasons  given  against  contracts  are  incompetent 
service,  superficial  work,  the  lack  of  free  choice  of 
physician,  lack  of  personal  relation  between  doctor 
and  patient,  workmen  forced  to  take  the  doctor  se- 
lected by  the  employer  or  his  agents,  commercializing 
the  care  of  the  sick  by  giving  as  little  service  as  pos- 
sible to  make  better  financial  returns  on  the  contract, 
the  unfairness  of  remote  practice  to  the  patient  and 
the  local  doctor  and  the  evils  of  lay  solicitors. 
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Question  5.  Are  you  in  favor  of  Supplemental 
Health  Contracts?  Fifteen  per  cent  answered  yes,  sev- 
enty per  cent  answered  no,  and  thirteen  per  cent  ex- 
pressed no  opinion. 

% 

Question  6.  In  your  opinion  are  contracts  advantage^ 
ous?  Sixteen  per  cent  answered  yes,  giving  as  their 
reasons  patients  come  to  the  doctor  earlier  before  the 
disease  is  well  advanced,  it  supplies  medical  service  to 
those  who  cannot  afford  standard  medical  fees,  the 
physician  is  sure  of  his  fee  which  is  paid  at  the  source 
of  income,  and  a class  of  people  are  thus  taken  care 
of  who  otherwise  would  be  charity  patients  or  county 
charges. 

Sixty-eight  per  cent  of  doctors  thought  the  supple- 
mental contract  harmful  for  the  following  reasons:  tend- 
ency toward  socialized  medicine  limits  the  opportunity 
of  the  general  practitioner,  restricts  the  right  of  the 
laborer  to  call  his  own  doctor;  is  conducive  to  poor 
work,  unfair  to  other  men  practicing  in  the  same  com- 
munity; prices  too  low  to  give  good  service,  causes  care- 
less handling  of  patients;  they  eliminate  healthy  com- 
petition; contract  doctors  do  as  little  as  possible  for  the 
small  fee  received;  contract  patients  become  dictatorial 
and  autocratic;  contract  doctors  give  their  private  pati- 
ents more  consideration  and  courtesy  than  they  do  their 
contract  patients;  monopolization  of  the  field  of  prac- 
tice by  a few  doctors;  contract  patients  are  hurried 
through  and  given  the  minimum  examination  which 
makes  for  a lower  medical  standard  and  ruins  the  doctor 
scientifically  who  practices  in  this  manner;  contract 
surgeons  and  hospital  associations  are  only  interested 
in  the  financial  returns,  lack  of  incentive  to  do  good 
work,  and  finally,  the  doctor  who  stoops  to  take  a con- 
tract admits  openly  that  he  is  not  able  to  compete  on 
his  own  merits  or  ability  with  the  rest  of  the  profes- 
sion in  his  community. 

Question  7.  Do  you  favor  lodge  practice?  Ninety- 
two  per  cent  answered  no,  giving  as  their  reasons  that 
two  dollars  per  annum  was  quite  insufficient  to  take 
care  of  the  lodge  member  and  his  family,  that  for  a 
small  salary  a lodge  doctor  is  expected  to  do  the  im- 
possible and  hence  the  malodorous  reputations  with 
which  lodge  doctors  are  stigmatized.  Few  doctors  had 
anything  good  to  say  of  lodge  practice.  Several  claimed 
they  were  forced  into  it  in  small  communities. 

Question  8.  Do  you  have  any  contracts?  Twenty- 
seven  confessed  to  contract  practice.  In  most  cases  the 
contract  portion  of  these  doctors'  practices  only  con- 
stituted ten  to  twenty  per  cent  of  their  work;  it  sup- 
plemented a general  practice.  We  further  learned  that 
contracts  were  often  taken  in  self-defense  and  were  not 
wholly  approved.  It  is  interesting  to  note  that  twenty- 
eight  per  cent  of  doctors  voiced  their  approval  of 
contracts  and  twenty-seven  per  cent  admitted  contract 
practice.  The  arguments  for  contracts  have  already 
been  enumerated. 

Question  9.  Do  you  favor  free  choice  of  physicians? 
The  answers  to  this  question  do  not  tally  with  the  ones 
preceding  it.  Those  opposed  to  free  choice  of  doctor 
were  usually  the  railroad  surgeons  and  those  enjoying 


a large  group  industrial  practice.  Seventy-seven  per 
cent  voted  for  free  choice  under  all  conditions  and 
tWenty-one  per  cent  voted  for  a limited  choice. 

The  arguments  for  free  choice  are  that  it  is  fair  and 
equitable,  it  is  the  privilege  of  citizenship,  it  is  based 
on  a reputation  for  able  and  conscientious  service. 

The  arguments  against  free  choice  or  a limitation 
arc  many,  as  many  people  choose  doctors  who  have  per- 
sonal appeal  with  scientific  ability;  the  average  work- 
man is  not  qualified  to  call  the  doctor  best  suited  to 
treat  his  ailment;  some  surgeons  are  better  equipped 
to  handle  industrial  and  railroad  work  than  others; 
the  tendency  of  the  family  physician  to  certify  to  a 
greater  length  of  illness  and  incapacity  then  he  should; 
patients  will  choose  doctors  who  are  most  liberal  in  is- 
suing certificates  of  disability;  hospital  associations  are 
under  legal  and  moral  responsibilities  and  must  know 
the  qualifications  of  the  doctors  who  treat  the  work- 
men they  insure;  with  free  choice,  doctors  often  indulge 
in  politics  to  obtain  their  calls,  and,  finally,  while  most 
high  class  doctors  are  sincere  in  their  treatment  and 
care  of  the  workmen  and  honest  in  their  charges,  a 
regrettably  large  proportion  of  the  less  responsible  doc- 
tors are  prone  to  practice  methods  to  further  their 
own  gain  at  the  expense  of  the  employee,  his  employer, 
the  insurance  company  and  the  state. 

Question  10.  Are  you  in  sympathy  with  the  complete 
state  control  of  medicine?  As  was  expected,  eighty-five 
per  cent  answered  no  emphatically.  Fifteen  per  cent 
felt  it  would  be  a good  thing.  These  were  mostly  the 
younger  men  just  starting  practice  and  those  whose 
course  was  almost  run.  Their  reasons  are  stated:  eventu- 
ally state  medicine,  why  not  now,  it  would  be  better 
for  the  many  than  the  present  contract  system  for  the 
few;  it  would  eliminate  those  doctors  who  are  infected 
with  a love  of  money  and  possessions,  leaving  the 
practice  of  medicine  to  those  who  choose  it  for  its  own 
sake;  it  is  vitally  needed  in  the  rural  districts  and  for 
poorly  paid  industrial  workers;  the  laity  are  demanding 
some  plan  of  medical  service  for  those  who  cannot  pay 
standard  costs,  and  state  medicine  will  be  forced  on 
the  medical  profession  here  as  it  has  been  in  Europe, 
Africa,  Japan,  Australia  and  South  America. 

The  arguments  against  state  control  of  medicine  are: 
some  of  the  mistakes  of  other  countries;  abuses  within 
and  without  the  profession;  padded  prescriptions  and 
medical  fees;  to  many  patients  for  each  doctor,  re- 
sulting in  superficial  medical  practice;  too  much  regu- 
lation now;  lost  individuality  and  independence  by  doc- 
tors; serious  reduction  of  professional  income,  result- 
ing in  a lowering  of  our  scientific  training  and  stand- 
ard of  living;  pauperizing  the  laity;  malingering  and 
the  enormous  tax  it  would  entail.  Most  doctors  think 
the  economic  conditions  of  Europe  which  favor  state 
medicine  arc  radically  different  from  conditions  in 
America. 

Question  11.  Do  you  favor  the  panel  system  as  prac’ 
ticed  in  England?  Most  doctors  arc  not  familiar  with 
this  system.  Seventy-three  per  cent  were  opposed  to 
it  and  five  per  cent  favored  it.  Some  thought  a mod- 
ification of  the  panel  system  could  be  worked  out  to 
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meet  the  needs  of  this  state,  resulting  in  satisfaction 
to  the  profession  and  to  their  financial  advantage. 

Question  12.  Do  you  favor  voluntary  or  compulsory 
insurance  for  wage  earners  whose  income  is  under  $2,' 
000  per  year?  This  also  has  been  given  but  little  study 
by  our  profession  as  a whole.  Sixteen  per  cent  were 
in  favor  of  voluntary  insurance;  fourteen  per  cent  for 
compulsory  and  sixty  per  cent  for  insurance,  type  not 
specified,  thus  making  ninety  per  cent  who  believe 
that  some  form  of  sickness  insurance  would  be  a good 
plan.  In  conferences  with  the  county  societies  we 
found  that  most  doctors  were  doing  a large  amount  of 
charity  work  which  could  largely  be  taken  care  of 
through  sickness  insurance. 

Those  favoring  insurance  argued  that  most  families 
failed  to,  or  could  not  budget  their  incomes  to  take 
care  of  sickness;  it  enables  the  workman  to  pay  for 
medical  care  out  of  his  own  earnings;  it  distributes  the 
cost  of  sickness  over  the  many  and  is  founded  on  solid 
insurance  principles,  and  it  assures  the  doctor  of  his 
fee.  Others  feared  that  it  would  be  abused  and  lead 
to  the  dole  system. 

Question  13.  Do  you  believe  in  paid  solicitors  or 
managers  for  doctors?  Ninety  per  cent  of  the  doctors 
were  emphatically  opposed  to  solicitors,  while  ten  per 
cent  believed  that  industrial  clinics,  hospital  associations 
and  those  holding  contracts  absolutely  need  lay  man- 
agers.  Solicitation  involves  one  of  the  chief  principles 
of  ethics  of  the  American  Medical  Association.  It 
opens  the  way  to  exaggerated  claims  and  promises  to 
frank  advertising,  and  has  always  been  tabooed  by  con- 
scientious  physicians.  It  suggests  the  runners  of  cheap 
hotels  and  the  advertisements  of  pathologic  museums  for 
advertising  quacks  who  treat  venereal  diseases. 

The  legal  profession,  through  the  Bar  Association, 
quickly  disbar  any  of  its  members  who  solicit  practice 
through  runners,  cappers  or  solicitors.  Some  doctors 
felt  that  a course  of  economics  on  fees,  collections  and 
office  management  should  be  given  in  the  medical 
school. 

Those  who  approved  of  managers  and  solicitors  stated 
that  a doctor's  service  is  mostly  scientific,  that  he  has 
little  inclination  or  ability  to  attend  to  the  financial 
phase  of  practice  and  a manager  would  be  a great  help. 
Many  clinics  and  hospital  associations  openly  employ 
solicitors  in  express  defiance  of  the  ethics  of  the  Amer- 
ican Medical  Association.  They  claim  they  cannot  ob' 
tain  contracts,  adjust  claims  and  differences  and  con- 
duct their  affairs  on  a paying  basis  without  solicitors. 
A few  years  ago  a doctor  was  sued  for  six  thousand 
dollars  by  his  solicitor  as  his  portion  of  an  eighteen  thou- 
sand dollar  contract;  the  judgment  was  sustained  by  the 
supreme  court  and  is  a matter  of  court  record.  Our 
ethics  are  either  right  or  wrong;  if  right,  they  should 
be  sustained,  and  if  wrong,  they  should  be  changed. 

Question  14.  Do  you  believe  in  a minimum  fee  for 
contracts  set  by  the  state?  This  would  apply  to  the 
supplemental  health  contract  which  the  state  at  present 
does  not  officially  recognize.  Setting  a minimum  fee 
would  discourage  price  cutting  and  its  consequent  im- 


poverishment of  medical  service.  Those  favoring,  this 
proposal  numbered  forty  per  cent,  another  forty  per 
cent  gave  their  disapproval  and  the  remainder  did  not 
understand  the  question. 

Many  felt  that  if  contracts  were  to  continue,  a mini- 
mum fee  should  be  established  for  the  protection  of  the 
service  and  of  the  profession,  the  fees  should  be  based 
on  a cost  price  for  rendering  the  service,  plus  a rea- 
sonable profit  for  the  physician  and  these  fees  should 
be  determined  by  a representative  group  of  doctors, 
chosen  by  the  Washington  State  Medical  Association. 
Others  expressed  the  opinion  that  doctors’  fees  were  no 
concern  of  the  state  and  wanted  a free  rein  to  charge 
as  little  or  as  much  as  they  wished. 

The  chief  purpose  of  the  questionnaire  was  to  call 
attention  to  the  individual  members  of  the  association, 
the  various  economic  problems  that  are  confronting  the 
sick  and  the  various  medical  services.  It  is  surprising 
to  find  how  poorly  informed  the  average  doctor  is, 
especially  in  reference  to  wage  scales,  incomes,  gen- 
eral costs  of  living,  insurance  plans  for  the  sick,  what 
other  countries  are  doing  and  what  are  his  legal  rights. 
Transplanted  from  hospital  and  medical  school  to  a 
community,  city  or  country,  he  is  so  busy  with  clinical 
practice,  digging  in  and  holding  on,  that  he  cannot  sec 
beyond  his  own  circle,  until  he  suddenly  realizes  that 
his  income  is  falling  off  and  he  wonders  what  is  the 
matter.  Then  he  questions  and  looks  around. 

Conferences  were  held  with  every  organized  medical 
society  in  the  state.  Dr.  Whitacre  presented  the  pro- 
gram of  economic  study,  the  present  medical  problems 
and  a round  table  talk  over  local  conditions  were  in- 
dulged in.  He  was  usually  accompanied  by  a ' member 
of  the  Committee  of  Seven  and  some  of  the  officers 
of  the  State  Association.  As  a result  of  these  confer- 
ences, much  valuable  information  and  some  good  sug- 
gestions have  developed.  Conferences  have  also  been 
held  with  the  Industrial  Surgeon’s  Association  and  heads 
of  industrial  plants.  Full  notes  of  these  meetings  form 
a part  of  our  report  and  record. 

Industrial  problems.  In  1917  the  State  of  Washing- 
ton passed  laws,  attaching  a Workman’s  Compensation 
Act  and  an  Industrial  Act.  These  provided  medical 
services  and  compensation  for  injured  men.  This  work 
has  grown  larger  each  year  in  spite  of  the  decreases 
in  total  days  of  labor.  Unemployment  has  been  the 
cause  of  reopening  many  old  claims,  supposedly  settled. 
The  leniency  of  juries  and  judges  who  look  upon  the 
state  as  a wealthy  corporation  has  taken  further  toll 
of  the  medical  aid  fund.  They  have  classed  many 
diseases  as  traumatic  which  have  in  the  past  been  ruled 
nonindustrial  in  cause,  as  hernia,  appendicitis,  pneu- 
monia, colitis,  tuberculosis.  In  fact,  most  any  disease 
is  liable  to  be  judged  traumatic  by  a jury.  Even  syph- 
illis  makes  its  industrial  claims. 

The  Industrial  Act  of  this  state  was  originally  plan- 
ned to  permit  free  choice  of  physicians  but  a clause 
allows  medical  service  on  the  closed  or  contract  plan. 
This  latter  has  resulted  in  a building  up  of  groups  of 
doctors,  clinics,  hospital  associations  and  benefit  asso- 
ciations. Thus  industry  has  several  forms  of  medical 
service  to  choose  from. 
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Some  industrial  plants  favor  the  clinic  service;  others 
favor  the  free  choice  plan.  Investigation  shows  that 
the  workman  is  domineered  in  his  choice  by  his  em- 
ployer. It  is  better  to  accept  the  employer’s  doctor  than 
to  lose  his  job. 

Those  in  charge  of  the  Department  of  Labor  and 
Industries  state  that  better  service,  better  functional 
results  and  a quicker  return  to  work  is  obtained 
through  contract  ser\-ice  than  the  open  plan.  It  means 
a considerable  financial  gain  to  get  the  injured  man 
back  to  work  early. 

The  committee's  investigation  shows  that  some  con- 
tracts are  held  by  able  physicians  and  surgeons,  while 
others  are  held  by  men  of  inferior  ability.  So  this 
blank  statement,  that  the  results  of  the  contract  surgeons 
are  better  than  the  noncontract  surgeons,  is  not  true. 
For  support,  we  refer  you  to  the  records  of  the  courts, 
where  claims  for  compensation  and  adjustment  are  made. 
Valuable  lessons  and  information  for  all  doctors  prac- 
ticing. can  be  obtained  here.  Certain  abuses  have  arisen 
in  this  type  of  practice,  as  men  of  inferior  ability  ac- 
quiring contracts  through  purchase  or  influence  and 
holding  contracts  remote  from  the  surgeon’s  office  or 
residence,  underbidding  for  the  supplemental  health  con- 
tract and  the  employment  of  solicitors. 

What  are  some  of  the  health  problems?  Low  wages, 
unemployment  and  fixed  costs  of  living  are  beyond  the 
control  of  the  medical  profession.  These  are  all  fac- 
tors in  health  problems.  The  immediate  concern  of  the 
medical  profession  is  how  to  supply  this  service,  accord- 
ing to  our  teaching  and  ideals  at  a price  which  can  be 
met.  Everj'  man,  woman  and  child  must  figure  on 
two  weeks  of  sickness  and  disabihty  each.  Few  an- 
ticipate or  prepare  for  this  sickness.  Hospitalization, 
drugs,  doctors’  fees  and  special  nurses  almost  wreck 
some  families,  even  those  with  good  incomes.  The 
mass  of  wage  earners  are  constantly  fighting  indebted- 
ness. A great  many  look  upon  doctors’  bills  as  ones 
to  be  paid  last  or  when  convenient.  Doctors  as  a rule 
are  lenient,  anxious  to  build  up  a practice  and  tradition- 
ally do  not  insist  on  their  fees  from  a spirit  of  big- 
heartedness, philanthropy,  love  of  their  work  and  a 
real  desire  to  participate  in  a good  deed.  The  practice 
of  medicine  is  a learned  art  or  profession,  and  far  re- 
moved from  the  principles  employed  by  business.  The 
things  that  make  business  a success  — salesmanship, 
advertising,  display  windows  and  publicity — cannot  be 
used  in  the  practice  of  medicine.  The  fact  remains 
that  a great  deal  of  our  population  needs  good  medical 
care  without  the  effects  of  pauperization. 

SOLUTIONS  FOR 

A.  Industrial  Problems: 

1.  The  elimination  of  all  industrial  contracts  has  been 
suggested  and  operating  the  Medical  Aid  Law  on  the 
op>en  or  free  choice  of  physician  plan.  This  plan  is 
followed  in  the  state  of  Ohio.  A ver>’  slight  change 
in  the  wording  of  the  present  law  would  effect  this. 
It  would  be  opposed  by  certain  mill  owners  and  inter- 
ested medical  groups.  It  can  be  effected  through  refer- 
endum vote. 


2.  The  second  suggestion  is  to  reform  the  present 
contract  plan. 

(a)  Distant  practice — sometimes  called  remote  con- 
trol. The  injustice  to  the  doctor  on  the  location  is 
apparent.  Shipping  a patient  miles  away  from  home 
with  a doctor  on  the  spot  seems  economically  unsound. 
This,  too,  could  be  corrected  in  the  Medical  Aid  Law. 

(b)  An  adjustment  or  arbitration  committee  of  the 
Association  empowered  to  treat  differences  with  the  Medi- 
cal Aid  Board  would  also  help  control  unwise  contracts. 
At  the  present  time,  only  through  a legal  court  action 
can  an  incompetent  surgeon  be  deprived  of  a contract 
which  might  hold  through  purchase  or  influence.  De- 
finite power  should  be  given  this  board  to  examine  pa- 
tients not  doing  well  under  treatment  and  recommend 
changes  in  treatment  and  doctor,  if  such  is  indicated. 

(c)  The  abohshing  of  solicitors  is  essential  to  main- 
tain the  ideals  and  standards  of  practice.  It  is  expressly 
forbidden  in  our  code  of  ethics  but  has  not  been  en- 
forced. Solicitation  on  the  part  of  lawyers  is  sufBcient 
grounds  to  revoke  their  licenses  to  practice  and  is  so 
dealt  with  by  the  Washington  Bar  Association.  The 
evils  of  solicitation  are  apparent  to  all;  it  constitutes 
an  unfair  method  of  obtaining  practice,  is  often  con- 
ducted through  graft  and  is  not  very  different  from 
the  methods  of  advertising  doctors  and  institutions. 
Under  the  proposed  new  medical  practice  act  it  can 
be  abolished  through  the  board  of  medical  examiners. 

(d)  Corporation  practice  is  unsound,  as  it  does 
away  with  the  personal  relationship  between  doctor  and 
patient.  It  also  eliminates  free  choice  of  physician.  It 
gives  the  control  of  medical  practice  to  laymen  and 
sooner  or  later  the  doctor  who  renders  the  service  is 
told  how  to  practice  and  just  what  he  may  receive  for 
his  services.  The  doctor’s  independence  is  taken  away 
from  him  and  he  becomes  an  employee.  Under  date 
of  January  11,  1932,  the  Committee  of  Seven  received 
a letter  from  the  director  of  licenses  and  the  attorney- 
general  with  the  statement.  ' The  statutes  of  this  state 
regulating  the  licensing  of  physicians  and  surgeons  and 
the  practice  of  medicine  are  sections  10008  and  fol- 
lowing Rem.  Comp.  Stat.  We  have  examined  them 
without  finding  anything  which  changes  the  generally 
accepted  rule  that  corporations  cannot  practice  the 
learned  professions,  in  this  case  medicine.”  This  was 
followed  by  references  and  decisions.  All  that  is  neces- 
sary is  to  get  a copy  of  the  incorporation  papers  of 
the  chnic  or  hospital  association  in  question,  take  it  to 
the  county  prosecutor’s  office  and  file  an  injunction. 
This  immediately  stops  them  from  further  practice. 

B.  Konindustrial  Sickness: 

1.  The  paupers  in  their  illness  are  iilways  a direct 
charge  on  the  community,  and  must  be  taken  care  of 
by  the  county  commissioners,  county  hospitals  and 
other  charity  organizations.  Some  county  medical  so- 
cieties have  contracted  with  the  county  commissioners 
to  take  care  of  the  indig^t  sick  on  a low  fee  base. 
There  is  a possibility  that  the  public  can  be  educated 
to  pay  their  doctors  who  care  for  the  sick,  just  as  they 
do  for  all  other  services,  as  carpentering,  plumbing, 
groceries,  legal  services,  accounting,  electricity,  power. 
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heating,  none  of  which  are  supplied  to  the  county 
gratis. 

2.  The  unemployed  of  a community  fall  into  the 
same  category,  and  must  be  taken  care  of  by  the  same 
institutions. 

3.  The  low  wage  earners  who  cannot  pay  standard 
hospital  and  medical  fees  need  special  consideration. 
They  are  today  trying  to  obtain  reasonable  medical  care 
at  a lower  cost.  Organized  medicine  has  been  chah 
lenged  to  supply  a plan  for  such  care.  Insurance  sick' 
ness  funds  are  now  well  organized  in  many  countries, 
twenty'three  having  compulsory  sickness  insurance  and 
seventeen  voluntary  insurance.  They  have  many  addi' 
tional  features,  as  old  age  insurance,  maternity  and  nurs- 
ing, compensation  for  wages,  unemployment,  burial,  etc. 
The  supplemental  contract  now  operating  in  conjunction 
with  industrial  contracts  in  this  state  is  essentially  sickness 
insurance  in  character  and  fulfills  the  same  function.  It 
may  be  this  is  one  of  the  permanent  solutions  for  the  care 
of  the  low  wage  earner.  Another  plan,  yet  untried,  is  a 
service  by  organized  medicine.  Here  the  county  society 
contracts  to  take  a group  at  a fixed  monthly  rate  per 
individual.  Doctors  are  called  in  rotation  or  free  choice 
of  doctors  is  extended  to  the  insured  group.  Good 
management  and  fair  play  by  each  member  of  the 
county  society  would  be  necessary  for  the  success  of 
this  plan. 

A series  of  graded  fee  schedules  for  the  different 
brackets  of  wage  earners  has  also  been  suggested.  Ac- 
cording to  a test  case  in  the  Supreme  Court  of  Texas, 
“a  sliding  scale  for  the  costs  of  medical  care  is  cus- 
tomary and  fair.  Patient  and  physician  must  concur 
in  regard  to  the  patient's  ability  to  pay  as  a matter  to 
be  properly  taken  into  consideration  in  fixing,  by  ex- 
press contract,  fair  medical  fees.”  There  could  be 
one  scale  for  incomes  up  to  $1200  per  annum,  a second 
one  for  incomes  from  $1,200  to  $2,400,  a third  one  for 
$2,400  to  $3,600,  and  above  that  fair  medical  fees. 

This  would  require  no  machinery,  involve  no  laws 
and  would  be  the  offer  of  organized  medicine  to  take 
care  of  the  low  wage  earners  at  a schedule  of  fees 
within  their  incomes.  These  graded  schedules  should 
be  determined  by  each  county  medical  society,  conform- 
ing to  the  differences  in  practices  found  in  each  com- 
munity. Each  county  group  of  doctors  has  its  own 
problems. 

Sickness  saving  funds  have  been  suggested  and  ad- 
vocated by  bankers.  It  has  been  found,  however,  that 
few  families  will  budget  their  incomes  and  particularly 
for  sickness.  So  far  this  plan  has  been  a failure. 

Another  solution  has  been  proposed  by  Dr.  A.  P. 
Duryee  of  Everett.  He  calls  attention  to  the  fact  that 
one  of  the  greatest  increases  in  medical  care  has  taken 
place  in  the  field  of  diagnosis.  This  has  been  brought 
about  by  the  high  development  of  instrument,s  of 
precision,  as  roentgen  ray  plants,  diathermy  machines, 
metabolism  machines,  physiotherapy  apparatus,  electric- 
cardiograph  machines,  and  to  certain  diagnostic  opera- 
tions as  bronchoscopy,  spinal  punctures,  ventriculography, 
cysto-copy,  fluoroscopy,  opthalmoscopy,  etc.  Add  to 


these  the  costs  of  Wassermann  tests,  blood  chemistry 
estimation,  blood  typing,  transfusions,  tissue  sections, 
autopsies,  blood  cultures,  guinea  pig  inoculations  and 
the  rest  of  the  tests  which  aid  in  making  an(  accurate 
scientific  diagnosis.  These  tests  cost  money.  A patient 
can  spend  a considerable  sum  just  for  a diagnosis  which 
may  or  may  not  be  correct.  Duryee  proposes  a public 
laboratory  in  each  county  to  be  maintained  by  the  tax 
payers,  free  to  all  residents  of  the  county. 

To  summarize,  three  major  issues  present  themselves: 

1.  Adoption  of  a new  medical  practice  act  and  modi- 
fication of  the  present  medical  aid  law. 

2.  Contracts  to  be  abolished  or  surrounded  by  iron- 
clad regulations. 

3.  A plan  by  organized  medicine  to  supply  the  low 
income  citizens  with  a fee  schedule  or  insurance  sick- 
ness that  he  can  handle. 

Committee  of  Seven:  , 

H.  E.  Coe,  King  County  Society 
J-.  T.  Rooks,  Walla  Walla  Valley  Co.  Soc. 
W.  B.  Penney,  Pierce  County  Society 
W.  A.  Taylor,  Kittitas  County  Society 
A.  P.  Duryee,  Snohomish  County  Society 
H.  G.  Wright,  King  County  Society 
A.  H.  Peacock,  King  County  Society. 


ACTION  OF  THE  STATE  INDUSTRIAL  ACCIDENT 
COMMISSION  OF  OREGON 
Letter  Received  By  All  of  the  Doctors  of 
Lake  County 

Salem,  Oregon,  December  16,  1931. 

Dear  Sir: 

Due  to  some  recent  controversy  that  arose  between  the 
Industrial  Accident  Commission,  hospitals,  and  doctors  in 
Lakeview  with  respect  to  the  schedule  fixed  by  the  Com- 
mis.sion,  and  the  refusal  of  some  to  cooperate  with  this 
department  by  accepting  industrial  accident  cases  at  the 
fees  fixed,  we  have  found  it  necessary  to  arrange  with  Dr. 
H.  E.  Kelty,  Lakeview,  for  him  to  represent  the  Industrial 
Accident  Commission  in  your  locality.  Accordingly,  all 
workmen  subject  to  the  provisions  of  the  Workmen’s  Com- 
pensation Law  who  require  treatment  for  industrial  ac- 
cidents must  be  referred  to  Dr.  H.  E.  Kelty  for  treatment 
or  to  the  Hot  Springs  Clinic,  Lakeview,  for  hospitalization 
if  it  is  a hospital  case. 

In  view  of  the  information  that  has  reached  the  Com- 
mission to  the  effect  that  some  patients  are  being  charged 
for  a part  of  their  medical  and  hospital  service  in  addition 
to  the  amounts  allowed  by  this  Commission  we  feel  that 
the  arrangement  with  Dr.  Kelty  and  the  Hot  Springs  Clinic 
will  prove  more  satisfactory  to  all  concerned. 

Our  arrangement  with  Dr.  Kelty  is  effective  January  1, 
1932  and  after  that  date  all  industrial  accident  cases 
must  be  referred  to  Dr.  Kelty  or  the  Hot  Springs  Clinic 
as  the  Commission  will  be  unable  to  approve  payment  for 
services  by  other  hospitals  or  doctors  in  your  locality. 

Yours  truly. 

State  Industrial  Accident  Commission, 

(sg)  R.  E.  Jackson,  Claim  Agent. 
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Letter  Received  By  All  of  the  Doctors 
OF  Klamath  (Bounty 

Salem,  Oregon,  March  10,  1932. 


right  to  exercise  the  privileges  granted  them  by  the  State 
of  Oregon  as  duly  licensed  physicians  and  surgeons.  There- 
fore,  be  it 


Dear  Sir; 

State  Industrial  Accident  Commission  after  some  in- 
vestigation feels  that  by  limiting  the  number  of  doctors 
authorized  to  treat  injured  workmen  coming  under  the 
protection  of  the  Workmen’s  Compensation  Law  in  the 
Klamath  Falls  district  to  a selected  group,  such  an  ar- 
rangement  will  facihtate  the  work  of  this  office;  expedite 
the  adjustment  of  claims  through  more  prompt  and  ac- 
curate reports;  and  insure  to  the  injured  workmen  bet- 
ter medical  service  than  is  possible  when  the  injured  are 
permitted  to  go  indiscriminately  to  any  one  of  ap- 
proximately thirty  doctors  in  that  locality. 

Accordingly  the  Commission  has  ordered  that  effective 
April  1,  1932,  only  those  doctors  whose  names  appear 
herewith  will  be  recognized  by  the  Commission  and  those 
whose  names  do  not  appear  should,  after  the  above  men- 
tioned date,  request  injured  workmen  who  apply  for 
treatment  to  report  to  one  of  the  designated  doctors  of 
his  choice  for  care.  The  doctors  authorized  to  treat  in- 
dustrial accident  cases  in  Klamath  Falls  follow: 


Dr.  F.  C.  Adams 
Dr.  Harold  M.  Brown 
Dr.  Warren  Hunt 
Dr.  G.  A.  Massey 
Dr.  G.  H.  Merryman 


Dr.  Roy  W.  Oldenburg 
Dr.  Paul  W.  Sharp 
Dr.  Ralph  W.  Stearns 
Dr.  L.  L.  Truax 
Dr.  George  I.  Wright 


This  rule  does  not  apply,  however,  to  the  treatment  of 
injured  workmen  in  the  employ  of  any  concern  covered 
by  hospital  contract. 

We  are  sure  this  arrangement  will  be  more  satisfactory 
to  workmen,  employers,  doctors,  and  the  Commission  and 
we  solicit  the  cooperation  of  all  in  carrying  out  the  same. 

Yours  truly. 

State  Industrial  Accident  Commission, 

(sg)  R.  E.  Jackson,  Claim  Agent. 


Resolutions  of  Klamath  and  Lake  Counties 
Medical  Society 

Klamath  Falls,  Oregon,  March  15,  1932. 

Whereas;  it  has  come  to  the  attention  of  the  Medical 
Profession  in  Klamath  and  Lake  Counties,  that  the  State 
Industrial  Accident  Commission  has,  after  some  investiga- 
tion, seen  fit  to  limit  the  number  of  licensed  physicians  in 
these  Counties  who  will  be  allowed  under  their  authoriza- 
tion to  take  care  of  State  Accident  case’s,  and  whereas,  we 
believe  this  ruling  unfair  to  the  workingman,  employer 
and  physicians,  be  it 

Resolved,  that  Klamath  and  Lake  Counties  Medical  So- 
ciety go  on  record  as  being  absolutely  opposed  to  the 
action  of  • the  State  Industrial  Accident  Commission  of 
Oregon,  for  the  following  reasons:  that  the  order  is 
arbitrary;  contrary  to  the  spirit  of  the  Workmens  Com- 
pensation act;  un-American;  unjust  to  the  workingman  in 
removing  his  full  right  of  choice  of  his  physician;  em- 
barrassing to  the  employer,  and  unfair  to  the  physicians 
in  that  it  forces  an  unethical  attitude  and  denies  them  the 


Resolved,  that  we,  the  undersigned  physicians  and  sur 
geons  of  Klamath  and  Lake  Counties,  demand  that  the 
State  Industrial  Accident  Commission  immediately  rescind 
their  order  of  January  1,  1932  affecting  Lake  County,  and 
April  1,  1932  affecting  Klamath  County.  Be  it  further 


ResobetJ,  that  copies  of  this  resolution  be  sent  to  the 
State  Medical  Society  and  all  of  its  component  Societies, 
to  the  Governor  of  Oregon,  to  the  State  Industrial  Ac- 
cident Commission,  Northwest  Medicine,  to  The  Jour- 
nal of  the  American  Medical  Association  and  to  the  local 
and  Portland  press. 


G.  A.  Massey 
Geo.  I.  Wright 

H.  M.  Brown 
Geo.  H.  Merryman 
George  H.  Adler 
L.  L.  Truax 

Paul  W.  Sharp 
Dr.  Ralph  W.  Stearns 
Ray  W.  Oldenburg 
F.  C.  Adams, 

L.  D.  Gass, 

J.  Randolph  Barr 
C.  E.  Morrison 
Wm.  T.  Rogers 


E.  D.  Johnson 
E.  D.  Lamb 

E.  Dietsche 

J.  G.  Patterson 
Paul  M.  E.  Carstens 
Chas.  V.  Rugh 

F.  E.  Trotman 
A.  A.  Soule 
Dean  H.  Osborn 
Warren  Hunt 

E.  D.  Everett 
Chas.  E.  Leithead 

G.  H.  Hanson 


THE  WOMAN’S  AUXILIARY 

OREGON 

The  Woman's  Auxiliary  to  the  Oregon  State  Medical 
Society  is  going  forward  rapidly  with  organization  dur- 
ing the  Spring  months.  At  the  midyear  board  meeting, 
held  February  3 at  the  home  of  the  President,  Mrs. 
Joseph  A.  Pettit,  Portland,  plans  were  discussed  and 
the  remainder  of  the  year  outhned.  Tillamook,  Union, 
Clatsop,  Klamath  and  Lake  Counties  are  at  present 
completing  details  of  organization.  An  interesting  res- 
ume of  the  activities  of  the  Oregon  Auxiliary  has  just 
been  published  and  mailed  to  members,  together  with  a 
statement  of  seven  reasons  for  belonging  to  a medical 
society  Auxiliary,  prepared  by  Mrs.  Wilson  Johnston, 
President-elect. 

The  year  for  the  Auxiliary  to  the  Portland  City 
and  County  Medical  Sodety  has  been  one  of  construc- 
tive activity.  Each  month  since  the  installation  of  offi- 
cers in  November  a meeting  has  been  held,  also  a mid- 
monthly  meeting  of  the  Executive  Board  composed  of 
officers  and  committee  chairmen.  A dinner  meeting 
was  held  in  February,  at  which  the  state  officers  and 
representatives  from  other  Auxiliaries  were  guests.  Mrs. 
Nat  Aarons  of  the  University  of  Oregon  Social  Ser- 
vice Department  and  Mrs.  W.  W.  Gabriel,  President 
of  the  City  Federation  of  Women’s  Clubs,  were  speak- 
ers. On  March  2 an  afternoon  meeting  was  held  at  the 
residence  of  Mrs.  John  Montague,  at  which  time  Dr. 
Helen  A.  Cary  spoke  on  “Health  in  the  Public  Schools. 
Mrs.  Frank  E.  Boyden  presided  at  the  business  meet- 
ing. Mrs.  Frank  E.  Fowler  of  Clatsop  County  was 
honor  guest.  Tea  was  served  following  the  meeting. 
Mrs.  F.  Floyd  South  was  chairman  of  the  musical  en- 
tertainment. 
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Portland  Public  and  Parochial  Schools  have  received 
subscriptions  to  “Hygeia”  for  the  balance  of  the  school 
year  as  a gift  from  the  Auxiliary. 


The  Woman's  Auxiliary  to  the  Portland  City  and 
County  Medical  Society  sponsored  a benefit  dinner 
March  14  at  the  Heathman  Hotel  for  the  purpose  of 
forming  a nucleus  of  a Scholarship  Loan  Fund  for 
University  of  Oregon  Medical  Students.  Attendance 
exceeded  expectations  and  enthusiastic  response  was 
noted.  Dean  Richard  B.  Dillehunt  was  the  speaker. 
It  is  hoped  that  Auxiliaries  throughout  the  Northwest 
will  assist  in  increasing  the  fund,  as  students  at  the 
University  are  from  all  Northwestern  communities. 


The  February  Meeting  of  the  Jackson  County  Aux- 
iliary was  held  on  the  18th  at  the  home  of  Mrs.  T. 
G.  Heine  of  Medford,  Mrs.  E.  A.  Woods  presiding. 
The  Basic  Science  Bill  was  presented  by  Mrs.  R.  W. 
Sleeter,  followed  by  general  discussion.  Poems  and 
articles  of  special  interest  to  doctors’  wives  were  read 
by  Mrs.  C.  T.  Sweeney,  Mrs.  William  Holt,  Mrs.  E. 
R.  Durno  and  Mrs.  B.  C.  Wilson.  “Current  Events  in 
Medicine”  was  presented  by  Mrs.  Gordon  Mac  Cracken. 
Musical  numbers  were  given  by  Mrs.  J.  C.  Hayes  and 
Mrs.  E.  A.  Woods. 

The  doctors’  wives  of  Clatsop  County  held  a lunch' 
con  meeting  at  the  Gearhart  Hotel  March  24  for  the 
purpose  of  discussing  organization  plans.  Mrs.  Joseph 
A.  Pettit,  Mrs.  W.  F.  Patrick  and  Mrs.  Edward  A. 
Pierce  of  Portland  were  guests.  Mrs.  Frank  E.  Fowl' 
er  was  in  charge  of  arrangements. 


Mrs.  Charles  E.  Hunt  of  Eugene  is  Vice-president  of 
the  Oregon  Parent  Teachers  Association,  and  is  chair- 
man of  the  State  Health  Committee.  The  Eugene 
Auxiliary  arranged  an  interesting  booth  for  the  dis- 
tribution of  health  literature  at  the  annual  convention 
of  parents  and  teachers  in  Eugene. 


Dr.  Vernon  A.  Douglas  was  the  speaker  at  the  last 
meeting  of  the  Auxiliary  to  the  Tri-county  Medical 
Society,  held  in  Salem.  “The  County  Health  Unit”  was 
the  subject  of  the  meeting. 


WASHINGTON 

Mrs.  H.  J.  Whitacre  of  Tacoma,  President  of  the 
Woman’s  Auxiliary  to  the  Washington  State  Medical 
Association,  called  a special  meeting  of  the  Executive 
Board,  March  8,  to  consider  a program  for  the  rest  of 
the  year  and  to  create  the  necessary  committees  to 
carry  out  that  program. 

Through  the  courtesy  of  Miss  Helen  Wilcox,  Sec- 
retary for  the  Public  Health  League  of  Washington, 
the  Board  meeting  was  held  in  her  office,  Medical 
and  Dental  Bldg.,  Seattle,  with  the  following  members 
present:  Mrs.  A.  Macrae  Smith,  Bellingham;  Mrs.  J. 

F.  McDonald,  Hoquiam;  Mrs.  J.  B.  Blair,  Vancouver; 
Mrs.  O.  F.  Lamson,  Seattle;  Mrs.  C.  B.  Jones,  Everett; 
Mrs.  E.  C.  Yoder,  Tacoma;  and  Mrs.  H.  J.  Whitacre, 


Tacoma.  The  following  committees  were  created  and 
chairman  appointed;  Hygeia,  Mrs.  A.  A.  Mathews, 
Spokane,  Chairman.  Public  Relations,  Mrs.  D.  H. 

Nickson,  Seattle,  Chairman.  Legislative,  Mrs.  W.  H. 
Axtell,  Bellingham,  Chairman.  Press  and  Publicity, 
Mrs.  E.  Frank  Chase,  Seattle,  Chairman. 

The  Board  felt  that,  until  the  auxiliaries  found  out 
definitely  what  line  of  work  would  best  fill  the  needs 
of  their  own  localities,  it  would  be  wise  for  our  pro- 
gram to  emphasize  only  two  lines  of  activities  for  the 
rest  of  the  year.  First,  self-education  of  members  of 
auxiliaries  along  health  lines,  following  the  courses 
suggested  in  the  envelopes  sent  out  by  the  National 
auxiliary  and  by  so  doing  become  better  prepared  in 
developing  programs  of  health  education  for  dissemina- 
tion to  other  organizations;  second,  the  promotion  of 
Hygeia,  since  the  house  of  delegates  of  the  American 
Medical  Association  passed  a resolution  last  year,  in 
which  they  are  urged  that  one  of  the  chief  activities 
of  the  Woman’s  Auxiliary  to  the  Medical  Association 
be  the  promotion  and  distribution  of  Hygeia. 

Since  our  year  is  a short  one,  closing  October  1, 
Mrs.  Whitacre  feels  that  concentrated  effort  along 
these  two  lines  of  activities  will  do  much  toward  de- 
veloping the  stability  of  the  county  auxiliary,  thus 
establishing  a unit  of  strength  which  would  naturally 
fortify  the  state  auxiliary  and  in  the  end  be  an  asset 
to  the  National  Auxiliary. 


BOOK  REVIEWS 

Edited  by  Kenelm  Winslow,  M.D. 


Cancer.  Its  Origin,  Its  Development  and  Its  Self-Per- 
petuation. The  Therapy  of  Operable  and  Inoperable  Can- 
cer in  the  Light  of  a Systemic  Conception  of  Malignancy. 
A Research  by  Willy  Meyer,  M.D.,  Consulting  Surgeon  to 
the  Lenox  Hill  and  Postgraduate  Hospitals,  New  York, 
etc.  427  pp.  $7.50.  Paul  B.  Hoeber,  Inc.  New  York, 
1931. 

This  book  consists  of  38  chapters,  of  which  29  have 
appeared  in  various  journals  from  1923  to  1927  under 
the  heading,  “Some  notes  on  Cancer.”  In  Part  I the  author 
discusses,  the  origin,  the  development  and  the  self-per- 
petuation of  cancer,  pointing  out  its  two-fold  nature,  a 
systemic  disease  and  a proliferative  process.  Part  2 is  de- 
voted to  the  therapy  of  cancer,  especially  in  the  light  of 
a systemic  conception  of  malignancy.  In  five  chapters 
the  author  develops  his  theory  of  the  necrones  or  cell 
irritation  caused  by  cell  protein  decomposition  products. 
It  is  pointed  out  that  the  primum  movens  of  the  “first 
impulse  toward  the  genesis  of  cancer  should  be  looked 
for  not  in  cells  which  undergo  the  cancerous  change,  as 
has  been  so  frequently  asserted  by  authors,  but  in  the 
medium  which  surrounds  these  cells,  and  there  again  is 
a focus  of  microscopic  size,  and  in  the  stagnation  pre- 
vailing therein.”  The  area  in  question  during  the  course 
of  development  “must  undergo  chemical  change  in  order 
to  become  capable  of  being  effective  in  originating  plastic 
developments.”  “Chronic  irritation  of  tissue  causes  cell 
death,”  or  necrones,  as  they  are  called  by  the  author. 

From  eighty-eight  references  in  the  literature  the  author 
brings  much  matrial  to  support  his  arguments  in  the  five 
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chapters  on  necrones,  their  solvents,  their  presence  in 
tissue  cultures,  etc. 

In  the  chapter  on  cancer  susceptibility,  after  discussing 
various  types  of  chronic  lesions,  the  author  makes  the 
following  statement:  “Our  preceding  remarks  make  evi- 
dent  that,  when  we  speak  of  predisposition,  we  do  not 
refer  to  these  (chronic  lesions)  later  phases  of  the  cancer- 
ous process,  but  to  conditions  many  steps  antecedent  to 
then,  conditions  which  com.e  ahead  even  of  the  first  acute 
lesion.”  In  order  to  show  the  activity  of  the  body  cells 
and  that  their  tendency  to  become  malignant  is  part  of  a 
general  reaction.  Borst  is  quoted  as  follows:  “Who  will 
claim  to  know  how  many  times  in  a patient  the  cells  may 
have  made  a start  toward  aggressive  growth,  but  have  been 
nipped  in  the  bud  by  the  antagonistic  forces  of  this 
system.” 

Part  2 is  devoted  to  a discussion,  “On  Fever  as  a Remed- 
ial Influence  in  Cancer.”  The  author  quotes  numerous  au- 
thors to  show  the  effect  of  fever  and  suggests  that  the 
beneficial  effects  of  Coley’s  fluid  when  injected  hypoder- 
matically  is  due  to  the  artificial  fever  “maintained  for 
weeks  at  a time,”  as  well  as  the  acidosis  resulting  from  the 
injection.”  He  discusses  the  acidosis  treatment  of  cancer, 
giving  many  references  and  quotations. 

The  last  chapter  is  devoted  to  retrospect  and  outlook. 
Here  is  discussed  cancer  prophylaxis  which  may  be  sum- 
med up  in  the  following  quotations:  “In  a system  of 
medication  which  will  maintain  the  serum  of  affected  and 
unaffected  individuals  alike  in  a condition  where  it  reacts 
with  a mild  chemical  acidosis  or  hypoalkalinity.”  The 
author  ends  his  volume  with  the  following:  “Venturing, 
in  conclusion,  to  take  a birds-eye  view  of  the  whole  ques- 
tion of  cancer  therapy,  it  may  be  permissible  to  state  that 
the  outlook  appears  to  us  promising  even  in  advanced 
cases  for  the  successful  treatment  of  all  sorts  and  condi- 
tions of  cancer,  along  paths  traced  in  this  book,  and  by 
treatment  derived  from  views  on  cancer  etiology  which 
are  based  on  ordinary  medical  conceptions.”  Mosim.\n. 


Electrotherapy  and  the  Elements  of  Light 
Therapy.  By  Richard  Kovacs,  M.  D.,  Clinical  Pro- 
fessor and  Director  of  Physical  Therapy,  Polyclinic 
Medical  School  and  Hospital,  New  York,  etc.  Ulus- 
strated  with  211  Engravings.  528  pp.  $6.50.  Lea  & Febig- 
er,  Philadelphia.  1932. 

During  recent  years  physical  therapy  has  become  an 
established  feature  in  medical  practice  and  its  import- 
ance has  been  emphasized  by  its  addition  to  the  cur- 
riculum of  the  leading  medical  schools.  Much  incor- 
rect information  has  been  imparted  as  to  its  application 
in  the  treatment  of  disease.  The  author  of  this  volume, 
by  reason  of  his  wide  practical  experience  and  years 
of  teaching  physical  therapy,  is  in  a position  to  speak 
authoritatively  concerning  this  form  of  practice.  Through- 
out this  volume  a conservatism  is  emphasized  and  the 
necessity  of  correct  diagnosis  is  presented  as  the  basis 
of  all  forms  of  treatment. 

A knowledge  of  the  physics  of  electric  applications 
is  a necessary  preliminary  to  this  practice.  This  is 
thoroughly  developed  in  Part.  I.  Under  general  electro- 
therapy and  electrodiagnosis  each  current  is  considered 
in  detail,  its  characteristics  are  explained  and  the 
methods  of  their  applications  described.  The  galvanic 


current  is  the  basis  of  all  electrotherapy.  Hence  the 
necessity  of  a knowledge  of  its  actions.  The  author 
clarifies  debatable  questions  regarding  this  current.  The 
chapter  on  reactions  of  degeneration,  explaining  how 
the  faradic  and  galvanic  currents  are  utilized,  should  be 
studied  by  every  practitioner  of  physical  therapy.  Due 
attention  is  given  to  the  sinusoidal  currents,  while  dia- 
thermy is  treated  with  the  careful  detail  which  it  de- 
serves. 

One  of  the  most  useful  agencies  in  this  line  of 
work  is  the  static  current,  with  which  comparatively 
few  practitioners  are  familiar.  The  author  is  thoroughly 
versed  in  the  unique  field  which  this  current  occupies 
in  physical  therapy  and  accords  to  it  the  importance 
which  it  merits  in  the  treatment  of  many  forms  of 
pathology.  Its  use  for  the  relief  of  specific  ailments 
is  included  where  applicable  with  other  agencies.  One 
seeking  information  concerning  this  current  can  read 
this  volume  with  profit.  The  chapters  on  phototherapy 
describe  the  correct  employment  of  the  sun,  radiant  heat 
and  ultraviolet.  Beside  description  concerning  the  treat- 
ment of  medical  conditions,  surgical  diathermy  receives 
due  consideration  with  details  of  its  application  in 
suitable  cases.  Under  applied  electrotherapy  specific 
diseases  are  considered  and  detailed  treatment  enumer- 
ated for  each.  The  fact  is  emphasized  that  rarely  is 
one  agency  alone  to  be  used  in  the  treatment  of  a given 
condition  but  the  skillful  combination  of  two  or  more 
spells  success.  This  volume  is  commended  to  all  stu- 
dents and  practitioners  of  physical  therapy. 

Varicose  Veins.  With  Special  Reference  to  the  In 
jection  Treatment.  By  H.  O.  MePheeters,  M.D.,  F.  A.  C. 
S.,  Director  of  the  Varicose  Vein  and  Ulcer  Clinic,  Min- 
neapolis General  Hospital,  etc.  Illustrated  with  62  Half- 
tone and  Line  Engravings.  Third  Revised  and  Enlarged 
Edition.  285  pp.  $4.00.  H.  A.  Davis  Co.,  Philadelphia, 
1931. 

This  book  can  be  recommended  to  anyone  who  is  con- 
templating the  treatment  of  varicose  veins.  It  is  compact 
and  clearly  written  with  many  specific  directions.  Prac- 
tically all  the  information  that  can  be  found  in  the  litera- 
ture is  in  this  volume.  It  is  especially  thorough  in  embry- 
ology, anatomy,  etiology  and  diagnosis. 

This  edition  has  new  material  on  the  work  done  ir. 
determining  the  direction  of  venous  flow  in  varicose 
veins,  roentgen  demonstrations  and  blood  pressure  read- 
ings. Pathologic  work  on  biopsy  specimens  have  been 
completed  and  a detailed  summary  made.  A new  chapter 
has  been  added  on  the  causes  of  failure  which  is  very 
valuable  and  is  especially  to  be  recommended  to  those 
who  have  not  had  much  experience  in  this  work.  There 
is  another  new  chapter  on  elephantoid  states  due  to  lym- 
phatic obstruction. 

There  is  some  material  on  the  injection  of  the  varicose 
veins  of  both  the  leg  and  vulva  during  prepnancy.  The 
author  could  have  improved  his  book  a little  by  bringing 
this  material  together  in  one  chapter  and  giving  more 
specific  directions  for  the  treatment  of  varicose  veins  of 
the  vulva.  As  a whole  it  is  an  excellent  work  and  de- 
serves study.  Metheny. 


Body  Mechanics;  Education  and  Practice.  White 
House  Conference  on  Child  Health  and  Protection.  Re- 
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port  of  the  Subcommittee  on  Orthopedics  and  Body 
Mechanics.  Robert  B.  Osgood,  M.D.,  Chairman,  166  pp. 
$1.50.  The  Century  Co.,  New  York,  1932. 

This  report,  published  in  book  form,  defines  posture 
or  body  mechanics  as  “the  mechanical  correlation  of  the 
various  systems  of  the  body  with  special  reference  to  the 
skeletal,  muscular  and  visceral  systems.  Normal  body  me- 
chanics  may  be  said  to  obtain  when  this  mechanical  cor- 
relation is  most  favorable  to  the  function  of  these  systems." 
There  is  positive  evidence  to  prove  that  not  less  than  two- 
thirds  of  the  young  children  of  the  United  States  ex- 
hibit faulty  body  mechanics. 

The  report  deals  at  length  with  the  relation  of  posture 
to  human  efficiency  and  health.  It  is  shown  that  slumping 
posture  may  cause  gastroptosis,  enteroptosis,  abdominal 
muscular  pains,  ptosis  of  the  heart  and  diaphragm  and 
multitudinous  other  irregularities.  Relief  from  these  dis- 
turbing conditions  may  be  secured  through  systematic  ex- 
ercises and  physiotherapy  procedures.  The  entire  book 
is  a forceful  appeal  to  physicians  for  renewed  efforts  to 
forward  all  movements  toward  physical  fitness,  urging 
better  physical  culture  in  our  schools,  upon  our  play 
fields  and  in  our  homes.  It  contains  detailed  recommenda- 
tions and  suggested  programs  for  corrective  exercise. 

Wade. 


Gould’s  Medical  Dictionary.  Containing  the  Words 
and  Phrases  Generally  Used  in  Medicine  and  Allied 
Sciences,  with  Their  Definition,  Pronunciation  and  Deriva- 
tion. By  George  M.  Gould,  A.  M.,  M.D.,  Author  of  “An 
Illustrated  Dictionary  of  Medicine,  Biology  and  Allied 
Sciences,”  etc.  Edited  by  R.  J.  E.  Scott,  M.A.,  B.C.L., 
M.  D.  Editor  of  Hughes  Practice  of  Medicine,  etc. 
Third  Edition,  Revised  and  Enlarged.  Based  on  Recent 
Medical  Literature.  With  Illustrations  and  173  Tables. 
1538  pp.  $7.00.  P.  Blakiston's  Sons  and  Company. 
Philadelphia,  1931. 

Every  physician  needs  access  to  the  latest  edition  of  a 
standard  dictionary  in  order  to  keep  abreast  of  medical 
progress  as  illustrated  by  words,  definition  and  phraseology. 
The  first  edition  of  Gould’s  Dictionary  was  a successor  of 
a number  of  dictionaries  published  by  this  versatile  writer 
and  scholar.  Appearing  in  1908,  this  dictionary  has  been 
authoritative  .since  that  time  and  this  present  third  edition 
represents  the  last  word  in  correct  medical  definitions, 
terminology  and  pronunciation.  In  addition  to  many 
hundreds  of  new  words  in  this  volume,  there  appear  many 
tables  of  pathogenic  bacteria,  pathogenic  metozoa  and 
pathogenic  protozoa.  This  author  was  the  first  to  elimin- 
ate what  are  now  considered  superfluous  endings,  e and 
al  in  certain  words,  dropping  most  of  the  hyphens  and 
simplifying  diphthongs  by  omitting  the  a and  o appearing 
before  e.  In  spite  of  the  mass  of  information  contained 
in  this  volume,  it  is  of  handy  size  for  ready  reference  and 
will  prove  invaluable  to  its  fortunate  possessors. 


Surgical  Errors  and  Safeguards.  Max  Thorek,  M. 
D.,  Surgeon-in-Chief,  The  American  Hospital,  Chicago, 
etc.  668  Illustrations,  Many  Colored,  696  pp.  $10.  J.  B. 
Lippincott  Co.,  Philadelphia  and  London,  1932. 

The  development  of  surgery  owes  much  to  the  system 
of  trial  and  error,  while  the  judgment  and  experience  of 
the  surgeon  have  a definite  relation  to  his  appreciation  of 
the  possibility  of  error.  This  work  by  Thorek  is  a review 
of  such  possibilities  inherent  in  every  form  of  surgical 


procedure,  and  the  suggestions  for  the  avoidance  thereof 
are  laid  on  the  broad  groundwork  of  sound  principles, 
careful  diagnosis  and  an  outline  of  complications  known  to 
have  occurred.  Its  greatest  value  lies  in  indicating  the 
danger  sign-posts  and  then  pointing  the  way  towards 
safety.  Thus,  the  volume  includes  much  of  surgical 
diagnosis  and  technic,  preoperative  and  postoperative  care; 
being  in  reality  a treatise  on  operative  surgery  in  its  broad- 
est and  most  helpful  form.  As  there  is  no  similar  pubhea- 
tion  in  the  English  language  it  should  appeal  equally  to 
the  oldest  and  youngest  surgeon.  Forbes 


Psychology  and  Psychiatry  in  Pediatrics;  The 
Problem.  White  House  Conference  on  Child  Health  and 
Protection.  Report  of  the  Subcommittee  on  Psychology 
and  Psychiatry.  Bronson  Crothers,  M.D.,  Chairman.  146 
pp.  $1.50  The  Century  Co.  New  York,  1932. 

This  report  considers  the  status  of  mental  hygiene,  child 
guidance,  and  child  psychology  from  the  view  points  of 
what  is  being  done,  what  should  be  done,  and  how  to  do 
it.  The  report  is  a distinct  challenge  to  physicians,  inas- 
much as  it  presents  the  attitude  of  various  psychologists, 
psychiatrists  and  educators,  each  considering  that  the 
administration  of  these  personality  developing  procedures 
belongs  to  his  respective  group.  The  report  concludes  that 
the  rightful  place  for  mental,  emotional  and  behavior 
problems  is  with  the  physician.  Unwillingness  of  doctors 
at  large  to  acquire  the  ability  to  deal  wisely  with  problems 
involving  the  personality  of  the  child  may  lead  to  the 
transfer  of  this  field  to  formal  organizations  or  to  individ- 
uals without  medical  experience.  Such  a solution  would 
inevitably  diminish  both  prestige  of  the  private  practitioner 
of  medicine  and  the  interest  of  his  job.  Wade 


The  Aetiology  of  Tuberculosis.  By  Dr,  Robert 
Koch,  Director,  Imperial  Health  Bureau,  Berlin.  With  an 
Introduction  by  Dr.  Allen  K.  Krause.  48  pp.  $.50.  Na- 
tional Tuberculosis  Association,  New  York,  1932. 

This  is  a translation  from  the  German  of  the  original 
paper  announcing  the  discovery  of  the  tubercle  bacillus, 
read  before  the  Physiological  Society  of  Berlin,  March  24, 
1882.  Believing  there  is  a widespread  desire  for  an 
easily  accessible  text  for  English  readers  of  this  notable 
and  epoch-making  paper,  this  work  has  been  presented  as 
a fitting  memorial  of  the  semicentennial  anniversary  of 
the  Great  Discovery.  The  introduction  by  Dr.  Krause 
outlines  the  conditions  and  proceedings  under  which  the 
immortal  Koch  perfected  his  amazing  accomplishment. 
Every  student  of  tuberculosis  will  need  to  read  this  mono- 
graph. 


SOMETHING  REALLY  NEW  IN  SCISSORS 

Of  interest  to  the  surgical  profession  is  a current  an- 
nouncement, introducing  a renewable  edge  scissors  with 
revolutionary  improvements.  These  scissors,  perfected  by 
a manufacturer  of  well  known  detachable  blade  knives, 
incorporate  the  same  principle.  The  edges  are  easily 
changed  and  lock  on  the  shanks  when  in  position  so  that 
they  cannot  come  off  while  in  use.  The  scissors,  made 
of  stainless  steel,  retain  the  same  weight,  balance  and 
pattern  of  standard  scissors.  It  may  be  readily  appreciated 
the  renewable  edge  scissors  will  offer  the  same  distinctive 
advantages  so  well  established  by  the  use  of  the  detach- 
able blade  surgical  knife.  The  scissors  are  described  in 
the  Bard-Parker  advertisement  in  this  issue. 
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ARE  WE  UP  TO  DATE  IN  OUR  TREAT' 
MENT  OF  BURNS* 

H.  J.  Clements,  M.  D. 

S.‘\LEM,  ORE. 

A cross  section  picture  of  one  phase  of  medical 
surgical  procedure  is  to  be  found  in  the  records 
of  the  State  Industrial  Accident  Commission. 
These  reports  come  as  a rule  from  general  practi' 
tioners  of  all  parts  of  the  state,  in  both  city  and 
rural  districts,  eighty  per  cent  of  whom  at  some 
time  probably  treat  burns.  Without  question 
these  records  furnish  the  only  opportunity  the 
state  affords  for  evaluating  the  current  medical 
practice,  whether  in  regard  to  the  subject  under 
consideration,  or  for  treatment  of  wounds,  leg 
ulcers,  fractures  or  what  not. 

Soon  after  being  asked  to  serve  as  a medical 
adviser  to  the  present  Accident  Commission,  in 
which  capacity  it  is  frequently  necessary  to  review 
the  work  of  the  physician,  my  attention  was  at' 
tracted  to  the  diversity  of  methods  in  vogue  in 
the  treatment  of  scalds  and  burns,  and  likewise  to 
the  high  expense  to  the  state  for  payment  of  prO' 
longed  compensation  and  medical  care. 

Burns  of  varying  degree  and  severity  are  be- 
coming  more  and  more  common  because  of  the 
intreasing  use  of  petroleum  products  in  domestic 
and  industrial  activity,  and  especially  because  of 
their  many  uses  in  our  extensive  highway  oper' 
ations.  Our  forest  fires  likewise  levy  a heavy  toll 

‘From  the  Salem  Clinic. 

•Read  before  the  Fifty-seventh  Annual  Meeting  of  Oregon 
State  Medical  Society,  in  Eugene,  Ore.,  Oct.  22-24,  1931. 


on  life  and  limb.  Since  writing  the  above  the  rC' 
port  of  the  State  Fire  Marshall  is  out,  stating  that 
thirty'six  Oregon  people  lost  their  lives  by  fire 
during  1930.  But  it  seems,  however,  that  ade' 
quate  preparation  for  the  prompt  and  efficient 
first'aid  treatment  of  these  accidents  is  lacking 
either  at  the  plant,  at  the  hospital  or  at  the  doc' 
ors’  offices. 

It  is  my  belief  that  the  standard  of  medical 
practice  in  this  state  is  fully  up  to  the  average  for 
the  country  over,  and  I believe,  of  course,  that  our 
doctors  are  as  fine  a group  of  men  as  are  to  be 
found  anywhere.  As  to  their  medical  education, 
they  have  secured  it  side  by  side  with  the  doctors 
of  our  nation  in  the  best  schools  of  the  world, 
east,  west,  south  and  in  European  clinics.  Since 
this  is  the  case,  one  is  constrained  to  ask  the 
question,  why  are  our  great  teachers  of  surgery 
and  our  great  clinical  practitioners  in  such  dis' 
repute?  Otherwise,  why  do  we  not  practice  their 
teachings?  Instead,  each  of  us  goes  his  own  way 
to  treat  these  cases  diversely,  oftimes,  I must  say, 
to  make  a mess  of  it. 

I wish  in  the  space  allowed  for  this  paper  to 
briefly  mention  the  salient  points  in  the  medical 
literature  of  the  past  five  or  six  years  and  to  use 
these  facts  as  measuring  standards  for  our  work 
today.  Let  me  first  give  a few  case  histories  and 
ask  what  is  wrong  with  the  picture.  Each  of  these 
methods  can  be  multiplied  many  times.  Time  pre' 
vents  considering  others  as  diverse  in  methods. 
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Claim  No.  427236.  June,  1931.  First  degree  scald  of 
feet.  Treatment,  immersion  in  hot  alkaline  water.  Ban' 
daged  with  unguentine. 

Claim  No.  424345.  A burned  left  hand  and  forehead 
under  date  of  June  12,  1931.  Treatment  as  follows: 
“Keeping  wounds  clear  of  irritating  secretions  and  appli' 
cation  of  emollients.” 

Claim  No.  426939.  July  6,  1931.  Burns  of  second 
degree  of  forehead,  eyes,  cheeks,  fingers,  arms  and  ears. 
Oil  and  tar  removed  as  best  one  could.  Burned  skin 
removed  in  places.  Carron  oil  applied  and  dressed. 

Claim  No.  423070.  May  26,  1931.  Patient  suffered 
a burn  to  the  right  arm,  side  and  hip.  Patient  discharged 
June  15,  1931. 

A courteous  letter  asking  for  the  outline  of  treatment 
received  the  following  enlightening  reply:  “I  am  sur- 

prised  at  your  ignorance  in  asking  such  a foolish  question. 
This  man  was  burned  by  steam  which  causes  deep  destruc- 
tion  of  tissue,  and  consequently  somewhat  slow  in  grow- 
ing back  to  normalcy. 

“To  start  with  I cut  his  clothing  from  the  body  and 
cleaned  up  the  arm  and  hip  and  side,  where  the  skin 
had  sloughed  off  as  a result  of  the  burns.  I then  cleaned 
up  the  surface  as  best  it  could  be  cleaned  and  applied 
various  applications  as  the  indications  warranted,  and 
changed  the  dressings  to  prevent  further  irritation  from 
the  dirt  and  stiff  serum-soaked  dressings,  and  then  made 
further  applications  each  time  the  dressings  had  to  be 
changed,  as  long  as  was  necessary." 

Claim  No.  424992.  Workman  was  injured  June  19, 
1931,  and  was  still  being  treated  on  August  11,  1931. 

First  and  second  degree  burns  of  face,  back,  chest  and 
arms,  the  burns  on  the  back  being  deeper  than  the  rest. 
Shock  was  severe.  He  was  dressed  first  with  buttesin 
picrate  ointment,  and  later  with  quinoxol  ointment,  which 
was  spread  on  gauze  and  applied  to  the  burns. 

Claim  No.  423623.  Initial  report  June  2,  1931.  Scald- 
ing over  entire  body  below  shoulders.  At  least  three- 
fourths.  of  his  body  was  denuded  of  skin,  mostly  of 
second  degree  severity. 

“We  had  him  in  a continuous  bath  of  saline  solution 
at  body  temperature  for  eleven  days;  he  was  most  easily 
cared  for  so  of  any  extensive  burn  case  we  have  treated. 
The  denuded  areas  covered  over  very  rapidly;  there  is 
practically  no  scarring  except  an  area  on  his  abdomen, 
and  a cicatricial  phimosis  which  may  require  circumcision. 
Altogether  we  have  been  quite  happy  over  the  progress 
that  this  case  has  made  and  would  commend  to  the 
Commission  for  further  suggestion,  if  the  opportunity 
comes,  the  continuous  warm  normal  saline  bath  as  the 
most  satisfactory  method  for  taking  care  of  these  other- 
wise difficult  cases. 

“P.S.  Disabled  time  will  probably  extend  to  about 
August  1 unless  circumcision  should  prove  necessary 
which  can  be  determined  next  week." 

Hospital  and  nurse  bills  amounted  to  $385.00  to  Aug- 
ust 15,  1931.  Further  report,  dated  August  22,  states 
that  the  patient  is  presenting  symptoms  of  peptic  ulcer. 

I here  quote  from  Dacosta’s  Surgery:  “Curling’s  ulcer. 
Due  to  sepsis  and  occur  late.  Septic  emboli  may  be  a 
cause.” 

Last  report  Sept.  25-31.  Ulcer  symptoms  disappeared 
on  ulcer  diet  and  treatment.  Further  estimate  of  disabil- 
ity placed  at  still  another  month. 

This  patient  was  exhibited  before  the  Polk-Yamhill- 
Marion  Medical  Society  January  5,  1932.  Only  a few 
small  areas  exhibited  scarring.  The  skin  in  general  is 
of  normal  color  and  character. 


Claim  No.  424165.  June  9 to  June  30,  1931.  “Burns 
were  on  the  face,  neck,  hands  and  arms.  My  treatment 
was  to  cut  away  the  sloughs,  open  and  drain  the  blisters 
when  they  required  it,  and  dress  burned  areas.  My  dress- 
ings consisted  of  ointment  in  some  instances,  and  tulle 
gras  lumiere  in  others. 

“If  a better  treatment  has  been  devised,  please  let  me 
know  of  it  and  I would  be  pleased  to  adopt  it.” 

Claim  424993.  June  19,  1931.  A severe  burn  over 
much  of  the  body,  resulting  fatally  in  a few  hours.  One 
dressing  only  was  done.  The  following  is  an  account  of 
the  materials  used : One  and  one-half  dozen  tubes  benso. 
comp,  ointment.  One  dozen  tubes  of  benacol  and  picric 
acid  ointment  and  50  yards  of  gauze. 

Claim  No.  169358.  This  is  the  only  case  given  which 
is  not  occurring  within  five  years,  but  claimant  is  still 
drawing  his  $25.00  per  month  because  of  the  injury. 
Accident  occurred  October  31,  1930.  According  to  the 
doctor's  report,  the  burns  were  of  the  second  degree, 
occurring  on  both  legs  from  the  ankle  to  the  groin,  the 
buttock  and  both  hands.  The  treatment  used  was  picric 
acid  dressings. 

The  patient  was  sent  to  Portland  the  following  day, 
where  he  was  placed  in  a hospital.  The  attending  physi- 
cian's initial  treatment  was  reported  to  be  paraffine  dress- 
ings. Ten  days  later  the  physician  reported  that  the 
patient  had  been  placed  in  a water  bath  for  treatment  of 
body  burns,  and  that  two  special  nurses  had  been  called. 

The  report  three  weeks  later  reads:  “Still  running 
temperature  and  is  toxic.  Burns  on  hands  nearly  healed. 
Thighs,  legs,  buttock,  sloughs  nearly  cleaned  off.  Gran- 
ulating surface  taking  on  healthy  appearance.” 

In  five  weeks  a skin  graft  operation  was  authorized, 
but  it  was  delayed  because  of  the  unsatisfactory  condi- 
tion of  the  patient. 

The  report  on  January  2,  1924,  five  weeks  later,  reads: 
patient  is  ready  for  skin  graft  as  soon  as  donors  are 
secured.” 

The  fifth  month  after  the  accident,  beginning  in  March 
and  continuing  for  several  months,  the  reports  read  essen- 
tially as  does  the  one  of  June  4:  “Saline,  oil  of  salt, 
boric  and  guaze  dressings  were  used  alternately  and  his 
injuries  were  such  as  to  necessitate  two  or  three  dressings 
daily  in  many  instances." 

Inasmuch  as  large  drug  bills  were  rendered  for 
oil  of  salt,  which  local  druggists  tell  me  is  much 
used  by  both  doctors  and  the  laity  for  the  treat- 
ment of  wounds,  and  not  being  familiar  with  it, 

I sent  a letter  of  inquiry  to  The  Journal,  American 
Medical  Association  which  brought  the  following 
reply : 

August  3,  1931. 

Dear  Doctor  Clements: 

In  re:  Oil  of  Salt. 

You  will  find  a report  of  Mosso’s  “Oil  of  Salt”  in  the 
enclosed  article  that  we  published  in  The  Journal,  October 
25,  1930.  This,  as  you  will  see,  gives  an  abstract  of 
the  government’s  case  against  the  Mosso  concern  for 
selling  its  product  under  false  and  fraudulent  claims. 
The  article  also  refers  to  a detailed  report  of  our  chem-- 
ists’  analysis  of  some  years  ago,  now  reprinted  in  the 
paphlet,  “Miscellaneous  Nostrums.” 

Very  sincerely  yours. 

Bureau  of  Investigation 

American  Medical  Association. 
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Thirteen  and  one'half  months  after  the  accident, 
the  following  report  was  made:  “Recently  dis- 
charged patient  from  the  hospital.  Burns  on  legs 
doing  well,  although  large  dressings  are  still  re- 
quired, extending  from  ankles  to  knee.” 

After  claimant  had  been  disabled  fifteen 
months  and  six  days  with  an  award  of  ninety-six 
months  permanent  partial  disability,  the  case  was 
finally  closed  on  Feb.  26,  1925.  The  total  cost  to 
the  State  Industrial  Accident  Commission  of  the 
State  of  Oregon  was  as  follows: 


Compensation  $3,239.97 

Doctor  bills  1,095.00 

Skin  donors,  three  377.10 

Hospitals  1,041.85 

Nurses  705.00 

Ambulance  6.00 


Total  6,464.92 


Claim  No.  416331.  On  Feb.  24,  1931,  at  10  p.m.  the 
patient  fell  against  a stove,  blistering  the  side  of  the  right 
leg  from  the  knee  to  the  ankle.  The  doctor  reported  the 
burn  as  of  the  second  degree. 

The  treatment  used  was  reported  as  “dressings”  which 
were  applied  daily.  The  druggist's  bills  were  for  01  lini 
et  aq.  calcis,  or  carron  oil.  On  April  21,  two  months 
after  the  injury,  the  report  showed  that  there  were  three 
areas  of  two  or  three  inches  in  extent  which  were  un- 
healed. 

On  June  8,  three  and  one-half  months  after  the 
injury,  two  small  areas  were  reported  to  be  unhealed. 

One  June  23,  four  months  after,  the  report  states 
that  there  were  contractures  over  the  popliteal  tendons 
and  a small  unhealed  area  on  the  ankle. 

On  July  9 it  was  reported  that  the  injury  “still  pre- 
sents a small,  unhealed  area  of  granulating  tissue,  with 
contractures  over  the  popliteal  area.” 

On  July  28,  five  months  after  injury,  it  was  reported 
that  the  patient  had  fully  recovered  as  to  the  leg.  The 
general  condition  was  not  good. 

On  August  6,  the  patient  died  of  cerebral  hemorrhage. 

The  patient  was  treated  at  home,  a male  nurse  doing 
the  daily  dressings,  the  doctor  visiting  patient  about  once 
a week. 

The  expenses  for  five  months  amounted  to: 


Doctor  bill  $ 68.00 

Nurse  74.00 

Carron  oil  2.00 

Compensation  259.20 


Total  $403.70 


The  above  case  was  in  the  city  of  Portland. 

Claim  No.  254647.  While  rescuing  an  automobile 
from  a burning  barn,  a woman  sustained  severe  burns 
from  the  flames.  A complete  copy  of  the  hospital  records 
of  this  case  is  on  file  in  the  office  of  the  State  Industrial 
Accident  Commission.  From  it  we  secured  the  following 
information: 

The  patient  entered  the  hospital  about  4 p.m.,  special 
nurses  being  on  the  case.  No  fluids  were  recorded  as 
being  given  until  1:30  a.m.  the  next  morning,  when 
by  rectum  the  following  was  given:  Chloral  hydrate  15 
gr.  and  potassium  bromide  30  gr.,  dissolved  in  6 oz.  of 
water.  The  first  drink  was  recorded  at  5 a.m.,  when  a 
cup  of  hot  tea  with  milk  and  sugar  was  given. 


The  next  record  was  at  5 p.m.,  when  a large  glass  of 
soda  water  was  given,  with  emesis  following.  From 
8:30  to  12  midnight  | gr.  calomel  was  given  every  half 
hour.  At  9 p.m.  the  chloral  hydrate  plus  potassium 
bromide  in  6 oz.  of  water  was  retained  by  rectum. 

At  6:30  a.m.,  next  morning,  a bottle  of  citrate  mag- 
nesium was  given.  Soon  afterward  the  patient  had  severe 
chills,  during  which  heat  was  applied.  At  10  a.m.  a 
large  glass  of  orangeade  is  recorded.  Chloral  hydrate  and 
potassium  bromide  mixture  was  again  given  at  6:30  p.m. 
but  was  expelled. 

Now  let  us  turn  to  the  local  treatment.  The  accident 
occurred  in  the  country.  The  doctor  was  called  by  tele- 
phone and  gave  directions  that  the  patient  be  placed  at 
once  in  a bath  tub  of  water.  This,  of  course,  was  in  a 
country  home. 

The  doctor  soon  arrived  and  cut  off  the  clothes,  wrap- 
ping and  sending  the  patient  to  the  hospital.  The  patient 
was  immediately  placed  in  a water  bath  of  90°,  and  was 
kept  there  for  four  hours.  Zinc  oxide  was  applied  to  the 
burns.  No  further  mention  of  dressings  was  recorded 
until  the  next  day,  when  dressings  were  changed  on  the 
legs  and  back. 

On  the  third  day  at  10:45  a.m.  the  dressings  over 
the  entire  burned  area  were  changed.  At  6 p.m.  dress- 
ings were  changed  on  the  arms. 

On  the  fourth  day  at  8:30  a.m.  the  patient  was  put 
in  a tub  of  water  at  90°  and  kept  there  three  hours. 
She  was  returned  to  her  room  in  a very  weakened  condi- 
tion. Dressings  were  applied. 

On  the  fifth  day  we  have  a change  in  treatment.  At 
8 a.m.  moist  dressings  were  applied  to  arms  and  legs 
with  picric  ointment  to  face  and  back.  At  1 and  4 p.m. 
the  dressings  were  remoistened,  but  there  is  no  record  of 
what  was  used.  At  7 p.m.  picric  ointment  was  applied 
to  arms  and  legs. 

At  9 a.m.  of  the  sixth  day  picric  ointment  was  applied 
to  the  back,  arms  and  legs.  At  3 p.m.  dressings  were 
remoistened  with  oil,  as  the  patient  had  intense  burning 
pains.  At  7 p.m.  there  was  recorded  a complete  change 
of  dressings  saturated  with  mineral  oil. 

The  eighth  day’s  records  read  that  the  odor  of  the 
wounds  was  very  offensive,  and  that  picric  acid  was 
applied  to  the  back. 

On  the  ninth  day,  at  11:30  a.m.,  the  patient  was  put 
in  the  bath  tub  and  removed  therefrom  at  8 p.m.  Mean- 
while there  had  been  two  bowel  movements  and  urination. 
The  doctor  did  the  dressings  at  8 p.m. 

On  the  sixteenth  day  it  was  reported  that  dressings 
were  saturated  with  boric  solution. 

On  the  twentieth  day  the  report  noted  that  tub  baths 
were  continued.  Boric  acid  solution  dressings  were  ap- 
plied until  the  twenty-eighth  day,  when  a change  was 
made  to  balsam  peru,  and  castor  oil.  On  this  day  the 
patient  suffered  intermittent  chills  during  the  day,  with 
poor  pulse  and  the  spitting  of  blood,  with  higher  fever. 
This  was  evidently  the  occurrence  of  a pulmonary  infarct. 

On  the  forty-eighth  day  skin  grafting  was  begun. 

The  history  continues  with  a picture  of  progressive 
sepsis  until  about  the  one  hundred  and  seventh  day, 
when  the  patient  became  suddenly  worse  and  died. 

A better  side  light  on  this  case  is  seen  by  read- 
ing a portion  of  the  letter  written  by  the  doctor, 
in  which  he  as  the  physician  in  charge  outlines  the 
character  of  the  case. 

In  Re:  Claim  No.  254647.  The  extent  of  burns. 

“Claimant  weighed  between  185  and  200  pounds.  The 
burns  involved  both  arms  from  well  up  past  the  shoulder. 
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aboYe  the  arm  and  above  the  axilla,  down  to  the  finger 
tips  with  the  exception  of  a narrow  strip  ranging  from 
two  to  four  inches  in  width  on  the  posterior  surface  of  the 
arm,  extending  from  a short  distance  above  the  elbow 
down  to  and  including  the  palms. 

“We  were  able  to  save  this  woman's  life  by  the  use 
of  tepid  baths  for  several  weeks.  It  required  eight 
attendants  to  put  her  in  the  baths,  and  to  remove  her 
for  three  or  four  weeks.  She  remained  in  this  bath  from 
eight  to  fourteen  hours  at  a time. 

“We  would  like  to  invite  your  attention  to  certain 
facts  about  this  case.  We  had  a trained  nurse  that 
dropped  the  case  immediately.  That  we  tried  to  get  other 

trained  nurses  in  to  take  the  case,  which  makes  us 

not  very  proud  of  our  trained  nurses  in  this  community. 

We  wired  to  and  got  two  nurses.  They  finally 

played  out  and  had  to  quit.  We  again  tried  to  get 
nurses  in  our  part  of  Oregon  and  failed.  And  in  our 
dilemma  we  did  not  wait  to  consult  with  the  S.I.A.C., 

but  wired  to  Dr.  of  Portland,  and  he  sent  us  two 

nurses. 

“I  think  that  the  Commission  would  probably  be  im- 
pressed somewhat  by  the  nature  and  extent  of  these 
burns,  when  I tell  you  that  the  hospital  had  to  shut  off 
a wing  on  account  of  the  odor.  And  I would  like  also 
to  impress  on  the  Commission  that  the  doctors  of  our 
part  of  Oregon  are  very  friendly  and  that  we  invite  each 
other  to  see  our  important  cases,  and  that  on  account  of 
the  odor,  all  but  a few  doctors  declined  to  go  in.” 

In  this  case  the  doctors  rendered  bills  to  the 
sum  of  $3,348.00.  Statement  of  the  cost  of  treat- 
ment. The  following  is  copied  from  our  records: 


Profession  services  $2,022.00 

Skin  donors  180.00 

Drugs  29.10 

Nurses  1,330.70 

Hospital  1,206.73 


Total  cost  of  medical  aid  $4,768.53 


GENERAL  TREATMENT  OF  BURNS 

It  is  generally  conceded  that  the  treatment  of 
bums  is  divided  into  two  phases,  the  general  treat- 
ment of  the  patient,  and  the  treatment  of  the  part 
involved.  Shock  must  be  treated  by  warmth,  mor- 
phine and  stimulants.  To  mention  the  other  salient 
points  in  the  general  treatment  of  the  patient  I 
can  do  no  better  than  quote  from  an  article  by 
Fraser  1. 

“For  a certain  period  after  the  injury  biochemi- 
cal activity  is  in  abeyance  but  thereafter  products 
of  intense  toxicity  are  liberated,  which  being  ab- 
sorbed into  the  circulation  originate  a group  of 
serious  symptoms,  involving  particularly  cells  of 
liver,  kidney,  lymphoid  tissue  and  central  nervous 
system. 

“The  pathology  of  a burn  is  something  beyond 
the  local  lesion,  wide  spread  chemical  changes  en- 
sue causing  a deranged  metabolism.  The  ultimate 
end  of  the  story  is  characteristic.  The  alkalies  be- 
come depleted,  the  buffer  salts  have  yielded  up 

1.  Fraser,  Joe:  Treatment  of  Burns  in  Children.  Brit. 

Med.  J.,  1:1089-1092,  June  18.  1927. 


their  last  resources  and  acidosis  ensues.  Alkali 
reserve  must  be  maintained  and  if  possible  built 
up.  Sodium  bicarbonate  and  alkaline  sodium  phos- 
phate, (dibasic  salt)  grains  20  to  30  every  four 
hours,  are  thus  recommended. 

“Sugar  reserve  should  be  conserved  and  built 
up  by  5 per  cent  glucose  4-5000  cc.  per  day.  Fluids 
in  abundance  by  mouth,  bowels  or  perhaps  intraven- 
ously. Blood  transfusion  if  necessary.” 

LOCAL  TRE.ATMENT 

The  outstanding  points  emphasized  in  the  litera- 
ture of  the  last  five  years  indicate  that  almost 
without  exception  the  first  and  most  valuable  pro- 
cedure in  local  treatment  is  cleansing  followed  by 
the  use  of  antiseptics.  Thus,  iodine,  once  only, 
Dakin’s  solution  by  means  of  perforated  tubes  in 
the  dressings,  and  the  dyes.  It  is,  I believe,  as  es- 
sential to  give  surgical  cleansing  for  a bum  as 
for  a compound  fracture. 


WHAT  NOT  TO  USE 


Before  entering  into  the  discussion  of  present- 
day  usage,  let  us  first  consider  present-day  teach- 
ings as  what  not  to  use.  Baths,  a continuous  im- 
mersion treatment,  popularized  by  Hebra  in  1861 
and  highly  recommended  by  a number  of  surgical 
texts,  has  no  proponents  in  the  medical  literature 
of  the  past  ten  years  or  more.  The  following  ob- 
jections are  found  in  current  literature. 

Pack  and  Davis^  list  the  following  objections: 
“Suitable  tank,  provided  with  proper  regulated  con- 
tinuous flow  of  water  of  constant  temperature,  is 
hard  to  secure;  constant  nursing  surveillance  is  im- 
perative and  costly.  The  feasibility  of  disturbing 
a very  ill  patient  by  lifting  him  out  of  bed  and 
putting  him  in  a tub  of  water  is  sometimes  ques- 
tionable.” To  this  statement  I would  add  the  im- 
possibility of  preventing  contamination  from  the 
skin  and  mucous  membranes. 

A further  quotation  from  Pack  and  Davis  reads: 
“Solutions,  whose  usage  is  questionable,  futile  or 
dangerous,  are  listed  as  follows: 

These  are  objectionable  because 
moisture  may  release  toxins  and 
Normal  salt  solution  favor  their  absorption.  Also  be- 
Boric  acid  solution  cause  the  bacteriologic  chances 

Aluminum  acetate  of  infection  are  much  increased, 

owing  to  feeble  antiseptic  pow- 
ers. 


Potassium  permanganate 
Bichloride  of  mercury 
Phenol 

Turpentine.  These  are  too  toxic. 

Picric  acid  except  on 

small  areas. 

2.  Pack,  G.  T.  and  Davis,  A.  H. : Burns:  Types,  Pathology 
and  Management.  Lippincott,  1930. 
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OILS  AND  OINTMENTS 

Emerson^  states,  “The  majority  are  infected, 
especially  if  oils  and  medicated  grease  are  applied 
as  a first  dressing.  Carron  oil  is  popular  among 
mechanics,  but  it  is  the  bugbear  of  the  surgeon.” 

Carron  Oil.  From  Dacosta^  I quote  the  follow' 
ing  in  regard  to  carron  oil:  “Carron  oil  allays 

pain,  but  is  a filthy  preparation  and  its  use  is 
followed  by  much  pus  formation.” 

Pack  and  Davis  further  state:  “It  is  dangerous 
because  when  used  the  chance  for  infection  is  great' 
ly  increased.  This  emulsion  is  apt  to  hinder  the 
absorption  of  pus  by  the  dressings  and  may  even 
cause  fever  and  anorexia  which  will  promptly 
disappear  when  removed.” 

Ointments.  Pack  and  Davis  state  the  following 
in  regard  to  ointments:  All  possess  the  same  dis' 
advantages.  They  macerate  the  tissues  and  encour' 
age  multiplication  of  bacteria.  If  antiseptics  are 
incorporated  in  sufficient  strength  to  prevent 
growth  of  bacteria,  the  normal  epidermization  is 
interfered  with.” 

Murray^  declares,  “The  use  of  oily  or  greasy 
mixtures  and  ointments  is  to  be  decried.  Carron 
oil  has  no  place  in  the  treatment  of  burns.  Oint' 
ments  in  general  are  of  no  particular  value  except 
that,  if  they  contain  an  analgesic  agent,  they  may 
ease  pain.  Carbolic  ointment  is  useless  and  danger' 
ous.” 

According  to  the  literature  of  the  day  we  should 
find  our  method  of  treatment  among  one  of  the 
following:  Debridement,  sodium  bicarbonate  solu' 
tion,  detoxification  by  use  of  hypertonic  sodium 
chloride  solution,  the  paraffin  method  or  the  tan' 
nic  acid  treatment. 

DEBRIDEMENT 

Since  the  World  War  this  term  has  been  a 
familiar  one  in  surgery.  It  implies  the  immediate 
surgical  removal  of  the  devitalized  tissue  so  as  to 
spare  the  patient  the  months  of  sloughing  and  sep- 
sis that  otherwise  follow  serious  injuries.  This  is 
practiced  much  more  extensively  in  Germany  than 
in  this  country. 

Willis®,  an  advocate  of  this  treatment  in  the 
United  States,  makes  the  following  statement. 
“Debridement  in  the  treatment  of  burns  brings 
relief  from  pain.  There  is  rapid  subsiding  of  tern' 
perature  and  decline  in  pulse  rate.  It  reduces 

3.  Emerson,  M.  L. : Wax  Paraffin  Film  in  the  Treatment 
of  Bums.  J.  A.  M.  A.,  69:274-275,  July  28,  1917. 

4.  Da  Costa,  J.  C. : Modern  Surgery,  Ninth  Edition,  1925. 

5.  Murray,  C.  R. : The  Treatment  of  Injury  by  the  Gen- 
eral Practitioner.  1931. 

6.  Willis,  A.  M.:  The  Value  of  Debridement  in  the  Treat- 
ment of  Burns.  J.  A.  M.  A.,  84:655-658,  Feb.  28.  1925. 


damage  to  internal  viscera,  due  to  absorption  of 
toxins.  There  is  increase  in  the  speed  with  which 
healing  takes  place  in  contrast  with  the  slow  pro- 
cess of  sloughing  and  repair  seen  in  expectantly 
treated  burns.  It  reduces  contractures,  saves  time, 
and  reduces  necessity  of  skin  grafts.  If  debride- 
ment is  decided  upon,  it  should  be  done  as  soon 
as  shock  permits  and  before  sepsis  is  possible.” 

SODIUM  BICARBONATE  OR  THE  BIOCHEMICAL 
TREATMENT 

The  rationale  of  the  treatment  with  sodium 
bicarbonate  10  per  cent  solution  is  supposed  to 
lie  in  the  chemical  neutralization  of  the  toxins- 
liberated  by  the  burned  tissue  which  are  acid  in 
character.  In  present  literature  this  treatment  has 
found  its  chief  advocates  in  Goldblatt'^  and  Moor- 
head® who  states:  “I  have  long  been  an  advocate 
of  the  treatment  by  wet  dressings  of  sodium  bi- 
carbonate during  the  early  or  dermatitis  stage  of 
burns.  For  the  secretory  and  granulation  stage  I 
prefer  the  open  air,  sunlight  or  electric  light  treat- 
ment, especially  in  children.  At  night  or  in  the 
intervals  between  seances  of  open  exposure  I use 
a dressing  of  equal  parts  of  camphor  liniment  and 
olive  oil  or  boric  ointment.  I especially  guard 
against  contractures  by  enforced  posture  and  ex- 
ercises.” 

DETOXIFICATION 

Still  another  plan  of  treatment  is  the  detoxifi- 
cation by  the  use  of  hypertonic  sodium  chloride, 
much  favored  in  Great  Britain.  Mackenzie®  states 
that  he  follows  debridement  with  hypertonic  so- 
dium chloride  until  cleaned  off  and  then  by  nor- 
mal saline.  Wilson^®  advocates  for  the  cleaning 
off  of  burns  during  the  stage  of  sloughing  the 
following  preparation:  Glycerine,  2 per  cent  and 
sodium  chloride,  2 per  cent  with  water. 

PARAFFIN  TREATMENT 

The  treatment  of  burns  by  means  of  waxes  came 
to  the  front  during  the  World  War  and  was 
popularized  largely  by  lay  publications.  For  a 
while  it  had  quite  a vogue,  but  in  recent  years  it 
has  merged  into  the  background.  In  a certain  type 
of  burn  there  are  advantages,  but  they  will  exist 
either  in  the  very  mild  type  or  in  cases  of  deeper 
burns  after  the  sloughing  off  and  sterilization. 

7.  Goldblatt,  D. : Study  of  Burns,  Their  Classification 

and  Treatment.  Am.  Surg.  85:490-501,  April,  1927. 

8.  Moorehead,  J.  J. ; The  Practice  of  Traumatic  Surgery. 
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Many  of  the  paraffin  preparations  that  have 
been  available  have  proved  to  be  poorly  com' 
pounded  and  seldom  of  much  use.  If  this  method 
is  to  be  used,  drying  of  the  surface  is  essential, 
and  the  burns  must  be  in  a reasonably  aseptic 
condition.  Drying  is  best  accomplished  by  means 
of  an  electric  hair  dryer.  There  must  be  suffi' 
cient  normal  skin  tissue  available  for  adhesion. 
Such  a dressing  may  remain  in  situ  from  ten  to 
fourteen  days  or  longer.  If  fluids  accumulate, 
they  can  be  evacuated  by  puncturing  with  hot 
wire.  The  value  of  paraffin  lies  largely  in  its 
protective  character,  and  when  well  applied  acts 
as  a splint  to  prevent  contractures. 

TANNIC  ACID  METHOD 

While  in  Detroit  attending  the  meeting  of  the 
American  College  of  Surgeons  in  1927,  I was 
greatly  interested  in  the  demonstrations  of  the 
tannic  acid  method  of  the  treatment  of  burns  as 
given  by  several  hospitals.  I was  chagrined  to 
find  that  the  method  had  been  fully  published 
two  years  before  that  time,  and  that  I had  over' 
looked  it. 

It  was  a new  experience  to  find  that  severely 
burned  individuals  were  recovering  in  apparent 
comfort  and  with  a total  absence  of  the  trouble' 
some,  smelly  dressings  with  which  we  are  all  fa' 
miliar,  and  which  are  still  all  too  common.  In 
fact,  on  the  day  I wrote  these  lines,  two  letters 
were  received  at  the  offices  of  the  State  Industrial 
Acident  Commission,  requesting  special  allowances 
for  daily  dressings  and  material  for  burns  that  did 
not  seem  to  be  particularly  severe. 

When  I have  mentioned  this  method  of  treat' 
ment  to  a number  of  doctors,  the  multitude  of 
objections  to  it  seems  surprising,  but  as  a rule 
there  is  a lack  of  firsthand  knowledge  of  it  or 
the  literature  concerning  it.  Before  taking  up  this 
treatment,  I suggest  that  you  first  read  the  classi' 
cal  article  by  Davidsonii,  and  then  follow  it  up 
by  the  more  recent  papers  of  the  same  author  or 
of  others  hereinafter  quoted. 

This  method  seems  to  be  but  little  known  in 
Oregon,  judging  from  reports  studied,  but  two 
cases  during  the  past  six  months  have  come  to  my 
attention.  One  of  these  was  also  a crushing  injury 
of  the  hand,  the  burn  being  but  a part  of  the 
trouble.  The  other  case  is  outlined  below. 

Claim  415572.  Feb.  20,  1931.  “Patient  fell  into  a 
sawdust  fire,  burning  left  hand,  arm  and  shoulder,  in' 
eluding  axilla.  Gotten  to  the  hospital  as  soon  as  possible 
and  tannic  acid  treatment  begun.” 

11.  Davidson.  E.  C. : Tannic  Acid  in  Treatment  of  Burns. 
S.  G.  and  0..  41:212-221,  Aug.,  1925. 


Eleven  days  afterward.  “Extensive  debridement  was 
done  under  general  anesthesia  in  order  to  remove  the 
thick,  heavy  coagulation  of  burned  tissue.”  After  this 
the  condition  evidently  became  worse  as  blood  transfusions 
were  done  the  third  and  fourth  days.  Why  a debridc' 
ment  on  the  eleventh  day  or  at  all  is  not  apparent  in 
the  record  and  is  not  what  one  would  expect  with  this 
form  of  treatment.  Five  weeks  later  a plaster  cast  was 
applied  in  order  to  prevent  axillary  contractures  and  skin 
grafts  were  done. 

The  case  was  closed  on  August  4,  five  and  one-half 
months  after  the  aeddent,  with  a considerable  disabihty, 
and  the  patient  was  allowed  to  leave  the  state.  Later  a 
letter  was  received  stating  the  wounds  had  to  some  extent 
broken  down,  and  that  the  patient  was  suffering  from 
advanced  myocarditis,  from  which  he  died  August  25. 

The  essentials  of  this  line  of  treatment  are, 
first,  cleansing,  cutting  off  blisters  or  other  de' 
bridement  indicated,  then  the  application  of  a 
fresh  solution  of  tannic  acid,  varying  from  2^  to 
10  per  cent  in  strength  according  to  the  severity 
of  the  burn.  The  application  may  be  in  the  form 
of  wet  dressings,  or  dressings  may  be  eliminated 
entirely  and  the  solution  sprayed  upon  the  surface, 
the  parts  being  protected  by  the  bed  cradle  and 
the  patient  being  warmed  by  means  of  electric 
lights  placed  within  the  cradle.  Earlier  recommen' 
dations  called  for  fresh  ointment  for  wounds  about 
the  face;  however,  more  recent  usages  discard  the 
ointment  and  use  the  solution,  avoiding,  of  course, 
getting  the  liquid  into  the  eyes  or  mouth. 

When  the  skin  is  seen  to  be  well  browned  or 
tanned,  which  occurs  in  from  twenty'four  to  thir' 
ty'six  hours,  dressings  are  removed  entirely.  This 
should  leave  a dry,  rather  thick  insensitive  coat 
closely  adherent  to  the  injured  areas.  If  fluid  ac' 
cumulations  are  found  in  succeeding  days,  they  are 
incised  or  excised  and  the  area  treated  as  indi' 
cated  previously  with  acriflavine  I'lOOO.  Other' 
wise,  no  attempt  is  made  to  remove  this  crust  ex' 
cept  as  it  is  thrown  off  at  the  edges  as  healing 
occurs,  when  it  can  be  painlessly  cut  off  wil^h 
scissors. 

I will  now  quote  from  papers  written  in  these 
last  years. 

Bancroft!  2^  Associated  Professor  of  Clinical 
Surgeons,  Columbia  University,  writes:  “For  ex' 
tensive  burns  of  the  third  degree  the  tannic  acid 

“Conclusions.  In  conclusion  I wish  to  recom' 
mend  the  use  of  tannic  acid  in  the  treatment  of 
burns;  first,  because  it  diminishes  pain;  second, 
because  it  prevents  fluid  depletion;  third,  because 
it  decreases  toxemia;  and  fourth,  because  in  second 
and  third  degree  burns  it  allows  epithelization  to 
proceed  w'hile  the  membrane  is  in  place. 

12.  Bancroft,  P,  W. ; The  Treatment  of  Cutaneous  Burns. 
Xew  England  .1.  Med.,  202:811-822.  April  24.  1930. 


May,  1932 


FRIEDMAN  TEST — MATHIEU  ET  AL. 


215 


; “I  wish  to  emphasize  the  necessity  of  using  tan- 
j nic  acid  in  the  first  aid  treatment  in  place  of  oils 
or  ointments,  because  it  is  very  much  more  diffi' 
i cult  to  treat  satisfactorily  a burn  with  tannic  acid 
, after  a first-aid  treatment  of  carron  oil  or  oint- 
ment. Roughly  a 5 per  cent  solution  may  be  made 
by  adding  five  teaspoonfuls  of  tannic  acid  powder 
to  a glassful  of  water.” 

Christopheri3j  Assistant  Professor  of  Surgery, 
Northwestern  University,  says  that  enthusiasm  com- 
pels him  to  regard  Davidson’s  discovery  of  this 
method  of  treating  burns  as  one  of  the  outstanding 
therapeutic  contributions  of  the  century. 

Beekmani^^  reporting  from  the  Services  of  the 
Children’s  Surgical  Service,  Bellevue  Hospital,  and 
giving  a comparison  of  end-results  by  this  and 
other  methods,  makes  the  following  summary: 

“1.  The  tannic  acid  method  of  treating  cutan- 
eous burns  is  the  most  satisfactory  treatment  so 
far  advocated. 

“2.  The  mortality  has  been  decreased  from  28 
to  U per  cent  in  a series  of  434  cases  of  burns 
in  children. 

“3.  This  decrease  of  mortality  is  the  result  of 
lowering  the  death  rate  from  toxemia  by  two- 
thirds. 

“4.  Toxic  absorption  in  burns  takes  place  with- 
in twenty- four  hours  of  the  occurrence  of  the 
burn.  The  greatest  mortality  from  toxemia  occurs 
in  the  period  of  time  between  the  end  of  the  first 
twenty-four  hours  and  the  end  of  the  third  day. 

The  average  hospital  stay  of  patients  was 
increased  six  days  by  the  tannic  acid  treatment. 
This  is  probably  the  result  of  the  fact  that  patients 
with  severe  cases  of  burns  lived  who  otherw^ise 
would  have  died.” 

Shenis^  in  reporting  on  a catastrophe  in  China, 
calls  attention  to  the  fact  that  a strong  infusion 
of  tea  may  be  used  as  the  source  of  tannic  acid 
He  boils  8 grains  of  tea  in  100  cc.  of  water  for 
fifteen  minutes  and  uses  this  solution.  This  is 
roughly  two  and  one-half  ounces  of  tea  to  a quart 
of  water.  This  makes  the  method  easily  available 
anywhere. 

13.  Christopher,  P.:  First  Aid  Treatment  of  Burns  with 

Tannic  Acid.  Journal-Lancet,  50:317-321,  July  15,  1930. 

14.  Beekman,  F. : Tannic  Acid  Treatment  of  Burns:  End. 
Result  in  114  Cases,  Compared  with  320  Treated  by  Other 
Methods.  Arch.  Surg.,  18:803-806.  March,  1929. 

15.  Shen,  J.  K.:  Tea  in  Treatment  Bums.  China  M.  J.. 
41:150-153,  Feb.,  1927. 
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Albert  Holman,  M.  D. 

PORTLAND,  ORE. 

In  February,  1931,  Mathieu  and  McKenzie*  re- 
ported a simplified  technic  and  an  analysis  of  150 
cases  of  the  Aschheim -Zondek  pregnancy  test. 
Since  that  time,  together  with  Allan  Palmer,  we 
have  made  383  tests  on  rats  with  a percentage  of 
error  of  1.4. 

Instead  of  using  five  mice,  as  Aschheim  and  Zon- 
dek -,2,"*,^,^  did,  our  tests  were  made  on  rats, 
using  only  one  rat  for  each  test.  Since  this  meth- 
od gave  us  approximately  the  same  results  as  were 
obtained  by  Aschheim  and  Zondek,  we  felt  that 
this  was  a decided  improvement  as  we  avoided 
the  high  mortality  rate  of  mice,  and  had  to  use 
only  one  rat  for  each  test.  The  outstanding  faults 
of  the  test  were  these.  One  hundred  hours  were 
required  to  complete  the  test  and  there  was  a 
necessity  of  keeping  a huge  colony  of  rats. 

Our  last  fifteen  tests  on  rats  were  paralleled 
with  tests  on  rabbits,  using  the  same  specimen  of 
urine.  In  each  case  the  results  corresponded  ac- 
curately with  but  a single  exception.  The  latter 
was  a case  in  which  the  rabbit  was  positive,  and 
the  rat  test  negative.  Microscopic  sections  of  one 
of  the  ovaries  from  the  rat  used  in  the  t^st,  how- 
ever, revealed  the  presence  of  one  small  corpus 
luteum,  thus  confirming  the  diagnosis  as  made 
from  the  rabbit  test.  This  was  a case  of  known 
pregnancy. 

The  mechanism  of  ovulation  in  the  rabbit  being 
different  from  that  in  other  laboratory  rodents, 
in  that  ovulation  does  not  occur  spontaneously 
but  only  after  coitus,  has  been  the  basis  for  Fried- 
man’s*' experimentation  on  the  possibility  of  per- 
fecting a quick  accurate  biologic  test  for  pregnancy. 


*Read  before  the  Annual  Meeting  of  Alumni  Association 
of  University  of  Oregon  Medical  School,  Portland,  Ore., 
March  7,  1932. 
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He  has  removed  both  fallopian  tubes  and  the 
uterus  from  rabbits  and  sutured  a short  stump  of 
the  vagina,  that  part  caudal  to  the  neck  of  the 
bladder,  to  the  anterior  wall  of  the  colon.  Four 
weeks  after  the  operation  these  females  were 
placed  with  bucks  and  each  of  them  accepted 
■coitus.  Three  days  later  examination  of  the  ovar' 
ies  of  these  animals  revealed  fresh  corpora  lutea 
and  corpora  hemorrhagica.  From  this  considera' 
tion  it  is  clear  that  male  secretions  contribute  little 
if  any  of  the  factors  necessary  for  the  initiation 
of  the  process.  This  led  to  a more  serious  consid- 
eration  of  the  possibility  of  the  activity  of  some 
humoral  mechanism  in  the  rabbit. 

By  transplanting  pieces  of  ovaries  into  the 
scarified  areas  of  the  rectus  muscle  of  oophorec' 
tomized  animals,  Friedman  was  able  to  confirm 
the  possibility  of  a humoral  mechanism.  Each  of 
these  females  accepted  coitus  after  sufficient  time 
for  healing.  In  each  case  the  animal  was  killed 
twentyTour  hours  after  coitus  and  its  ovarian 
transplants  examined.  In  the  majority  of  instances 
large  corpora  hemorrhagica  were  found  in  the 
tissue  at  the  site  of  the  transplant.  From  this  it 
is  clear  that  a nervous  reflex  mechanism  of  ovul- 
ation is  quite  improbable;  at  least  it  is  obvious  that 
the  ovarian  nerves  are  not  indispensible  to  the 
process. 

In  a second  report  Friedman^  described  attempts 
to  produce  similar  ovarian  changes  by  transplanta- 
tion of  . rats’  hypophyses.  He  was  unable  to  pro- 
duce these  changes.  This  led  to  the  use  of  a more 
convenient  source  of  anterior  lobe  substance  which, 
according  to  the  report  of  Zondek  and  Aschheim, 
is  present  in  the  urine  of  pregnant  women.  He 
injected  isolated  nonpregnant  does  intraperiton- 
eally  with  12  cc.  of  urine  from  pregnant  women, 
twice  daily  for  four  days  and  on  the  sixth  day 
killed  them  and  examined  their  ovaries.  In  every 
case  an  abundance  of  fresh  corpora  lutea  were 
seen  which,  however,  upon  histologic  examina- 
tion revealed  lutein  transformation  of  corpora  hem- 
orrhagica with  retained  ova. 

The  intravenous  injection  of  ^ cc.  of  urine  of 
a pregnant  woman  produced  in  twenty-four  hours 
fresh  corpora  lutea  in  the  ovaries  of  isolated  non- 
pregnant does.  Microscopically,  however,  these 
corpora  lutea  were  indistinguishable  from  those 
seen  resulting  from  ovulation  after  coitus,  show- 
ing distinctly  a ruptured  wall  and  no  retained 

8.  Friedman.  M.  H. : Mechanism  of  Ovulation  in  Rabbit; 
Ovulation  Produced  by  Injection  of  Urine  from  Pregnant 
Women.  Am.  J.  Physiol.  90,  6i7-622.  Nov.,  1929. 
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ovum.  Friedman^  reasons  that  the  rate  of  supply 
of  the  substance  or  substances  to  the  ovary  is  so 
much  greater  when  the  injection  is  made  intra- 
venously that  it  operates  as  a factor  to  provoke 
ovulation  in  a rabbit.  From  this  reason  he  ex-  ^ 
plains  his  finding  of  corpora  hemorrhagica  and  j 
corpora  lutea  with  retained  ova  when  the  injection 
is  made  intraperitoneally  and  his  finding  of  no 
retained  ova  (ovulation)  in  those  which  had  the  i 
injection  by  vein. 

Friedman  says  that  his  method  of  making  this 
test  rests  upon  three  fundamental  facts. 

1.  The  ovaries  of  an  isolated,  unmated  female  ' 
rabbit  contain  neither  corpora  lutea  nor  corpora 
hemorrhagica,  inasmuch  as  the  rabbit  does  not 
ovulate  spontaneously  but  only  after  coitus. 

2.  The  urine  of  pregnant  women  contains  some 
substance  or  substances  which  simulate  in  their 
biologic  effects  the  anterior  lobe  of  the  pituitary.  , 

3.  The  ovary  of  the  rabbit  quickly  responds  to 
the  injection  of  these  substances  by  the  formation 
of  corpora  lutea  and  corpora  hemorrhagica. 

These  corpora  hemorrhagica  appear  grossly  as 
small  conical  bright  colored  elevations  on  the  sur- 
face of  the  ovary.  We  have  rarely  encountered 
such  a corpus  hemorrhagicum  as  Friedman  dis- 
covered, when  we  used  normal  female  rabbits  be- 
tween the  ages  of  twelve  and  fourteen  weeks. 
What  we  see  thirty-six  hours  after  a 10  cc.  ia- 
jection  of  the  urine  of  a pregnant  woman  are 
corpora  hemorrhagica  with  retained  ova.  Friedman 
does  not  state  the  age  of  the  animals  used  by  him, 
but  it  is  possible  that  they  have  reached  maturity 
and  may  even  have  born  litters;  whereas,  the  doe, 
twelve  weeks  old,  is  immature.  The  stimulus  af- 
forded by  the  intravenous  injection  of  10  cc.  of 
urine  from  a pregnant  woman  apparently  acts  to 
bring  the  immature  animal  to  a state  of  maturity. 

We  have  observed  the  changes  in  the  ovaries  of 
such  immature  animals  by  laparatomy  at  intervals 
of  seventeen,  twenty,  twenty-four,  thirty,  thirty- 
six  hours  and  six  days  following  the  intravenous 
injection  of  the  urine  of  a known  pregnant  woman 
on  the  same  animal.  There  has  been  no  gross  evi- 
dence of  any  change  up  to  twenty-four  to  thirty 
hours.  At  this  time  from  three  to  seven  follicles 
in  each  ovary  appear  to  be  enlarged  and  as  seen 
through  the  surface  of  the  ovary  are  slightly 
deeper  red  in  color  than  the  rest  of  the  ovar/, 
evidence  of  beginning  hemorrhage  into  the  follicles. 

9.  Friedman.  M.  H.  and  Laphan,  M.  E. : Simple,  Radia 
Procedure  for  Laboratory  Diagnosis  of  Early  Pregnancies. 

.Am.  ,1.  Obst.  and  Gynec.  21.  40.5-410.  March.  1931. 
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H’lg.  2.  t/ow  power  micropliotograph  of  a longitudinal  section  cut  through  the 
ovary  of  a normal  immature  rabbit  twelve  weeks  of  age. 

Fig.  3.  High  power  microphotograph  of  a section  cut  through  the  ovary  of  - 
normal  immature  rabbit  twelve  weeks  of  age.  This  appears  essentially  similar 
to  the  ovary  of  a rabbit  in  which  the  reaction  was  negative,  and  in  which  there 
were  no  ovarian  changes. 


At  thirty'six  hours  these  same  foh 
licles  have  become  filled  with 
blood  and  appear  as  large,  slightly 
bulging,  dark  red  corpora  hem- 
orrhagica. 

In  a series  of  observations  upon 
two  rabbits,  three  months  of  age, 
injected  with  test  doses  of  urine 
from  two  women  known  to  be 
pregnant,  we  watched  by  explora- 
tions at  the  same  intervals  as  above 
(seventeen,  twenty,  twenty-four, 
thirty,  thirty-six  hours  and  six 
days)  the  changes  in  their  ovaries 
as  they  occurred.  In  one  animal 
the  ovary  remained  negative  in 
appearance  until  thirty  hours  after 
the  injection,  while  in  the  other 
animal  rather  definite  changes  to- 
wards a positive  reaction  were  first 
apparent  in  twenty-four  hours. 

Both  were  decidedly  positive  in 
thirty-six  hours,  the  length  of  time 
preferred  for  the  test.  Six  days 
after  the  first  injection  the  ovaries  were  approxi- 
mately four  times  their  normal  size  and  were 
studded  with  small  bulging  opaque  bodies  and  a 
few  remaining  corpora  hemorrhagica  which  were 
faded.  One  of  these  ovaries  was  excised  and  micro- 
scopic sections  revealed  corpora  lutea  atretica  with 
retained  degenerated  ova  (fig.  6). 

The  remaining  ovary  reverted  to  a size  only 
slightly  larger  than  normal  and  had  a smooth  pale 
surface  in  about  twenty  days,  and  consolidation  or 
scarring  was  seen  as  evidence  of  the  corpora  hem- 
orrhagica produced  by  the  first  test  (corpora  al- 
bicantia).  Then  this  animal,  having  prematurely 
reached  maturity  twenty  days  previously,  follow- 
ing the  first  intravenous  injection  of  10  cc.  of 
urine  from  a pregnant  woman,  was  made  to  ovul- 
ate m twelve  to  fifteen  hours  by  a second  10  cc. 
injection  of  the  urine  of  a pregnant  woman.  This 
was  evidenced  grossly  by  the  presence  on  the  sur- 
face of  the  ovary  of  small  raised  conical  bright 
cherry-red  corpora  hemorrhagica  which  had  rup- 
tured. These  contained  no  ova  and  were  distinctly 
similar  microscopically  to  the  corpora  hemorrhagica 
seen  in  the  ovaries  of  a normal  rabbit  twelve  to 
fifteen  hours  after  coitus.  By  the  use  of  the  fore- 
going technic,  one  can  use  the  same  rabbit  for  the 
test,  time  after  time. 

We  have  preferred  to  use  from  10  to  17  cc. 
of  the  urine  rather  than  ?,  as  has  been  used  by 


Friedman  and  others!^,  for  the  reason  that  in  very 
early  pregnancy,  eight  days,  we  think  the  con- 
centration of  the  active  substance  in  the  urine  is 
not  great,  and  a larger  injection  is  more  apt  to  be 
effective  than  the  smaller  dose.  Also,  since  the 
morning  urine  contains  the  active  substance  in 
greater  concentration  and  since  we  desire  a routine 
method  whereby  the  urine  may  be  collected  at  any 
time  of  the  day,  we  find  that  the  larger  injection 
is  better.  The  plan  has  proved  entirely  feasible 
in  our  hands  as  we  have  never  caused  the  death 
of  an  animal  by  such  doses. 

TECHNIC 

The  rabbits  we  use  for  the  test  are  females  of 
the  New  Zealand  variety.  Our  reliable  rabbit 
raiser  separates  them  from  their  litter-mates  three 
months  after  the  date  of  their  birth  and  brings 
them  to  us  as  needed.  A rabbit  at  any  age  older 
than  three  months  may  be  used,  but  if  older  than 
about  four  and  a half  months,  care  must  be  taken 
to  isolate  the  animal  from  the  male  for  thirty 
days  before  it  is  used.  The  gestation  period  in  a 
rabbit  being  thirty-one  days,  it  is  easy  to  determine 
in  about  three  or  four  weeks  time  by  palpation 
whether  the  female  has  or  has  not  been  exposed  to 

10.  Snyder,  P.  P.  and  Wisloeki,  G-  B.:  Effect  of  Injection 
of  Urine  from  Pregnant  Mainals  on  Ovulation  in  Rabbits. 
Bull.  John  Hopkins  Hosp.  48.  362-367.  June.  1931. 
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Fig.  4.  Low  power  microphotograph  of  a longitudinal  section  cut  through  the 
ovary  of  a rabbit  twelve  weeks  of  age,  thirty-six  hours  after  the  intravenous 
injection  of  10  cc.  of  urine  from  a pregnant  woman.  Note  the  enlarged  unrup- 
tured corpora  hemorrahgica. 

Fig.  5.  High  power  microphotograph  of  an  enlarged,  unruptured,  hemorrhagic 
follicle  with  retained  ovum.  This  is  a section  cut  through  a corpus  hemorrhagi- 
cum  in  the  ovary  of  a rabbit,  twelve  weeks  of  age,  thirty-six  hours  after  the 
intravenous  injection  of  10  cc.  of  urine  from  a pregnant  woman. 

Fig.  6.  High  power  microphotograph  of  an  ovarian  follicle  showing  peripheral 
luteinization  and  the  retained  degenerating  ovum  at  its  center.  This  is  a section 
cut  through  a corpus  luteum  atreticuin  in  the  ovary  of  a rabbit  twelve  weeks 
of  age,  six  days  after  the  intravenous  injection  of  10  cc.  of  urine  from  a preg- 
nant woman. 

the  male.  If  the  animal  has  been  continuously 
isolated  from  three  months  of  age,  this  precaution 
is  not  necessary. 

The  spec:men  of  urine  is  collected  at  any  time 
during  the  day,  preferably  in  the  morning,  acidified 
with  10  per  cent  acetic  acid  and  treated  with  toluol 
(one  drop  to  ^0  cc.  of  urine).  The  urine  speci' 


mens  are  then  collected  by  the 
technician,  usually  about  7:00 
p.m.  and  injections  are  made  at 
that  time. 

Depending  upon  the  apparent 
concentration  of  the  urine,  10  to 
17  cc.  are  injected  into  the  mar^ 
ginal  ear  vein  of  the  rabbit.  If 
the  specimen  is  amber  colored,  it 
is  probably  concentrated  and  10 
cc.  is  sufficient.  When  the  speci- 
men  is  pale  and  has  the  appear- 
ance of  water,  the  larger  dose  is 
used.  This  method  is  empiric. 
From  three  to  five  minutes  time 
is  taken  to  make  the  injection,  so 
as  to  prevent  intravascular  clot- 
ting. In  not  a single  instance  has 
the  urine  caused  the  death  of  the 
rabbit.  A variety  of  smaller  rab- 
bits, “standard  chinchillas,”  has 
been  used  occasionally.  These  at 
three  months  of  age  are  smaller 
than  the  New  Zealand  variety  and 
their  ear  veins  are  not  easily  ac- 
cessible. Ten  cubic  centimeter 
injections  are  made  directly  into 
the  left  ventricle  of  the  heart, 
using  a longer  hypodermic  needle. 
The  results  obtained  in  these  rab- 
bits have  been  entirely  satisfactory 
and  the  body  weight  of  the  animal 
is  such  that  a greater  inoculum 
than  10  cc.  is  never  necessary. 
This  is  an  important  factor  in 
buying  rabbits  according  to  weight. 

The  rabbits  are  killed  at  7:00 
a.m.,  thirt^^'six  hours  after  the  in- 
jection of  the  urine,  and  each 
ovary  is  examined.  A positive  re- 
action is  determined  by  the  pres- 
ence of  corpora  hemorrhagica 
which  may  be  dark  red  in  color, 
or  if  rupture  has  occurred  recent- 
ly, may  be  bright  cherry  red,  and 
almost  pin  point  in  size.  Corpora  lutea  may  also 
he  present,  and  if  the  animal  is  a virgin  and  has 
not  been  used  for  a previous  test,  are  further  evi- 
dence of  a positive  reaction  (fig.  1).  The  changes 

11.  Beasley,  B.  T. : Aschheim  Zondek  Test  (Friedman's 
Modification)  As  Aid  in  Differentiating  Early  Pregnancy 
from  Other  Pelvic  Conditions.  South.  M.  J.  24.  821-822, 
Sept.,  1931. 
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in  the  rabbit's  uterus  are  not  significant.  Occasion' 
ally  the  uterus  in  both  positive  and  negative  reac- 
tions  is  seen  to  be  enlarged  five  times  its  normal 
size.  (This  is  probably  due  to  an  increase  in  the 
amount  of  the  ovarian  hormone  contained  in  the 
injected  urine,  (figs.  2,  3,  4,  5,  6). 

Schneider! 2^  after  considerable  experience  with 
this  test,  concludes:  “The  method  provides  a posi' 
tive  test  for  pregnancy  after  the  third  week,  which 
can  be  completed  in  thirty  hours,  and  due  to  its 
simplicity  does  not  require  extensive  laboratory 
equipment.  The  factors  involved  indicate  the  pos' 
sibility  that  by  a rapid  method  of  extracting  the 
hormone  from  the  urine  and  injection  of  a concen' 
trate  of  the  hormone,  the  scope  of  the  test  may  be 
increased  by  reducing  the  time  element.  There  is 
also  the  possibility  that  injection  of  the  hormone 
in  concentrated  form  would  produce  positive  re- 
suits  at  an  earlier  stage  of  the  pregnancy  than  is 
now  possible.” 

Reinhart  and  Scott  emphasize  the  practical 
phase  that  this  modification  of  the  Aschheim^Zon- 
dek  test  brings  to  the  clinical  pathologist.  “These 
are  (1)  accessibility  of  the  proper  animal,  (2)  low 
cost  in  the  care  of  the  animals,  (3)  an  animal  that 
is  available  for  the  test  at  all  times,  (4)  rapidity 
of  obtaining  the  diagnosis,  and  (5)  the  ease  with 
which  the  end  results  are  interpreted.”  Magath 
and  Randalli5-i6  believe  that  the  test  of  Friedman 
“is  both  practical  and  accurate.  It  is  of  great 
value  in  distinguishing  either  early  or  late  preg' 
nancy  in  cases  in  which  continuation  of  the  preg' 
nant  state  would  be  dangerous  to  the  physical 
well  being  of  the  patient.” 

Wilson  and  Corner!  ^ state  that  “experience 
alone  will  tell  whether  it  is  more  economical  to 
examine  rabbits  as  they  do,  by  operation  rather 
than  by  autopsy.  It  cuts  down  turnover  in  the 
colony  and  lowers  the  purchase  cost  per  test,  but 
requires  a trained  technician  and  sterile  supplies 
for  the  operations.  The  results  that  we  have  ob' 
tained  on  abnormal  pregnancies  correspond  closely 

J2.  Schneider,  P.  F. : Ovulation  in  the  Rabbit  as  a Diag- 
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to  those  obtained  in  similar  cases  with  the  Asch' 
heim-Zondek  reaction,  and  by  way  of  interpreta- 
tion  we  may  quote  Aschheim : ‘the  reaction  re' 

mains  positive  as  long  as  living  placental  tissue  is 
in  biologic  contact  with  the  maternal  blood.’  ” 

Our  results  with  a relatively  small  series  of 
cases  (110)  have  been  highly  gratifying.  The  test 
is  exceedingly  valuable  in  distinguishing  early 
pregnancy  and  in  distinguishing  pregnancy  in  ab' 
normal  conditions.  The  test  was  positive  in  a case 
of  tubal  pregnancy  of  four  months  duration,  in 
which  the  diagnostic  difficulties  were  great  and 
in  which  a living  fetus  was  found  at  operation. 
From  the  technical  standpoint  the  advantages  of 
the  Friedman  test  are  many,  among  which  are  the 
relative  low  cost,  the  saving  of  time  in  making 
the  test,  the  ease  in  procuring  a suitable  animal 
at  all  times  and  the  easily  readable  signs  of  a 
positive  reaction. 

545  Medical  Arts  Building. 


Thymophysin  And  Weak  Pituitary  Extract:  CoM' 
PARisoN  In  Forty  Cases.  J.  P.  Greenhill,  Chicago  (Jour- 
nal  A.  M.  A.,  April  9,  1932),  compares  the  results  he 
obtained  in  seventeen  women  in  the  first  stage  of  labor 
and  with  weak  and  infrequent  pains  or  uterine  atony  by 
the  use  of  Thymophysin  and  in  twenty'three  others  by 
the  use  of  25  per  cent  U.  S.  P.  pituitary  extract.  The 
general  impressions  obtained  from  the  study  were  as 
follows:  The  results  in  the  two  series  seemed  to  be  ah 

most  identical;  that  is,  both  Thymophysin  and  25  per 
cent  U.  S.  P.  pituitary  extract  when  used  in  3 minim 
(0.2  cc.)  doses  in  cases  of  uterine  atony  (not  uterine 
exhaustion)  in  the  first  stage  of  real  labor  practically 
always  stimulate  uterine  contractions  and  in  many  cases 
considerably  shorten  labor.  With  both  preparations  there 
is  a tendency  to  an  increase  in  the  patient's  blood  pres- 
sure,  but  this  appears  to  be  more  striking  after  Thymophy' 
sin.  Hence  it  is  best  to  avoid  the  use  of  these  drugs  in 
patients  who  have  marked  hypertension.  The  character 
of  the  dilatation  of  the  cervix  seems  to  differ  with  the 
two  drugs.  After  the  use  of  Thymophysin  it  was  observed 
that  the  cervix  usually  becomes  effaced  before  it  dilates, 
whereas  after  the  pituitary  extract,  dilation  and  efface' 
ment  seem  to  occur  simultaneously.  On  the  basis  of  his 
observations  the  author  draws  the  following  conclusions: 
1.  No  preparation  containing  pituitary  substance  should 
ever  be  given  as  a routine  or  indiscriminately  to  shorten 
labor.  2.  No  pituitary  preparation  should  be  admin' 
istered  in  the  second  stage  of  labor  except  on  rare  oc' 
casions.  3.  Weak  pituitary  solution  and  Thymophysin 
are  seldom  effective  for  the  induction  of  labor.  4.  Both 
25  per  cent  U.  S.  P.  pituitary  extract  and  Thymophysin 
shorten  labor  in  some  cases  when  administered  during 
the  first  stage  of  labor,  5.  If  these  substances  are  used 
during  the  first  stage  of  labor  they  should  be  given  only 
for  a definite  indication;  namely,  uterine  atony  or  some 
urgent  reason  for  shortening  labor;  and  only  small  doses 
should  be  given;  namely,  3 minims  or  less.  6.  The  25 
per  cent  U.  S P.  pituitary  extract  and  Thymophysin 
seem  to  give  almost  the  same  clinical  results.  The  claims 
of  Temesvary  for  the  clinical  value  of  thymus  extract  in 
combination  with  pituitary  have  not  been  borne  out.  7. 
The  addition  of  thymus  to  pituitary  extract  does  not  add 
any  factor  of  safety  to  the  use  of  pituitary.  The  clinical 
use  of  pituitary  extract  depends  not  on  the  preparation 
used  but  on  sound  clinical  judgment,  time  of  administra- 
tion, dosage  and  close  observance  of  behavior  of  patient. 
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MODERN  METHODS  OE  TREATMENT 

Scott  S.  Jones,  M.  D.,  M.  Sc.  (med.) 

TACOMA,  WASH. 

Having  seen  several  cases  of  eclampsia  and  pre- 
eclamptic toxemia  that  fared  not  so  well  with 
cesarean  section,  I am  of  the  opinion  that  it  would 
he  appropriate  to  examine  some  of  the  reports  of 
recent  research  on  the  late  toxemias  of  pregnancy, 
more  especially  with  reference  to  treatment.  Al- 
though most  of  us  see  but  few  cases  of  eclampsia, 
it  behooves  us  to  keep  abreast  of  the  times  so  that 
we  may  prevent  this  serious  complication  when 
possible,  and  give  a patient  the  best  chance  for 
her  life  when  it  does  develop. 

While  this  paper  is  not  meant  to  consider  the 
many  theories  pertaining  to  the  cause  of  eclamp- 
sia, it  may  not  be  amiss  to  give  a short  classifica- 
tion of  the  late  toxemias  after  Litzenbergi.  He 
states  that  there  are  three  types  of  toxemia  pre- 
ceding eclampsia:  (1)  the  low  reserve  kidney,  (2) 
true  nephritis,  and  (3)  preeclampsia. 

Although  the  term  “low  reserve  kidney”  is  not 
entirely  satisfactory,  it  expresses  the  idea  of  a 
condition  not  fully  understood.  This  condition 
is  more  common  than  true  nephritis.  A patient 
with  low  reserve  kidney  has  no  marked  subjective 
symptoms  at  first,  only  a little  headache  and 
malaise.  She  is  not  very  ill,  but  danger  threatens. 
The  important  thing  is  early  recognition,  in  order 
to  prevent  future  trouble.  This  type  of  toxemia  is 
missed  entirely,  if  routine  examinations  of  blood 
pressure  and  urine  are  not  made  before  delivery. 
The  blood  pressure  is  only  moderately  elevated — 
160  to  180.  Albumin  and  casts  are  very  low, 
but  there  is  an  increase  in  weight,  due  to  occult 
edema.  A patient  should  be  weighed  every  time 
she  comes  in;  an  abnormal  increase  in  weight  may 
he  due  to  fluid  retained  in  the  tissues  before  it 
comes  to  the  surface  as  an  observable  edema.  The 
treatment  for  this  condition  is  rest  in  bed  and  a 
low  protein  diet.  It  disappears  soon  after  delivery, 
and  it  is  seldom  necessary^  to  empty  the  uterus 
for  It. 

In  true  nephritis  complicating  pregnancy,  the 
patient  usually  gives  a history  of  previous  nephri- 
tis. Occasionally  the  symptoms  appear  for  the  first 
time  during  pregnancy,  and  rarely  there  is  a case 
that  recurs  with  each  pregnancy,  apparently  dis- 

*Read  before  a meeting  of  Pierce  County  Medical  Society, 
Tacoma,  Wash.,  Feb.  9,  1932. 
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appearing  in  the  meantime.  The  nephritis  is  al- 
ways worse  after  every  pregnancy,  inevitably  has- 
tening death.  The  treatment  in  mild  cases  is  con- 
servative; in  severe  cases  it  will  often  be  necessary 
to  interrupt  pregnancy.  A future  pregnancy 
should  be  absolutely  prohibited. 

Preeclamptic  toxemia,  without  treatment,  inevi- 
tably leads  to  eclampsia.  The  albumin  and  blood 
pressure  are  much  greater  than  in  low  reserve 
kidney.  The  symptoms  come  on  without  much 
warning.  As  soon  as  toxemia  is  diagnosed,  the 
patient  must  be  put  to  bed,  the  blood  pressure 
taken  daily  or  oftener,  and  the  intake  and  output 
of  fluid  recorded  daily.  If  the  amount  of  fluid 
excreted  decreases  or  the  amount  of  albumin  in- 
creases, induction  of  labor  may  be  necessary.  Low 
protein  diet,  even  a milk  diet,  is  advisable  with 
large  amounts  of  fluids  and  saline  cathartics.  In 
low  reserve  kidney,  improvement  is  usually 
prompt,  and  in  preeclampsia  improvement  may 
occur.  If,  in  spite  of  this  treatment,  the  symp- 
toms increase,  labor  should  be  induced,  for  eclamp- 
sia is  not  far  away.  By  inducing  labor  promptly 
in  cases  which  show  no  improvement  under  treat- 
ment, eclampsia  may  usually  be  prevented. 

If,  however,  our  patient  develops  true  eclampsia 
because  of  lack  of  proper  prenatal  care  or  in  spite 
of  it,  what  are  we  to  do?  Unavoidably  our  treat- 
ment is  empirical  and  unsatisfactory  because  the 
etiology  is  unknown.  There  are  two  diametrically 
opposed  groups,  the  radicals  who  insist  on  empty- 
ing the  uterus  immediately  after  the  first  con- 
vulsion, and  the  conservatives  who  claim  that  op- 
erative methods  are  not  only  unnecessary  but  ac- 
tually harmful.  Radicalism  predominated  fifteen 
years  ago;  conservatism  is  now  advocated  by  near- 
ly ever^^  authority.  Twenty-five  years  ago  the 
radicals  advocated  accouchement  force,  later  vag- 
inal cesarean  and  now  cesarean  section.  How- 
ever, conservatism  is  not  inactivity. 

There  are  several  conservative  methods  of  treat- 
ment, any  one  of  them  giving  about  the  same  re- 
sults. In  all  of  these  methods  the  sentence  occurs, 
“the  patient  is  allowed  to  deliver  herself  normally, 
or  at  most  no  artificial  delivery  is  employed  until 
the  os  is  completely  dilated.”  This  is  the  basis 
of  each  of  the  conservative  methods. 

These  methods  may  be  enumerated  as  follows; 
(1)  sedative — morphine  and  chloral  hydrate  until 
convulsions  subside;  (2)  venesection  or  plasma- 
pheresis; (3)  induction  of  labor;  (4)  the  Dublin 
method,  which  is  eliminative,  starvation,  gastric 
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and  colonic  lavage,  and  subcutaneous  sodium  bi- 
carbonate solution;  (5)  magnesium  sulphate  intra- 
venously or  intramuscularly;  and  (6)  methods 
based  on  recent  investigations,  such  as  glucose, 
calcium,  parathyroid  extract,  liver  extract,  etc. 

The  sedative  method  is  used  in  this  country 
probably  more  than  any  other  conservative  method. 
It  may  be  illustrated  by  what  is  known  as  the 
Williams- Stander”  method,  used  at  Johns  Hopkins 
University.  A patient  with  increasing  blood  pres- 
sure and  a definite  trace  of  albumin  must  visit 
the  dispensary  twice  a week.  She  is  sent  into  the 
hospital  with  a systolic  pressure  of  150  or  more 
and  two  plus  albumin;  undue  rise  of  diastolic 
pressure ; these  symptoms  associated  with  severe 
headache,  epigastric  pain  or  pronounced  edema; 
or  a sudden  loss  of  vision.  In  moderately  sick 
patients,  when  the  albumin  does  not  fall  below 
one  gram  per  liter  within  a week,  or  when  the 
general  condition  is  not  satisfactory,  the  induction 
of  labor  should  be  seriously  considered.  Very  ill 
patients  will  probably  have  induction  sooner,  im- 
mediately if  loss  of  vision  develops. 

If  the  patient  is  in  eclampsia,  the  following 
routine  is  established:  (1)  Upon  admission  she  is 
(a)  placed  in  a quiet  darkened  room  and  dis- 
turbed as  little  as  possible;  (b)  put  under  the  care 
of  a special  nurse  until  out  of  coma;  (c)  given 
one-fourth  grain  of  morphine  hypodermically  im- 
mediately; (d)  catheterized  and  examined;  (e) 
placed  on  one  side,  with  the  foot  of  the  bed  ele- 
vated; (f)  to  have  water  freely  when  conscious, 
or  intravenous  injection  of  500  cc.  of  5'  per  cent 
glucose;  (g)  not  to  be  delivered  until  after  the 
cervix  is  fully  dilated,  then  by  the  simplest  opera- 
tive means,  unless  spontaneous  delivery  seems  im- 
minent; (h)  no  chloroform  to  be  used  (and,  I 
would  add,  no  other  general  anesthetic).  (2) 
One  hour  after  admission,  if  comatose  give  two 
grams  of  chloral  hydrate  in  100  cc.  normal  salt 
solution  and  the  same  quantity  of  milk  per  rec- 
tum; if  conscious  the  chloral  can  be  administered 
by  mouth  in  100  cc.  of  milk.  (3)  Three  hours 
after  admission,  one-fourth  grain  of  morphine  by 
hypodermic.  (4)  Seven  hours  after  admission, 
two  grams  of  chloral  hydrate  as  above.  (5)  Thir- 
teen hours  after  admission,  one  and  a half  grams 
of  chloral.  (6)  Twenty-one  hours  after  admission, 
one  and  a half  grams  of  chloral. 

2.  Slander,  H.  J. ; Treatment  of  Eclampsia  by  the  Strog- 
anoff  Method.  Am.  J.  Obst.  and  Gyn.,  9:327-338,  March, 
1925. 


Venesection  is  used  by  some,  but  Irving^  of 
the  Boston  Lying  In  Hospital  improves  on  this 
method  by  what  he  calls  plasmapheresis.  A liter 
of  blood  is  withdrawn  into  sodium  citrate  solu- 
tion, centrifuged  for  twenty  minutes,  the  corpus- 
cles washed,  then  added  to  normal  saline  solution 
and  reinfused.  He  has  had  seventeen  patients 
treated  by  this  method  without  a death  from 
eclampsia. 

The  induction  of  labor  is  advocated  by  many 
as  part  of  other  methods  which  they  use.  The 
Dublin  method,  used  in  the  Rotunda  Hospital,  has 
given  good  results.  Many  claim  that  the  disturb- 
ance of  the  patient  incident  to  the  lavages  is  of 
more  harm  than  the  benefit  derived  from  them. 
Others  use  this  method  in  conjunction  with  the 
sedative  treatment. 

Magnesium  sulphate  intravenously,  20  cc.  of  a 
10  per  cent  solution  every  hour  until  the  con- 
vulsions cease,  has  had  quite  a following  since 
advocated  by  Lazard^  in  1925.  But  fewer  are 
using  it  now,  stating  that  it  checks  the  convulsions 
but  often  the  toxemia  continues.  Dorsett®  reports 
excellent  results  in  a series  of  190  cases,  using 
magnesium  sulphate  intramuscularly  to  control  the 
convulsions  and  glucose  intravenously  to  produce 
diuresis. 

Among  the  more  recent  investigations  reported, 
we  find  that  dealing  with  the  calcium  metabolism. 
Although  there  is  only  about  one-half  gram  of 
calcium  in  the  whole  maternal  blood  stream,  we 
know  that  the  fetus  drains  off  as  much  as  eight 
grams  for  its  own  uses.  Since  tetany  and  uremic 
twitchings  are  associated  with  a hypocalcemia,  the 
convulsions  of  eclampsia  might  be  attributed  to  a 
similar  disturbance  of  the  calcium  content  of  the 
serum.  However,  one  finds  this  subject  quite  in- 
volved when  one  begins  to  delve  into  it,  and 
there  is  still  much  to  be  learned  concerning  it. 

An  investigation  of  calcium  metabolism  must 
include  more  than  the  estimation  of  its  intake, 
output  and  concentration  in  the  blood.  Knowledge 
of  the  chemical  state  of  the  calcium  in  the  blood 
and  tissues  is  essential  to  the  proper  understanding 
of  the  manner  in  which  the  calcium  balance  is 
disturbed  by  disease.  The  normal  serum  calcium 
concentration  is  from  9 to  11  milligrams  per  100 
cc.  Physiologically,  this  exists  in  two  states, 

3.  Irving,  F.  C.;  Treatment  of  Eclampsia  by  Plasma- 
pheresis. New  England  J.  Med.,  203:1070-1072,  Nov.  27,  1930. 

4.  Lazard,  E.  M. ; Intravenous  Use  of  Magnesium  Sul- 
phate in  Puerperal  Eclampsia.  Am.  J.  Obst.  and  Gyn., 
9:178-188,  Feb.,  1925. 

5.  Dorsett,  L.;  Conservative  Treatment  of  Eclampsia. 
J.  Missouri  M.  A.,  27:316-317,  July,  1930. 
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termed  “diffusible”  and  “nondiffusible.”  The 
diffusible  fraction  is  that  portion  which  is  capable 
of  passing  through  the  capillary  walls  and  cell 
membranes;  the  nondiffusible  is  not  able  to  do  this. 
Cantarow6  found  the  normal  diffusible  to  be  from 
4.5  to  5.5  milligrams  per  100  cc.  and  the  non' 
diffusible  from  4.7  to  5.75  milligrams  per  100 
cc.  of  serum. 

The  production  of  a calcium  effect  is  dependent 
not  so  much  upon  the  level  of  calcium  in  the 
blood  as  upon  its  distribution  in  the  blood  and 
tissues.  There  is  also  ionized  and  nonionized  cal- 
cium. It  is  readily  seen  that  alterations  may  occur 
in  the  ratio  of  these  fractions  without  any  change 
in  the  amount  of  serum  calcium.  Cantarow  found 
a decrease  of  total  serum  calcium  in  the  latter 
months  of  pregnancy,  and  a quite  noticeable  devi- 
ation from  the  normal  distribution  of  the  various 
forms  of  calcium.  Also  that  the  toxemias  of  preg- 
nancy are  characterized  by  a marked  decrease  in 
the  ratio  of  diffusible  to  nondiffusible  calcium. 

Following  up  this  line  of  reasoning,  Nixon" 
gave  calcium  gluconate,  10  cc.  of  a 10  per  cent 
solution,  intravenously  to  two  cases  of  eclampsia. 
One  had  a hypocalcemia  and  the  other  a hyper- 
calcemia. In  both  the  con\mlsions  continued,  and 
he  concludes  that  the  fits  are  not  influenced  by 
the  calcium  content  of  the  serum.  However, 
Lopez®  gave  parathyroid  extract  in  five  cases  of 
advanced  eclampsia  with  excellent  results.  A few 
units  initiated  a diuresis,  usually  beginning  the 
second  or  third  day  after  injection,  which  in- 
creased daily  until  the  edema  disappeared.  In 
two  cases  there  was  a drop  of  40  mm.  in  the 
blood  pressure.  The  subjective  signs  of  dizziness, 
headaches,  disturbances  of  vision  and  muscular 
cramps  disappeared  in  the  same  ratio  as  the  edema. 
In  two  cases  with  convulsions  these  ceased  shortly 
after  the  first  injection.  The  calcium  in  the  blood 
serum  did  not  show  an  appreciable  increase  after 
the  use  of  parathyroid  extract.  These  results  v;ould 
suggest  that  it  was  the  distribution  of  the  calcium 
rather  than  its  serum  level  that  is  at  fault. 

Some  of  the  most  promising  work  has  been 
done  ■with  glucose  injected  intravenously.  Titus® 
has  been  the  leader  in  this  research.  He  found 

6.  Cantarow,  A.,  Montgomery,  T.  L.,  and  Bolton,  W.  'W.; 
Calcium  Partition  in  Pregnancy,  Parturition  and  the  Toxe- 
mias. S.  G.  and  0.,  51:469-475,  Oct.,  1930. 

7.  Xixon,  'W  C.  W.;  Calcium  Therapy  and  Toxemias  of 
Pregnancy  Lancet,  2:291-292,  Aug.  8,  1931. 

8.  Lopez,  R.  E.;  Parathyroid  Extract-Collip  in  Eclampsia 
and  Allied  Conditions.  S.  G.  and  0.,  49:689-693,  Xov., 
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9.  Titus,  P. ; Dodds,  P.  and  'WUletts,  E.  'W.;  Fluctua- 
tions in  Blood  Sugar  during  Eclampsia  and  its  Relation  to 
Conmlsions.  Am.  J.  Obst.  and  Gvnec.,  15:303-325,  March, 
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that  there  is  a wide  fluctuation  in  the  blood  sugar 
in  exceedingly  short  interv'als  of  time  during  an 
eclamptic  seizure.  It  is  characteristic  for  the  con- 
vulsions to  be  preceded  by  sharp  falls  in  blood 
sugar.  Further  work*®  indicates  that  hypogly- 
cemic levels  are  a predominant  and  fairly  constant 
feature  of  true  preeclampsia.  He  considers  that 
the  intravenous  administration  of  dextrose  is  a 
specific  treatment  for  eclampsia  and  preeclampsia. 
He  gave  300  cc.  of  a twenty  five  per  cent  sol- 
ution at  the  rate  of  approximately  75  grams  in 
100  minutes  or  3 cc.  per  minute.  It  is  essential  to 
maintain  the  heat  of  the  solution,  and  not  to  ex- 
ceed this  rate  of  administration. 

McConnell**-  found  that  glucose  intravenously 
lowerd  the  blood  pressure  and  acted  as  a diuretic, 
also  seeming  to  have  a marked  influence  in  les- 
sening the  number  of  convulsions.  He  gets  the 
best  results  -^dth  a continuous  drip  method  of  in- 
travenous administration,  using  about  4000  cc. 
of  5 to  10  per  cent  glucose  every'  tw'enty-four 
hours.  The  average  duration  of  continuous  ad- 
ministration was  seven  days.  The  concentration 
of  glucose  ■w.'as  determined  by  the  presence  of 
sugar  in  the  urine.  The  usual  rate  of  flow  is  one 
drop  per  heart  beat.  A normal  150  pound  patient 
can  safely  assimilate  2.5  pounds  of  glucose  per 
day'. 

The  use  of  liver  extract  has  not  proven  of  much 
benefit  in  the  treatment  of  eclampsia.  The  liver 
lesions  found  at  autopsy  are  probably  the  result 
of  the  toxemia  rather  than  the  cause. 

We  gain  from  this  that  there  is  no  routine 
method  of  treatment  in  eclampsia,  but  that  we 
must  treat  each  case  as  an  entity.  I incline  towards 
the  sedative  method,  using  plenty'  of  morphine, 
and,  if  necessary  to  control  the  con\'ulsions,  sodium 
amytal  intravenously.  The  toxemia  should  be  com- 
batted with  glucose  intravenously.  I am  also  con- 
vinced that  parathyroid  extract  should  be  ad- 
ministered; the  dose  has  not  been  regulated  but 
depends  on  the  condition  of  the  patient,  20  units 
every  twelve  to  twenty-four  hours,  although  as 
high  as  80  units  has  been  given  at  one  time  with 
beneficial  results.  When  the  convulsions  are  con- 
trolled, labor  should  be  induced.  The  simplest 
method  of  inducing  labor  is  by  rupturing  the 
membranes  and  giving  small  doses  of  pituitrin 

10.  Titus,  P.,  ‘Willetts,  E.  W.,  and  Lightbody.  H.  D. : 
Fluctuations  in  Blood  Sugar  during  Eclampsia;  Report  of 
Additional  Cases.  Am.  J.  Obst.  and  Gynec.,  19:16-25,  Jan., 
1930. 

11.  McConnell,  W.  T.;  Glucose  in  Treatment  of  Toxe- 
mias of  Pregnancy.  Am.  J.  Surg.,  8:1263-1268,  June,  1930. 
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(2  to  3 minims)  every  half  hour  until  pains  are 
well  established. 

Any  general  anesthesia  is  contraindicated. 
Eclampsia,  at  the  time  of  the  convulsions  and  coma, 
is  associated  with  a true  acidosis,  due  to  an  un' 
compensated  alkali  deficit,  as  demonstrated  by  a 
definite  increase  in  the  hydrogendon  concentra- 
tion.  This  acidosis  is  probably  not  a causal  fac' 
tor,  but  rather  should  be  regarded  as  a result  of 
the  eclamptic  convulsion,  and  is  sometimes  severe 
enough  to  cause  death  by  itself.  General  anesthe- 
sia,  because  of  the  acidosis  resulting  from  it,  still 
further  increases  the  acidosis  due  to  the  disease. 
This  is  not  true  of  local  and  spinal  anesthesia. 
Therefore,  any  operative  work  that  becomes  nec- 
essary should  be  done  under  local,  spinal  or  caudal 
anesthesia.  Usually  such  operative  work  is  limited 
to  mid  or  low  forceps,  and  may  not  require  more 
anesthesia  than  that  given  by  the  morphine  and 
sodium  amytal. 

There  is  only  one  condition  where  I regard 
cesarean  section  is  to  be  used  as  a method  of 
treatment  in  eclampsia,  and  there  not  as  the 
method  of  choice,  but  more  as  the  lesser  of  two 
evils.  That  is  in  the  exceptional  case,  usually 
an  elderly  primipara,  where  the  cervix  is  rigid 
and  dilates  very  slowly,  often  taking  forty-eight 
to  seventy-two  hours  for  complete  dilation.  In 
such  a case,  after  ten  to  twelve  hours  of  hard 
pains  with  no  apparent  progress  and  convulsions 
controlled,  I would  do  a cesarean  section  under 
spinal  or  local  anthesia. 

1212  Rhodes  Medical  Arts  Building. 

INCARCERATED  GANGRENOUS  OVARIAN 
CYST  COMPLICATING  PREGNANCY 
AND  LABOR* 

Elmer  C.  Braddock,  M.D. 

I LEWISTON,  IDA. 

I have  been  unable  to  find  any  literature  bearing 
on  a similar  case,  although  my  search  has  not  been 
exhaustive.  However,  there  is  much  literature  of 
cases  of  ovarian  tumor  complicating  pregnancy  and 
labor,  also  many  cases  of  gangrenous  ovarian  tumors 
reported,  but  I failed  to  find  a single  instance  where 
a gangrenous  ovarian  tumor  was  present  in  a woman 
in  labor. 

Female,  22  years  of  age,  first  pregnancy. 

Past  history:  Appendectomy  performed  in  1927.  Patient 
made  an  uneventful  recovery  from  the  operation.  No 
other  severe  illness. 

Menstrual  history:  Menstruation  began  at  twelve  years 
of  age  and  was  irregular  with  constant  dysmenorrhea  and 

♦Read  before  a Meeting  of  Nez  Perce  County  Medical  So- 
ciety. Lewiston,  Ida.,  March  17,  1932. 


menorrhagia.  She  has  had  pain  and  tenderness  in  the 
lower  left  abdomen  since  puberty.  When  she  became 
pregnant  in  August,  1931,  severe  vomiting  made  it  nec- 
essary to  enter  a hospital  for  treatment  the  first  three 
months. 

About  February  23,  1932,  the  patient  was  taken  sud- 
denly with  violent  pain  in  the  lower  back  and  abdomen. 
Morphine  was  given  and  she  was  sent  to  the  hospital  for 
delivery,  as  it  was  thought  she  was  beginning  a premature 
labor.  As  she  was  not  delivered  and  continued  to  have 
pain  in  her  back  so  severe  that  it  was  necessary  to  be 
given  opiates  for  relief,  she  came  to  Lewiston  for  treat- 
ment. 

1 first  saw  the  patient  in  my  office  March  1,  just  be- 
fore entering  the  hospital.  She  was  complaining  of  con- 
stant pain  in  her  back  and  severe  intermittent  pains  in 
the  abdomen  had  begun  that  morning.  She  looked  tired 
and  sick. 

Physical  examination:  Temperature  100°,  pulse  80, 

respiration  18,  blood  pressure,  80/120.  Urine  negative. 
Moderate  leucocytosis,  11,000.  Chest,  heart  and  extrem- 
ities negative.  Abdomen  enlarged  to  size  of  seven  months 
pregnancy  and  on  palpation  I could  feel  intermittent 
uterine  contractions  and  fetal  movements.  There  was  a 
tenderness  in  lower  part  of  abdomen  and  flanks. 

Bimanual  examination:  Posterior  pelvis  was  filled  with 
a tender  mass  which  pushed  the  cervix  up  behind  the  sym- 
physis pubis.  The  mass  was  not  hard  and  solid  like  a 
pelvic  abcess,  neither  was  it  soft  like  a fluid  mass.  The 
mass  in  the  pelvis  and  the  pregnant  uterus  in  the  ab- 
domen could  not  be  separated  into  two  parts  by  careful 
bimanual  examination. 

A diagnosis  was  made  of  an  ovarian  tumor  fixed  in 
the  pelvis  and  obstructing  labor.  It  was  necessary  to 
differentiate  the  mass  from  a full  bladder  or  a pelvic 
abscess.  A full  bladder  was  eliminated  because  the  mass 
was  in  the  posterior  pelvis  and  pushed  the  cervix  forward 
beneath  the  publis,  whereas  a full  bladder  would  have 
pushed  the  cervix  backward.  Catheterization  produced 
only  two  ounces  of  urine  and  the  mass  still  remained. 

Pelvic  abcess  was  eliminated  by  the  history,  consistency 
of  the  mass  and  absence  of  high  or  moderate  temperature 
and  leucocytosis. 

Treatment:  After  diagnosis  was  made  the  treatment 

became  the  biggest  problem  of  all.  We  had  a woman 
seven  months  pregnant,  in  labor,  with  a mass  in  the  pos- 
terior pelvis  probably  infected  and  absolutely  obstructing 
delivery.  We  decided  to  enter  the  abdomen  and  remove 
the  mass  if  possible  and  deliver  the  baby  by  cesarian  sec- 
tion. 

On  entering  the  abdomen  we  found  a large,  gangren- 
ous, thick  walled,  simple  ovarian  cyst  filled  with  ex- 
travastated  blood,  wedged  in  the  posterior  pelvis.  This 
mass  was  removed  in  pieces  as  it  was  disintegrated.  As 
the  patient  was  in  labor,  we  decided  it  would  give  her 
the  best  chance  to  remove  the  fetus  by  cesarian  section 
rather  than  to  wait  for  uterine  contraction  to  deliver  it 
by  the  vaginal  route.  This  was  done  and  the  uterus 
brought  forward  out  of  the  abdomen,  and  the  hemorrhage 
from  adhesions  and  the  pedicle  of  the  cyst  controlled. 
Two  drainage  tubes  were  introduced,  one  on  either  side 
of  the  uterus  into  the  posterior  pelvis  and  the  abdomen 
closed.  The  patient  was  rather  badly  shocked  and  one 
quart  of  saline  solution  was  introduced  by  hypodermocly- 
sis.  The  patient's  pulse  was  100  one  hour  after  the  op- 
eration and  she  has  gone  on  to  an  eventful  recovery 
without  any  sign  of  peritonitis.  The  child  died  in  a few 
hours  after  delivery. 
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CONCLUSIONS 

1.  Had  the  tumor  been  diagnosed  earlier  in  preg' 
nancy,  it  could  have  been  removed  by  abdominal 
section  and  the  child  would  have  had  an  excellent 
chance  of  remaining  in  utero  until  term.  Had  the 
condition  been  recognized  even  at  the  time  the  tu- 
mor became  incarcerated  (a  week  before  operation), 
I am  still  of  the  opinion  it  could  have  been  removed 
with  at  least  some  chance  of  the  pregnancy  going 
to  term. 

2.  Considering  the  condition  of  the  patient  the 
day  of  operation,  namely,  labor  obstructed  by  a 
gangrenous  ovarian  mass  in  the  posterior  pelvis, 
there  is  no  mode  of  procedure  that  is  safe  for  the 
mother  and,  of  course,  the  chance  for  the  fetus  nil. 
The  surgeon  is  compelled  to  decide  which  in  his 
opinion  is  the  best  to  do  in  trying  to  save  the 
mother.  As  I see  it,  there  are  left  but  two  methods 
of  procedure.  One  is  to  remove  the  mass,  causing 
obstruction  to  labor,  by  abdominal  route  and  leave 
the  uterus  to  empty  itself  or  to  deliver  the  fetus 
with  forceps.  The  other  method  is  to  do  as  we  did, 
namely,  remove  the  mass  by  abdominal  route  and 
the  fetus  by  cesarian  section.  The  latter  method 
was  chosen  because  of  the  danger  of  breaking  open 
the  abdomen  by  the  strain  of  the  contractions  of 
labor. 

As  the  cervix  was  not  dilated,  the  opening  of  the 
uterus  through  the  abdomen  would  cause  much  less 
trauma,  less  danger  of  infection  than  forceful  dila- 
tation of  the  cervix  or  allowing  it  to  dilate  by  uter- 
ine contractions. 

3.  This  woman  gives  a definite  history  from 
puberty  of  having  some  trouble  in  the  lower  left 
abdomen  which  markedly  influenced  menstruation, 
and  a diagnosis  was  made  by  a competent  physician 
several  years  ago  of  a left  ovarian  tumor.  Much 
trouble  and  pain  on  her  part  could  have  been 
avoided,  had  she  listened  to  this  physician’s  advice 
and  had  this  tumor  removed  before  she  came  preg- 
nant. Too  much  care  and  pains  cannot  be  taken  by 
the  general  practitioner  to  explain  the  danger  of  this 
kind  of  tumor  to  his  patients,  when  he  once  diag- 
noses it. 

Invaribly  ovarian  tumors  cause  serious  trouble 
either  in  pregnancy,  labor  or  puerperium  and  should 
be  extirpated  as  soon  as  possible  after  diagnosis  is 
made. 


PILOCARPINE  AS  A REMEDIAL  AGENT  IN 
ALCOHOLIC  AMBLYOPIA 
Richard  W.  Perry,  M.D. 

SEATTLE,  WASH. 

As  a curative  agent,  pilocarpine  seems  to  have 
been  neglected  by  the  profession  quite  beyond  its 
deserts.  Its  use  in  Bright’s  disease  to  relieve  the 
kidneys  by  stimulation  of  the  sweat  glands  is  well 
known,  but  its  power  in  the  absorption  of  recent 
exudate  and  newly  formed  scar  tissue  seems  to  have 
escaped  notice. 

Burnham’s  work,  although  well  published,  was 
not  taken  seriously.  It  is  possible  that  others,  not 
having  his  enthusiasm,  were  half  hearted  in  its  use, 
or  that  the  fear  of  the  rigorous  treatment  necessary 
for  results  deterred  them  from  obtaining  its  full  ef- 
fect. 

While  acting  as  his  house  surgeon  in  Mercer  Eye 
and  Ear  Hospital,  Toronto,  I had  ample  opportunity 
to  follow  his  results  in  cases  of  plastic  iritis,  and  to 
absorb  some  of  his  enthusiasm.  It  was  this  that  en- 
couraged me  to  use  it  in  two  cases  of  loss  of  central 
vision  from  alcoholic  poisoning  and  the  results  in 
each  case  were  so  satisfying  that  I take  the  liberty 
of  describing  a recent  case,  and  giving  charts  of  the 
fields  of  vision. 

PATHOLOGY 

If  we  keep  in  mind  the  pathology  of  toxic  al- 
coholic amplyopia,  we  can  readily  see  why  this  mode 
of  treatment  is  successful.  There  is  an  inflammation 
of  the  interstitial  connective  tissue  of  the  optic 
nerve,  with  a selective  action  on  the  papillomacular 
bundle  of  fibers,  and  a deposit  and  subsequent  con- 
traction of  the  -scar  tissue  which  compresses  the 
nerve  fibers  to  their  destruction. 

The  same  condition  is  found  in  hob-nailed  or  gin 
drinker’s  liver  and  from  the  same  cause.  Removal 
of  the  cause  and  liquefaction  of  the  deposit  gives 
the  nerve  fibers  the  relief  necessary  for  recovery. 

CASE  RECORD 

Mr.  L.  H.  B.  First  consultation  Feb.  18,  1932.  Age,  42 
years.  Occupation,  finding  people  lost  in  the  mountains 
or  forest.  Married.  Children,  none. 

Says  he  drinks  moonshine  quite  a bit.  He  is  a power- 
ful man  about  six  feet  in  height  and  apparently  well  nour- 
ished. 

Examination  of  both  eyes:  Tension  normal,  pupils  slug- 
gish and  slightly  dilated,  lens  and  media  normal.  Pale- 
ness and  commencing  atrophy  of  temporal  half  of  optic 
disc.  Slight  nystagmus.  Loss  of  central  vision  in  each  eye. 

Neurologic  report:  Cranial  nerves  apparently  normal. 
Reflexes,  uppers  increased  equally.  Grips  down.  Apparent 
generalized  muscular  atrophy.  Abdominals  present.  Cre- 
master out.  The  right  knee  kick  is  less  than  the  left. 
Both  achilles  are  absent.  There  are  no  pyramidal  tract 
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Fig.  1.  Shows  central  scotoma  of  both  eyes,  March  3,  1932.  Fig.  3.  Shows  right  eye  clear  hut  scotoma  of  left  for 
Fig.  2.  Shows  improved  condition  of  both  eyes,  March  7.  green  only,  March  18. 


reflexes.  Motor  power  diminished  throughout,  especially 
flexion  of  foot.  Sensorium  normal  except  legs. 

There  is  marked  diminution  of  tactile  sense  over  toes 
of  each  foot.  Pain  sense  is  diminished,  being  grade  three 
to  just  below  the  knee  on  the  left  and  above  knee  on 


right.  Vibratory  and  temperature  sense  also  markedly 
diminished.  Atrophy  marked  in  the  right  leg. 

No  past  pointing  or  ataxia.  Rhomberg  normal. 

Spinal  Wassermann  negative.  Kidney  examination  nega^ 
tive. 
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Diagnosis:  Multiple  neuritis,  toxic  (alcohol).  There  is 
no  intracranial  lesion. 

The  loss  of  central  vision  was  so  complete  that  the 
patient  was  unable  to  see  the  central  fixing  mark,  in  tak' 
ing  the  fields,  so  it  was  necessary  to  make  four  marks  on 
the  chart  in  the  outer  field  (fig.  1). 

Treatment:  Before  commencing  treatment,  I warned 
all  concerned  of  the  rigorous  depletion  necessary,  and  ex' 
plained  that  he  would  be  brought  to  the  verge  of  physical 
exhaustion;  but  as  a blind  man  is  in  no  position  to  argue 
with  his  doctor,  they  readily  agreed  to  what  was  in  store 
for  him. 

Starting  March  22,  patient  was  given  hypodermic  in- 
jections  of  pilocarpine  nitrate  each  day  for  five  succeed' 
ing  days,  and  repeated  on  each  of  the  two  following  weeks. 
He  was  given  one  quarter  of  a grain  each  of  the  first 
two  days,  and  one'third  of  a grain  each  of  the  other 
three  days. 

Result:  April  13,  1932,  no  central  scotoma  found 
in  either  eye,  and  vision  in  each  had  improved  to 
tvvelve'twentieths  (figs.  2 and  3). 


THE  SIGNIFICANCE  OF  UVEAL 
INFLAMMATION* 

Frederick  A.  Kiehle,  M.  D. 

PORTLAND,  ORE. 

Criticism  that  ophthalmology  is  a “narrow” 
specialty  is  unfortunately  often  well  taken.  Par' 
ticularly  was  this  true  as  the  specialty  was  for' 
merly  practiced,  prior  to  these  days  of  special 
certification  by  the  National  Board  for  Ophthah 
mic  Examinations.  Altogether  too  often  the  medi' 
cal  man  announced  himself  as  an  eye  specialist 
after  only  a few  months  of  indefinite  and  un' 
regulated  training,  not  realizing  that  a little  learn' 
ing  is  a dangerous  thing. 

But  the  responsibility  for  a state  of  affairs  in 
which  ophthalmology  is  regarded  as  narrow  must 
be  assumed  largely  by  the  general  practitioner  him' 
self,  who  in  his  student  days  steadfastly  refused 
to  consider  the  eye  seriously,  oblivious  to  the  im' 
mense  amount  of  light  that  the  state  of  this  organ 
can  throw  upon  general  body  conditions,  and  to 
the  personal  satisfaction  that  comes  from  being 
able  to  tell  a patient  what  certain  ocular  symp' 
toms  signify. 

The  position  of  the  ophthalmologist  today  and 
our  conception  of  his  duty  to  his  patients  have  un' 
dergone  radical  changes.  The  eye  was  formerly 
viewed  as  an  independent  organ,  a realm  remote, 
unattached,  isolated  and  unrelated  to  general  con' 
ditions.  Its  anomalies  were  peculiar  to  it  and  in' 
dependent  of  conditions  existing  elsewhere  in  the 
body.  But  the  same  blood  flows  to  it  that  nour' 

♦From  Department  of  Ophthalmology,  University  of  Ore- 
gon Medical  School. 

♦Read  before  the  Fifty-seventh  Annual  Meeting  of  Oregon 
.State  Medical  Society,  Eugene,  Ore.,  Oct.  22-24,  1931. 


ishes  the  rest  of  the  body.  Its  activities  are  dc' 
pendent  upon  the  same  source  of  nerve  energy, 
and  no  one  can  practice  modem  ophthalmology 
without  taking  into  consideration  all  other  bodily 
functions.  On  viewing  an  ocular  inflammation 
we  question  the  condition  of  the  heart,  the  kid' 
neys,  the  teeth,  the  tonsils  and  the  sinuses.  We 
ask  what  blood  and  urine  can  show  to  help  us, 
and  the  whole  realm  of  medicine  is  called  upon 
to  bring  a solution  to  the  problem  in  hand. 

While  the  uveal  tract  comprises  choroid, 
ciliary  body  and  iris,  we  are  dealing  now  essen' 
tially  with  the  ciliary  body  and  iris  rather  than 
with  the  choroid.  Again  while  it  is  conceivable 
that  an  inflammation  involving  the  iris  alone  may 
and  sometimes  does  exist,  yet,  there  being  no 
structural  delimitation  between  iris  and  ciliary 
body,  we  find  that  an  iritis  is  usually  but  the 
Initial  stage  of  an  iridocyclitis. 

The  first  reference  in  literature  to  iritis  dates 
only  as  far  back  as  1801,  when  Schmidt  of 
Vienna  described  the  few  cases  observed  up  to 
that  time  and  classified  them  upon  a basal  etiology 
of  syphilis,  arthritis  and  scrofula.  The  intervening 
years  have  brought  a tremendous  increase  in  our 
knowledge  and  writers  meanwhile  have  run  the 
entire  gamut  of  medicine  in  their  efforts  to  deduce 
the  efficient  cause  of  uveitis.  All  but  the  most 
recent  statistics  are  absolutely  worthless  because 
based  upon  earlier  concepts  now  discarded. 

The  health  of  the  eye  and  the  performance  of 
its  normal  function  is  essentially  dependent  upon 
the  uveal  tract.  Physiologically  this  region  is  of 
prime  importance  because  upon  the  ciliary  muscle 
depends  the  activity  of  the  lens,  and  deprived  of 
the  power  of  accommodation,  the  eye  as  an  organ 
of  vision  is  useless.  The  region,  furthemore,  is 
of  the  utmost  importance  structurally,  for  from 
it,  according  to  the  best  modern  views,  originate 
both  vitreous  and  aqueous  humors.  From  these 
humors  in  turn  the  nutrition  of  the  crystalline 
lens  is  derived,  and  impaired  nutrition  results  in 
loss  of  its  transparency. 

Of  combined  ectodermic  and  mesodermic  ori' 
gin,  it  shares  in  the  maladies  of  both.  The  intense 
vascularity  of  the  ciliary  region,  and  this  I shall 
frequently  reiterate,  is  its  chief  characteristic, 
a characteristic  too  little  stressed  in  consider' 
ing  ocular  pathology.  The  choroid  we  think  of 
properly  as  a thickly  matted  layer  of  blood  vessels. 
The  iris  we  realize,  too  is  essentially  a diaphragm 
of  vessels  radially  arranged  in  a connective  tissue 


May,  1932 


UVEAL  INFLAMMATION — KIEHLE 


227 


stroma  that  holds  also  near  its  inner  margin  the 
sphincter  fibres  of  the  pupil,  and  at  right  angles 
to  them  the  dilating  fibers.  But  we  are  inclined 
to  overlook  the  preponderance  of  blood  channels 
throughout  the  ciliary  process,  which  might  even 
be  pictured  as  the  “turbinate  of  the  eye”,  an 
ocular  “swell  body”,  that  changes  as  readily  and 
rapidly  in  blood  content  as  the  nasal  turbinates. 
To  quote  Fuchs,  “Consisting  as  it  does  of  con' 
nective  tissue  stroma  contaning  an  extraordinary 
number  of  blood  vessels,  the  ciliary  body  must  be 
regarded  as  the  most  vascular  part  of  the  entire 
eyeball.” 

Thus,  normal  activity  of  the  bulbus  is  predh 
cated  upon  normal  functioning  of  the  ciliary 
processes;  this  in  turn  rests  upon  its  nourish' 
ment  through  a normal  supply  of  healthy  blood. 
Healthy  blood  depends  in  turn  upon  absence  of 
contamination,  despite  its  continued  circulation 
through  the  body.  So,  just  as  an  army  depends 
for  its  very  life  upon  the  regular  and  safe  arrival 
at  the  front  of  supplies  over  unobstructed  routes 
of  communication,  it  is  essential  that  this  highly 
specialized  uveal  structure  should  have  brought  to 
it  through  normal  vessels  a supply  of  blood  regu' 
lar  in  quantity,  sufficient  in  amount  and  unvitiat' 
ed  in  content.  There  is,  then,  the  most  intimate 
connection  between  good  vision  and  good  gen' 
eral  health.  Or,  to  paraphrase  a familiar  quota' 
tion,  “oculus  sanus  in  corpore  sano.” 

There  is  at  present  among  ophthalmologists  a 
widespread  interest  in  the  subject  of  uveitis  and 
an  abundant  literature  exists  on  its  every  conceiv' 
able  phase.  A few  minutes  devoted  to  the  path' 
ology  of  the  region  and  a brief  review  of  the 
present  day  concepts  of  the  etiology  of  its  in' 
flammation  may  not  be  misspent. 

When  the  iris  becomes  congested,  its  activity 
is  at  once  decreased  because  it  is  plumped  out 
with  blood.  This  means  that  pain  accompanies 
any  effort  toward  contraction  or  dilation,  for  the 
filled  vessels  impinge  upon  the  nerve  terminals  in 
the  iritic  stroma.  Consequent  upon  defective  iris 
action,  there  is  insufficient  protection  to  the  ret' 
ina,  with  photophobia  and  the  various  other  indi' 
cations  of  asthenopia.  Most  important  of  all, 
congestion  of  the  ciliary  body  spells  venous  stasis; 
this  means  a change  in  the  quantity  of  hemoglobin 
and  decreased  oxygen  content  of  the  blood. 

As  it  is  now  agreed  that  from  the  ciliary  body 
originate  both  aqueous  and  vitreous,  the  former 
from  the  anterior  zone,  (corona  ciliaris),  the  lat' 


ter  from  the  posterior  zone,  (pars  plana),  and 
that  by  these  two  humors  the  inner  portion  of  the 
eye,  particularly  the  lens,  is  nourished,  we  readily 
see  that  venous  stasis  means  directly  a change  in 
the  character  of  the  dialyzed  fluids,  with  ensuing 
altered  nutrition  of  ocular  structures. 

We  have  here,  then,  a highly  specialized,  deli' 
cately  constructed,  extremely  vascular  structure, 
constantly  active,  in  which  readily  arises  the 
following  vicious  circle.  Ciliary  congestion  causes 
alteration  in  the  conditions  of  osmosis;  altered 
osmosis  means  change  in  the  character  of  the 
dialyzed  fluids;  altered  fluids  in  turn  mean  faulty 
nutrition;  but  the  ciliary  muscle,  however  insuf' 
ficiently  nourished,  must  continue  to  work  and 
answer  the  fresh  demand  for  excessive  functional 
exertion,  which  excessive  effort,  again,  is  produc' 
tive  of  still  greater  ciliary  congestion. 

The  late  Dr.  Samuel  D.  Risely  presented  (A.M. 
A.  1919)  vividly  the  tremendous  importance  of 
this  region  from  the  standpoint  of  ocular  path' 
ology,  impressed  as  he  was  with  what  he  called 
“the  extreme  importance  as  well  as  the  dramatic 
interest  of  uveitis.”  He  first  became  interested 
in  the  subject  by  reason  of  his  work  with  school 
children.  He  found  that  the  emmetropes  passed 
their  school  work  easily.  But  after  examining  a 
large  number  of  children  with  iridocylitis,  he  con' 
eluded  that  pathologic  states  of  the  uveal  tract 
were  at  the  bottom  of  congenital  muscle  imbalance 
and  abnormalities  of  refraction.  He  saw  one 
case  in  which,  following  an  iridocyclitis,  two  diop' 
ters  of  hyperopia  changed  to  a myopic  refraction. 
He  believed  that  progressive  myopia  was  a sequel 
to  uveal  disease,  in  the  course  of  which  the  elastic 
sclera  of  childhood  yielded  to  the  increased  ten' 
sion  resulting  from  the  inflammation.  The  ocular 
hypertension  and  the  resulting  pain  were  relieved, 
he  believed,  by  the  stretching  of  the  juvenile  tis' 
sues.  In  adults,  on  the  other  hand,  with  firm 
and  unyielding  sclera,  ciliary  inflammation  pro' 
duces  entirely  different  symptoms,  viz.,  irritation, 
dilated  ciliary  vessels,  cloudy  cornea,  intraocular 
tension,  contracting  fields,  failing  central  vision 
and  the  general  symptom'complex  of  glaucoma. 

In  this  way  he  very  ingeniously  calls  attention 
to  the  possible  close  similarity,  save  for  the  ten' 
sion,  between  iritis  and  glaucoma.  In  iridocyclitis 
iritic  adhesions  form  at  the  pupillary  margin;  in 
glaucoma  they  form  at  the  periphery  of  the  iris, 
with  consequent  attachment  of  iris  to  the  anterior 
part  of  the  cilliary  body  and  the  scleral  ring. 
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Risky  found  such  adhesions  to  be  constant  in 
enucleated  eyes  that  had  shown  tension  as  a clin- 
ical  symptom,  and  this  view  is  favored  by  the  fact 
that  an  iridectomy,  cutting  peripheral  adhesions 
over  a wdde  arc,  cures  either  condition.  For  this 
reason  he  considered  a trephine  without  iridec' 
tomy  as  useless,  since  it  provides  only  drainage, 
and  concluded  that  glaucoma,  while  a convenient 
appellation,  is  by  no  means  an  entity.  Its  etiologic 
factors  must  be  sought.  He  regularly  treated  his 
cases  of  incipient  cataract  with  cycloplegiacs,  parti' 
cularly  where  uveal  disease  was  either  demonstrat' 
ed  or  suspected.  He  admits  that  the  spicules  never 
disappeared,  and  yet  he  insists  that  none  of  these 
cases  advanced  to  operation. 

In  this  connection  an  interesting  observation  in 
regard  to  the  etiology  of  senile  cataract  arises. 
Formerly  a cataract  was  considered  a concomitant 
of  age.  Later,  and  no  longer  ago  than  the  edu' 
cational  period  of  many  of  us,  senile  cataract 
was  looked  upon  as  a pathologic  rather  than  a 
normal  physiologic  process.  Today,  since  low- 
grade,  inactive  iridocyclitis  must  be  considered 
a frequent,  if  not  a fairly  constant  accompaniment 
of  age,  there  is  possible  justification  in  the  earlier 
belief.  By  this  I mean  that,  just  as  we  can  nearly 
always  with  sufficient  patience  find  minute  chor- 
oidal  changes  in  our  elderly  patients,  so  there  are 
few  senile  lenses  which  fail  to  show  under  slit- 
lamp  investigation  either  small  opacities  or  minute 
vacuoles.  Hence  we  are  led  to  wonder  w'hether 
senile  cataract  may  not  still  be  both  pathologic 
and  yet  a fairly  constant  concomitant  of  age. 

The  earlier  familiar  division  of  the  subject 
comprised  primary  and  secondary  uveitis.  Pri- 
mary- cases  w'ere  attributed  to  general  diseases 
such  as  syphlils,  tuberculosis,  rheumatism,  scrofula, 
gonorrhea,  acute  infections  and  disorders  of  metab- 
olism, and  to  local  effects  in  which  were  classed 
the  traumatic  cases  and  cases  of  sympathetic 
ophthalmia.  Secondary  cases  w-ere  described  as 
springing  from  infected  ulcers  of  the  cornea. 
Fuchs  added,  “this  grouping  is  not  exhaustive,  as 
many  cases  cannot  be  classified.”  With  further 
study  it  is  found  that  it  is  this  latter  unclassified 
group  that  gives  the  most  trouble. 

The  theory  that  foci  of  infection  may  exist  at 
a distance  from  the  tissues  involved  opened  a 
wide  field  for  theorizing.  It  presented  unending 
possibilities  in  the  way  of  accounting  for  symp- 
toms and  pathologic  changes.  As  might  be  ex- 
pected, American  medical  men  find  wider  appli- 


cation of  the  theory  than  British  or  European 
observers.  There  is  present  also  the  baffling 
question  as  to  whether  the  bacteria  themselves 
or  the  toxins  are  responsible  for  the  tissue  changes. 
The  bulk  of  opinion  apparently  favors  the  bac- 
teria. Study  of  this  whole  subject  is  greatly  han- 
dicapped by  lack  of  biopsy  material,  or  of  autopsy 
findings  where  uveitis  has  been  a significant  clin- 
ical symptom. 

ETIOLOGY 

In  a brief  survey  of  the  etiology  we  may  refer 
first  to  some  systemic  diseases  with  which  uveitis 
has  been  associated. 

Gout.  If  your  experience  is  similar  to  mine, 
you  have  never  seen  a true  case  of  gout.  It  is 
rare  in  this  country-.  Some  one  has  pointed  out 
that  patients  of  plethoric  type  may  often  boast 
of  gouty  diathesis  in  their  families  and  describe 
attacks  of  what  was  known  as  “hot  eye.”  The 
possible  association  of  such  attacks  with  inflam- 
matory glaucoma  is  evident  and  their  significance 
is  not  to  be  overlooked.  These  patients  require 
careful  watching. 

Diabetes,  although  often  classed  as  a cause,  is 
seldom,  if  ever,  productive  of  uveitis.  Defective 
metabolism  may  synchronously  produce  diabetes 
and  a nonbacterial  inflammation  of  the  uveal 
tract. 

Renal  disease.  We  are  prone  to  associate  all 
types  of  ocular  inflammation  with  albuminuria. 
But  DeSchweinitz  reports  that  he  found  only 
four  cases  in  which  kidney  disease  could  definitely 
be  given  as  the  cause  of  uveitis. 

Gastrointestinal  conditions  are  occasionally  pro- 
ductive of  uveitis  but  when  analyzed  the  condi- 
tion seems  usually  an  idiosyncracy  of  an  individual 
sensitized  to  particular  foods. 

Hyperthyroidism  is  said  to  be  associated  with 
the  occurrence  of  uveitis,  though  cases  are  rare. 
The  circumstances  by  which  it  might  arise  are  easily 
pictured.  Intestinal  autointoxication  calls  upon  the 
thyroid  for  excessive  stimulation  and  secretion. 
This  overexertion  is  sustained  for  a time,  but 
subsequent  effort  fails.  A state  of  hypothyroidism 
then  results  with  an  uncontrolled,  pervading  tox- 
emia. This  in  turn  leads  to  the  final  stage  of 
diminished  tone  and  lowered  resistance  of  the 
tissues,  which  are  now  an  easy  prey  to  bacillary 
infection. 

Accessory  nasal  sinuses.  It  is  extremely  hard 
to  keep  one’s  balance  when  dealing  with  the  sub- 
ject of  focal  infections.  “Post  hoc  procter  hoc" 
is  a convenient  phrase  and  we  are  prone  to  lean 
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hard  upon  it  a5  an  escape  from  our  difficulties. 
But  we  will  agree  there  is  no  one  upon  whose 
opinion  we  may  here  rely  with  greater  security 
than  that  of  Hajek.  He  has  stated  that  inflam^ 
mation  of  the  retina,  optic  nerve  or  uvea  is  rarely 
if  ever  produced  by  sinusitis,  although  an  empy' 
ema  of  the  sinuses  may  act  as  a predisposing  fac' 
tor.  Passive  congestion  and  lesions  of  the  uvea 
may  develop  indirectly  from  disturbances  of  physi' 
ologic  circulation.  Orbital  inflammations  arc 
largely  traceable  to  direct  venous  anastomoses  be' 
tween  -the  sinuses  and  orbit  or  to  contact  through 
bone.  He  is  very  skeptical  of  the  direct  relation- 
ship  between  sinusitis  and  uveitis  but  admits  the 
occasional  clearing  up  of  the  lesion  after  sinus 
treatment  or  operation. 

The  proceedings  of  the  American  Ophthalmol- 
ogical  Research  Society  for  1930  gives  an  exceed- 
ingly interesting  resume  of  the  subject  by  Hallo- 
way, entitled  “The  Evaluation  of  Etiological  Fac- 
tors in  Acute  Iritis.”  He  says  that  in  a large 
group  of  cases  we  fail  to  find  any  satisfactory 
cause,  while  in  another  large  group  we  may  find 
several  causes  and  our  problem  is  to  decide  which 
is  the  effective  one. 

Statistics  show  an  enormous  range,  varying 
greatly  still  farther  between  America  and  Europe. 
Syphilis,  for  instance,  in  statistics  presented  a few 
years  ago  by  two  American  observers  (Brown 
and  Irons)  w’as  placed  at  6 per  cent,  while  Con- 
tinental observers  reported  1 3 per  cent.  The 
average  American  Clinic  reports  25  per  cent  of 
uveitis  due  to  tuberculosis.  European  observers 
report  50  per  cent.  Tuberculosis  we  must  remem- 
ber is  probably  much  more  prevalent  in  Europe 
than  here.  There,  also,  a complete  autopsy  is  the 
rule  on  every  case,  regardless  of  the  evident  cause 
of  death,  and  since  every  lung  shows  one  or  more 
healed  tuberculous  foci,  it  is  easy  to  assign  these 
as  the  cause  of  an  uveitis  which  was  known  to 
have  existed  clinically. 

Rheumatism  has  practically  been  eliminated  as  a 
cause  of  uveitis.  Writers  of  experience  report 
never  having  seen  uveitis  in  acute  rheumatism. 
The  term  chronic  rheumatism  covers  a multitude 
of  conditions,  many  of  which  have  been  elim- 
inated by  the  refinements  of  the  Wassermann  re- 
action. Others  were  found  to  have  resulted  from 
Neisserian  infection.  Where  true  chronic  rheu- 
matism coexists  with  uveal  inflammation,  the  two 
are  regarded  as  concurrent  manifestations  of  the 
same  general  state. 


Prostatic  inflammations  usually  show  mixed  in- 
fection, for  the  gonococcus  does  not  persist  over 
three  years. 

Perhaps  the  best  summary  by  a modern  path- 
ologist is  that  of  Friedenwald  who  groups  uveal 
inflammation  in  two  general  types.  First,  cases 
arising  from  specific  infections  such  as  tubercu- 
losis, syphilis,  gonorrhea,  etc.,  not  including  rheu- 
matism; second,  a much  larger  class  of  unknown 
etiology,  “which,”  says  Friedenwald,  “present  clin- 
ically and  pathologically  a nondescript,  nonspe- 
cific picture.  This  group  must  be  treated  as  an 
entity,  although  the  unravelling  of  its  etiologic 
mysteries  has  not  yet  begun.” 

Much  can  be  found  in  current  literature  as  to 
the  possible  causal  relationship  between  irido- 
cyclitis and  glaucoma.  We  are  familiar  with  the 
sudden  array  of  symptoms  that  usher  in  acute 
inflammatory  glaucoma  but  there  is  much  to  lead 
us  to  believe  that  simple  glaucoma,  the  cause 
for  which  heretofore  we  have  been  completely  un- 
able to  explain,  may  be  exactly  the  same  process 
coming  on  with  greater  insidiousness. 

Tooke  of  Montreal  recently  described  six  cases 
that  varied  in  detail  but  were  unifonn  in  showing 
increased  tension.  In  some  of  these:  he  was  un- 
able to  detect  the  slightest  sign  of  iridocyclitis  and 
yet  in  all,  after  using  eserine  a few  days  to  re- 
duce tension,  he  obtained  an  ultimate  cure  with 
atropine.  It  would  thus  seem  more  than  plaus- 
ible that  our  glaucomas,  which  var>"  tremendously 
in  particular  details,  have  only  the  constant  and 
uniform  feature  of  increased  tension,  and  may 
all  in  final  analysis  be  due  to  alterations  in  uveal 
function. 

Biomicroscopy  has  already  revolutionized  much 
of  our  ocular  pathology  and  through  it  we  are 
probably  to  see  a still  greater  increase  of  know- 
ledge. With  the  corneal  microscope  can  be  detec- 
ted the  earliest  signs  of  ocular  inflammation.  By 
it  Gullstrand  first  observed  and  in  1911  described 
the  anterior  surface  of  the  vitreous.  Prior  to  this 
time  it  was  the  accepted  view  that  the  posterior 
surface  of  the  lens  was  imbedded  in  the  fossa 
patellaris  of  the  vitreous,  and  that  an  impervious 
membrane  separated  the  vitreous  from  the  an- 
terior ocular  segment.  Priestley  Smith  held  the 
vitreous  to  be  adherent  to  the  back  of  the  lens, 
proven,  he  declared,  by  his  many  dissections,  in 
most  of  which  the  lens  was  detached  from  the 
vitreous  v.hth  difficulty. 
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In  1914  Ergellett  first  described  through  use  of 
the  corneal  microscope  an  optically  empty  space 
posterior  to  the  lens  and  anterior  to  the  vitreous. 

An  optically  empty  space  is  one  which  pro' 
duces  a negligible  effect  on  refraction  of  light 
rays  passing  through  it.  This  is  known  as  Tyn' 
dall’s  phenomenon  and  shows  the  presence  of  an 
electrolytic  substance  such  as  sodium  chloride  in 
physiologic  salt  solution  (0.6  to  0.75  per  cent). 
The  slit'lamp,  for  example,  .shows  the  light  reflex 
on  cornea  and  lens  but  on  nothing  between.  If 
when  focussing  on  the  contents  of  the  anterior 
chamber  a grayish  band  of  light  is  seen,  it  is 
evidence  that  some  colloidal  substance,  i.e.,  pro" 
tein  or  blood  serum,  is  present  in  the  aqueous. 
This  is  a sign  of  active  inflammation. 

Morseman  has  described  (Archives  of  Oph' 
thalmology,  page  494,  1929)  this  retrolental  space, 
studied  in  a boy  aged  serven  whose  eyes  were 
normal  except  for  congenital  aniridia.  Focussing 
on  the  posterior  capsule  of  the  lens  as  a landmark, 
and  then  slightly  further  back  upon  the  frame 
work  of  the  vitreous,  one  finds  between  the  two 
this  optically  negative  retrolental  space,  the  nor- 
mal  content  of  which  is  aqueous.  The  depth  of 
it  varies  with  the  amount  of  illumination,  the 
feebler  the  illumination  the  deeper  apparently  is 
the  space,  (approximately  1 mm.,  compared  with 
the  lens).  Normally  it  contains  the  remains  of 
the  hyaloid  membrane  and  of  the  posterior  cap' 
sulopupillary  membrane.  Occasionally  fibers  to 
the  vitreous  run  through  it.  The  importance  of 
the  retrolental  space  is  that  in  it  appear  the  first 
signs  of  inflammation  of  the  uveal  tract,  a cloudi' 
ness  in  simple  catarrhal  inflammation,  floating 
cells  and  exudate  in  suppui'ative  cases,  and  def' 
inite  pigment  deposits  in  chronic  cases. 

The  author  makes  a very  practical  suggestion 
in  advising  daily  slit'lamp  examinations  of  both  eyes 
in  cases  of  suspected  sympathetic  ophthalmia.  If 
no  cells  are  found  in  the  retiolental  space,  that  eye 
probably  is  not  dangerous.  If,  however,  cells  are 
found  in  the  same  location  in  both  eyes  even  in 
the  absence  of  clinical  symptoms,  what  he  calls  a 
“sympathetic  condition”  exists  and  treatment  is  ac' 
tively  demanded. 

SUMMARY 

The  significance  of  uveal  inflammation  lies  in 
the  possible  far  reaching  and  serious  consequences 
of  ciliary  congestion.  Continued  or  repeated 
dilation  of  the  vessels  in  this  highly  vascular  area 
results  in  alterations  in  the  vessel  walls  and  con- 


sequent changes  in  the  dialyzed  fluids.  This  ab 
teration  in  the  nutritive  elements,  supplied  the 
lens  and  the  anterior  segment  of  the  eye,  in  turn 
necessarily  produces  changes  in  their  structure 
and  in  the  manner  they  perform  their  function. 

The  region  of  the  limbus  is  so  constructed  that 
it  may  yield  readily  to  intraocular  pressure  with 
resultant  change  in  refraction  of  the  eye.  Where 
the  scleral  tissue  fails  to  yield  to  this  pressure,  the 
effect  is  registered  in  various  symptoms  of  asthen- 
opia. 

The  causes  of  ciliary  congestion  are  doubtless 
exceedingly  numerous  and  as  yet  no  satisfactory 
classification  has  been  established.  It  is  possible 
that  the  causes  axe  so  complex  as  not  to  lend 
themselves  to  any  simplified  grouping.  The  pos- 
sibility of  serious  consequences  from  inflammation 
of  this  region  is  great  and  demands  painstaking 
study,  in  w'hich  the  slit-lamp  is  of  very  great  as- 
sistance. 


UNILATERAL  EXOPHTHALMOS 

COMPLICATING  NASAL  SINUS  DISEASE  IN  INFANCY 

Squire  Boz.arth,  M.  D. 

PORTLAND,  ORE. 

Resident,  Otology,  Rhinology  and  Laryngology, 
Doernbecher  Hospital 

Exophthalmos  as  a complication  of  nasal  sinus 
disease  in  infancy  is  a rare  condition.  A review  of 
the  literature  shows  a comparatively  few  cases  re- 
ported at  any  age. 

VaiU  reports  a case  of  a child  ten  years  of  age, 
originating  from  acute  suppuration  of  the  ethmoid 
cells,  and  another  in  a child  five  years  of  age  as  the 
result  of  an  empyema  of  the  antrum. 

Yerger2,  reviewing  the  records  of  the  Illinois  Eye 
and  Ear  Infirmary  for  the  ten  years  prior  to  1925, 
gave  the  following  statistics:  A total  of  357  cases 
of  empyema  of  the  nasal  accessory  sinuses  which 
were  involved  as  follows:  Frontal  45  per  cent,  max- 
illary 28  per  cent,  ethmoid  24  per  cent  and  sphen- 
oid 3 per  cent.  Of  150  cases  of  orbital  phlegmon, 
146  were  reported  as  orbital  cellulitis  and  four  as 
orbital  abscess,  empyema  of  the  nasal  sinuses  being 
about  two  and  one-half  times  as  frequent  as  orbital 
phlegmon.  Thirty-seven  cases  of  exophthalmos  were 
recorded  but  not  classified  as  to  etiology.  Orbital 
phlegmona  were  four  times  and  empyema  of  the 
nasal  sinuses  ten  times  as  frequent  as  exophthalmos. 

1.  Vail,  D.  T. : Proptosis  in  Sinus  Disease.  Ohio  State 
Med.  J.  26:  403-408.  May,  1930. 

2.  Yerger,  C.  F. : Exophthalmos  as  Complication  of  Nasal 
Sinusitis.  Arch.  Otolaryngol.  1:415-420.  ApriL  1925. 
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This  condition  in  infancy  and  childhood  is  most 
commonly  the  result  of  acute  infection  of  the  eth' 
moidal  cells,  while  in  the  adult  it  most  often  arises 
from  chronic  inflammation  of  the  frontal  sinus.  The 
infection  spreads  by  one  or  two  routes,  a necrosis  of 
the  bony  wall  or  a thrombophlebitis. 

Considering  the  rareness  of  this  condition  and  the 
age  of  this  case,  I thought  it  worthwhile  to  be  re' 
ported. 

Baby  M.,  age  7 month,  was  brought  to  the  Out-patient 
clinic  of  Doernbecher  Memorial  Hospital  on  July  15,  1931. 

History  as  given  by  the  mother  was  that  the  child  was 
a normal  full  term  baby  and  had  never  suffered  from  any 
illness  until  the  morning  of  the  14th.  At  this  time  the 
baby  refused  its  bottle,  was  very  short  of  breath,  and  had 
a high  fever.  She  continued  very  fretful  and  during  the 
night  and  the  right  eye  became  swollen.  On  the  afternoon 
of  July  1 5 the  baby  had  a severe  convulsion  which 
lasted  approximately  one  hour. 

Physical  examination  made  by  the  interne  at  this  time 
revealed  the  following:  Temperature  103°,  skin  moist, 
Right  eye:  Lid  edematous,  conjunctiva  injected,  pupils 
normal  size  and  shape,  no  limitations  of  movement  of  the 
eyeball. 

Ears:  Right  tympanic  membrane  normal  with  excep- 

tion of  an  old  myringotomy  scar,  left  tympanic  membrane 
normal. 

Nose:  Both  sides  slightly  injected  and  obstructed. 

Mouth:  Negative  with  exception  of  a coated  tongue. 

Pharynx  slightly  injected.  Chest:  Symmetrical.  Excur- 
sion rapid  but  equal  on  both  sides.  Lungs:  Resonant 

throughout.  Numerous  ronchi  but  no  evidence  of  con- 
solidation or  rales  present. 

Heart:  Regular  but  rapid,  configuration  normal.  No 
murmurs  or  other  abnormal  sounds. 

Abdomen:  Negative.  Extremities:  Negative,  reflexes 
all  normal. 

Laboratory  examination  at  this  time  revealed  the  fol- 
lowing: Urine:  Acid,  Sp.  gr.  1008,  albumin  one  plus, 

acetone  and  diacetic  acid  of  each  H — | — h,  microscopic, 
negative. 

Blood:  W.  b.  c.  28,250,  polymorphonuclear  58  per 
cent,  small  lymphocytes  23  per  cent,  monocytes  3 per 
cent,  staph,  cells  12  per  cent,  hemoglobin  83  per  cent, 
red  blood  cells  4,620,000. 

Spinal  fluid:  No  increased  pressure,  call  count  2,  Was- 
sermann  negative.  The  diagnosis  was  withheld. 

The  patient  was  seen  the  same  day  by  Dr.  Bilder- 
back  with  no  additional  findings  at  this  time.  He 
asked  the  interne  to  have  me  make  a more  thorough 
examination  of  eyes,  ears,  nose  and  throat. 

Right  eye:  Eyeball  prominent,  both  lids  edematous  and 
chemotic.  Palpebral  conjunctiva  red.  Eye  slightly  prop- 
tosed  and  movements  limited,  especially  those  of  internal 
rectus.  Pupil  regular,  reflexes  normal.  Media  clear, 
fundus  negative.  Nose:  Right  vestibule  filled  with  sec- 
retions, the  removal  of  which  revealed  a very  much  swol- 
len and  inflamed  inferior  turbinate  with  a streak  of  pus 
coming  from  the  region  of  the  middle  meatus.  Upon 
shrinking  the  inferior  turbinate  with  4 per  cent  cocaine 
solution,  this  was  found  to  come  from  under  the  anterior 
tip  of  the  middle  turbinate  and  reappeared  upon  wiping 
away. 


My  impression  at  this  time  was  that  we  were 
dealing  with  an  orbital  abscess  as  the  result  of 
the  rupture  of  an  acute  suppurative  ethmoiditis 
through  the  lamina  papyracia. 

Dr.  Browning,  the  consultant  in  opthalmology,  was 
called  and  following  examination  was  of  the  same  opinion. 
At  this  time  he  made  an  incision  through  the  palpebral 
conjunctiva  just  below  the  internal  canthus  and  obtained 
approximately  one  and  one-half  drachm  of  pus.  I in- 
stituted the  application  of  some  drops  to  the  nose  and 
gentle  suction. 

Dr.  Chamberlin,  consultant  in  rhinology,  was  called 
and,  due  to  his  absence  from  the  city.  Dr.  Wilford  Bel- 
knap came  and  examined  the  patient,  advising  the  con- 
tinuance of  the  treatment.  The  following  day  there  was 
no  improvement  in  the  baby’s  condition.  She  was  seen 
by  Dr.  Chamberlin,  taken  to  the  surgery  and  under  gen- 
eral anesthesia  the  middle  turbinate  was  removed.  Upon 
removal  of  this  structure  pus  fairly  shot  from  the  nose. 

In  spite  of  the  above  treatment  the  baby’s  condition 
grew  constantly  worse.  The  following  morning  I exam- 
ined the  child  and  found  an  abscess  pointing  on  the  right 
alveolar  border  in  the  region  of  the  canine  fossa.  This 
1 opened  and  obtained  a large  quantity  of  pus.  The 
baby  expired  the  following  day. 

The  findings  at  autopsy  were:  (1)  Right  orbital  abscess, 
(2)  acute  purulent  rhinitis,  (3)  Multiple  miliary  abcesses 
of  lung,  probably  bronchogenic. 

CONCLUSIONS 

This  case  illustrates  the  fact  that  we  should  be 
on  our  guard  for  nasal  sinus  disease  and  its  comp- 
lications in  infancy  as  well  as  childhood  and  adult 
life.  Because  of  its  infrequency  it  may  run  a rapid 
and  fatal  course  before  being  detected. 

Gastric  Mucin  In  Treatment  Of  Peptic  Ulcer. 
Arthur  J.  Atkinson,  Chicago  (Journal  A.  M.  A.,  April 
2,  1932),  treated  forty-three  patients  with  history,  signs, 
symptoms,  laboratory  evidence  and  roentgen  manifesta- 
tions of  peptic  ulcer  with  mucin.  The  patients  were 
chosen  because  all  the  evidence  concurred  in  the  diag- 
nosis. The  therapeutic  dosage  of  mucin  totaled  90  Gm. 
a day,  but  three  patients  received  as  much  as  from  150 
to  238  Gm.  a day  in  a study  of  the  effect  on  the  gastric 
acidity.  Ewald,  fractional  and  motor  test  meals  were 
given,  and  the  stools  examined  for  occult  blood.  The 
“acid  test”  as  suggested  by  Palmer  was  used  at  first  and 
later  modified  to  coincide  with  Hardy’s  technic.  The 
forty-three  patients  in  the  series  became  symptom-free 
within  an  average  period  of  1.7  days.  The  types  of  ulcers 
treated  in  the  series  are  tabulated.  The  average  duration 
of  ulcer  history  was  5.2  years,  indicates  the  marked  chron- 
icity  of  the  ulcer  diathesis  in  this  group.  Eighteen  of 
the  patients  were  awakened  by  pain  suggesting  gastric 
retention  or  continued  secretion.  Thirty-five  of  the 
patients  in  the  series  had  previous  medical  management, 
spending  a total  of  208  weeks  in  hospitals,  an  average 
of  5.9  weeks  per  patient.  All  obtained  relief  on  mucin 
with  a total  of  twenty-five  weeks  of  hospitalization,  an 
average  of  0.71  week  per  patient.  Fifteen,  having  distress 
while  on  medical  management  when  first  seen,  were  con- 
tinued ambulatory  and  obtained  complete  relief  witTi  mu- 
cin. Although  any  form  of  therapy  may  bring  about  a 
remission,  there  is  no  doubt  that  remarkable  results  have 
been  obtained  in  patients  who  were  previously  having 
distress  on  dietary  or  alkali  management.  The  time  of 
observation  has  been  too  short  to  prove  that  the  improve- 
ment is  permanent  in  a disease  in  which  the  natural 
history  is  so  variable.  The  author  feels  fully  justified  in 
believing  that  mucin  treatment  is  conducive  to  healing. 
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CHRONIC  SINUS  INFECTION  IN  RELA- 
' TION  TO  SYSTEMIC  DISEASE* 

Noble  W.  Jones,  M.  D. 

PORTLAND,  ORE. 

In  a paper  on  chronic  sinus  infection  in  relation 
to  systemic  disease,  read  before  a section  of  the 
American  College  of  Physicans  in  February  1930, 
I stated  that  when  one  refers  to  chronic  sinusitis, 
particularly  to  the  nonpurulent  hyperplastic  form, 
as  a focal  infection  of  importance,  one  treads  upon 
debatable  ground,  and  I quoted  statements  by  an 
eminent  authority  denying  to  it  such  a role.  How' 
ever,  during  the  past  two  years  much  water  has 
flowed  over  this  particular  medical  dam  and  many 
opinions  have  changed  in  favor  of  considering 
this  disease  as  having  at  times  definite  referred 
systemic  effects. 

From  the  work  of  my  associates  in  the  clinic, 
Drs.  Kistner  and  Boyden,  much  clinical  material 
has  been  made  available  for  the  study  of  the  end' 
results  following  radical  exenteration  of  the  chronic' 
ally  diseased  paranasal  sinuses.  In  the  neighbor' 
hood  of  1000  patients  have  now  been  treated  in 
this  manner  during  the  last  seven  years,  and  our 
conclusion  of  two  years  ago  based  upon  the  study 
of  a lesser  number  have  not  been  changed. 

Care  has  always  been  exercised  to  remove  lesser 
or  more  easily  attacked  local  infection,  i.e.,  dental, 
tonsillar,  cervical  infections,  etc.  before  deciding 
upon  the  radical  removal  of  sinus  infection.  But 
we  have  learned,  at  the  same  time,  that  in  the 
presence  of  several  sites  of  disease,  as,  for  instance, 
chronic  cholecystitis  or  peptic  ulcer,  and  sinus 
disease,  it  is  usually  wise  to  remove  the  latter  first, 
for  many  times  the  distress  incident  to  the  motor 
disturbances  at  the  end  of  the  stomach  due  to  the 
gallbladder  affection  will  subside,  whereas  it  would 
not  before,  and  the  ulcer  will  become  amenable  to 
medical  treatment  when  previously  it  seemed  to  be 
intractable.  We  have  become  also,  or  at  least  I 
have,  more  convinced  than  ever  of  the  safeness  of 
doing  radical  sinus  work  in  the  presence  of  severe 
disease  elsewhere,  as  retrobulbar  neuritis,  retinal 
damage'  with  oncoming  blindness,  or  in  the  pres' 
ence  of  the  most  hazardous  of  all  conditions,  an 
unrelie veable  cardiac  failure  on  the  basis  of  the  in' 
fectious  type  of  cardiosclerosis.  Several  more  in' 
stances  of  the  latter  relationship  have  come  to 
hand  and  thus  far  these  patients  have  been  treated 
radically  without  any  untoward  after'results. 

*From  the  Portland  Clinic. 

♦Abtrast  of  a paper  read  before  the  Thirty-Ninth  Annual 
Meeting  of  Idaho  State  Medical  Society  Sept.  29-30,  1931. 


The  clinical  grouping  of  patients  from  a system' 
ic  standpoint  we  continue  to  make  as  before. 
Patients  suffering  with  chronic  sinus  disease  may 
be  catalogued,  as  a rule,  under  one  of  several 
headings:  chronic  bronchitis  and  bronchiectasis, 

infectious  bronchial  asthmas,  arthritis,  anemia, 
cardiovascular  disease,  gastrointestinal  motor  dis' 
turbances,  neurologic  affections,  general  malaise, 
etc.  Of  especial  interest  have  been  a series  of  pa' 
tients  falling  into  the  cardiovascular,  the  gastroin' 
testinal  and  the  neurologic  groups.  Of  these  I 
shall  speak  a little  in  detail. 

Neurologic  group:  In  addition  to  several  more 
cases  of  tic,  retrobulbar  neuritis,  etc.,  as  illustrated 
in  previous  reports,  we  have  met  several  cases  of 
toxic  psychoses  which  gave  the  appearance  of  per' 
manent  insanities.  The  following  is  an  example: 

Case  1.  A man,  49  years  old,  a farmer,  in  1929  be- 
came  obsessed  with  fear  that  someone  would  kill  him.  He 
would  not  remain  alone  and  insisted  on  going  to  the  police 
station  for  protection.  He  carried  a gun  which  the  police 
took  from  him. 

His  trouble  was  diagnosed  paranoia  and  he  was  con' 
fined  in  the  State  Hospital  for  the  Insane  for  a year.  In 
1930  septic  tonsils  and  several  abscessed  teeth  were  re' 
moved  without  evident  effect,  and  later  a double  antral 
exenteration  was  done.  The  sphenoids,  so  often  affected 
in  patients  with  neurologic  sequellae,  appeared  normal. 
Cultures  from  the  antral  tissues  gave  pure  growths  of  a 
slightly  green'producing,  nonhemolytic  streptococcus. 

Two-tenths  cubic  centimeters  of  a brain  broth  culture 
from  each  antrum  injected  intracerebrally  caused  death 
in  eighteen  hours  of  both  rabbits,  and  the  brains  showed 
punctated  hemorrhages  and  returned  cultures  of  the  same 
organism.  It  was  likewise  obtained  from  the  heart's  blood, 
but  there  were  no  systemic  localizations  in  either  rabbit. 
The  organism  appeared  to  be  wholly  neurotropic  in  charac' 
ter.  The  patient  cleared  up  mentally  very  rapidly  and  is 
again  working  his  farm  as  he  did  before  becoming  ill. 

Gastrointestinal  Group : 

Case  2.  A girl  of  14  had  repeated  attacks  of  what  ap' 
peared  to  be  mild  appendicitis.  Fever,  local  tenderness  and 
increased  leucocyte  count  were  present  with  each  attack. 
No  objective  evidence  of  appendicitis,  however,  could  be 
obtained.  The  removal  of  a left  purulent  hyperplastic  ant' 
ral  disease  has  caused  the  attacks  to  cease  for  the  past 
five  years. 

Two  cases  which  simulated  recurring  attacks  of 
peptic  ulcer  have  been  studied.  One  of  the  patients 
had  been  on  a rigidly  conducted  Sippy  ulcer 
regime. 

Case  3.  A man,  48  years  of  age,  had  been  ill  and  unable 
to  work  for  over  five  years  because  of  malaise,  constipa- 
tion, with  mucous  stools  and  abdominal  distress.  No  cause 
within  the  abdomen  could  be  found  to  explain  the  symp- 
toms. The  constipation  could  not  be  overcome  dietetically 
under  control  in  the  hospital.  Finally  an  unsuspected,  hid- 
den double  antral  disease  was  found  and  removed,  and 
was  followed  by  the  rapid  clearing  up  af  all  the  symptoms. 

Case  4.  Another  patient,  a man  58  years  old,  was  sud- 
denly siezed  with  abdominal  cramping  and  diarrhea.  The 
attack  lasted  three  days.  The  abdomen  was  bloated  and 
there  was  much  tenderness  along  the  cecum  and  ascending 
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colon.  The  trouble  recurred  a month  later  and  again  at 
the  time  of  examination.  No  cause  for  the  attacks  could 
be  found  within  the  abdomen.  He  had,  however,  a definite 
nonpurulent  hyperplastic  antral  disease,  and  it  was  thought 
best  to  remove  this  infection  because  of  the  absence  of  all 
other  seemingly  causative  factors.  He  recovered  from  his 
abdominal  distress  and  looseness  of  the  bowel  long  before 
the  sinuses  had  healed. 

Cardiovascular  group : An  increasing  number 
of  patients  suffering  with  the  infectious  type  of 
cardiosclerosis,  the  type  often  called  atheroscler' 
osis  and  chronic  myocarditis  associated  with  disease 
of  the  coronary  bed,  have  been  studied,  and  we 
have  been  impressed  by  the  frequency  with  which 
infections  from  two  sites,  often  at  the  same  time, 
have  been  found  associated  with  this  type  of  heart 
disease;  namely,  pericemental  dental  infection  and 
chronic  hyperplastic,  usually  nonpurulent,  sinus 
disease. 

In  the  tissues  removed  from  the  sinuses  in  these 
patients  the  arterioles  which  occupy  the  deeper 
more  compact  layers  of  the  membrane  near  the 
bony  wall  of  the  sinus  are  almost  always  marked' 
ly  fibrosed.  The  lumen  is  often  completely  occluded 
with  a thrombus,  and  in  a number  of  instances  we 
have  found  in  stained  sections  within  the  thrombus 
and  within  the  wall  of  the  arteriole  the  same 
small  diplostreptococcus  seen  in  other  portions  of 
the  tissues,  which  in  culture  is  recognized  as  a 
small,  short  chained,  slightly  green-producing  non' 
hemolytic  streptococcus. 

Bensoni  has  found  morphologically  the  same 
organism  in  the  thrombus  of  coronary  infarction 
and  has  obtained  such  an  organism  in  pure  culture 
from  this  material.  So  impressed  have  we  become 
with  the  probable  etiologic  relationship  between 
coronary  thrombosis  and  such  infections  that  we 
have  under  way  at  the  present  time  the  study  of 
all  available  material  to  see  if  any  evidence  of  it 
may  be  obtained.  The  practical  significance  of 
such  a relationship,  if  proven,  is  so  evident  that  it 
need  not  be  stressed. 

Recently  we  completed  an  experimantal  study 
in  dogs  on  the  possible  relation  of  experimentally 
produced  permanent  focal  dental  infection  to 
changes  in  cardiac  structure2.  The  pulp  chambers 
of  one  or  more  canine  teeth  in  a series  of  twelve 
dogs  were  cleaned  out  and  filled  with  a brain 
broth  culture  of  a similar  strain  of  streptococcus, 
obtained  from  antral  tissues  removed  from  a 
patient  who  had  clinical  evidence  of  an  early 
arteriosclerosis.  Benson  had  previously  used  this 

t.  Benson,  R.  L.,  Smith,  K.  G.  and  Semenov,  H. : Experi- 
mental Arteritis  and  Arteriosclerosis  Associated  with  Strep- 
tococcal Inoculations.  Arch.  Path.  12:924-940,  Dec.,  1931. 

2.  To  be  published  in  Archives  of  Pathology. 


organism  injected  intravenously  in  an  experimental 
study  on  monkeys,  and  had  found  patchy  degener' 
ative  changes  in  the  myocardium  of  these  animals. 
We  chose  the  same  organism,  hoping  that  it 
might  possess  a selective  action  for  the  cardiac  tis' 
sue  of  our  dogs. 

The  twelve  inoculated  dogs,  together  with  a like 
number  of  control  dogs,  were  exercised  to  the 
point  of  exhaustion  six  days  per  week  for  an  aver' 
age  of  six  months  in  an  electrically  driven  tread' 
mill,  which  ran  at  a speed  of  about  six  miles  per 
hour.  The  hearts  of  the  inoculated  dogs  showed  an 
hypertrophy  of  10  per  cent  as  measured  by  the 
ratios  of  heart  weight  to  body  weight  and  of  1? 
per  cent  as  determined  by  direct  measurement  of 
the  cross  diameters  of  the  individual  fibers  of  the 
cardiac  muscle.  The  latter  method  is  a more  ac' 
curate  measurement  of  hypertrophy  than  the 
former  one.  The  myocardium  of  these  dogs  also 
showed  patchy  degenerative  changes  and  slight 
evidence  of  a small  round  cell  infiltration  about 
the  blood  vessels.  The  heart  valves  possessed  small 
endocarditic  changes  in  each  instance.  In  contradis' 
tinction  to  these  changes  in  the  structure  of  the 
heart  of  the  inocluated  dogs,  those  of  the  control 
dogs  showed  none  whatever.  The  ratios  of  heart 
weight  to  body  weight  and  the  measurement  of  the 
fibers  remained  the  same  as  those  of  normal  dogs 
which  had  not  been  subjected  to  stress  and  strain. 
This  fact  bears  inferentially  upon  the  etiology  of 
so'called  athlete’s  heart. 

In  the  group  of  cases  as  the  asthmas,  the  arthri' 
tides,  and  those  neurologic  affections,  as  spasmodic 
tic,  periodic  hyperpnea,  etc.,  in  the  treatment  of 
which  the  use  of  specific  vaccines  or  antigens  plays 
an  important  role,  we  found  by  experience  that 
benifit  from  such  vaccines  comes  only  from  the 
use  of  minute  doses  of  these  substances.  That 
amount  of  the  vaccine  just  under  the  point  capable 
of  producing  a recognizable  negative  phase  re' 
action,  following  the  principles  of  Wright,  gives 
the  optimum  benefit.  Larger  doses  many  times 
produce  serious  relapses  of  the  disease.  The  proper 
dosage  may  be  unbelievably  small  and  must  always 
be  determined  with  great  care. 

One  patient  who  suffers  with  a generalized  spaS' 
modic  tic,  is  taking  1/1 00,000,000th  cubic  centi' 
meter  or  her  specific  vaccine.  Another  patient 
with  spinal  arthritis  uses  1 /80,000,000th  cubic 
centimeter  of  this  vaccine,  and  another  patient  with 
an  infectious  asthma  uses  l/20,000,000th  cubic 
centimeter  of  this  vaccine.  The  vaccine  contains 
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roughly  10,000,000  killed  organisms,  and  from  our 
viewpoint  must  be  considered  a strictly  specific 
autogenous  product.  The  patients  of  these  groups 
may  have  to  take  their  vaccines  over  a very  long 
period  of  time.  There  is  no  way  now  known  of 
determining  the  length  of  time  except  by  individ- 
ual trial. 

The  asthmatic  patient  above  mentioned  has  been 
practically  free  of  symptoms  for  three  years,  but 
if  he  omits  his  vaccine  for  a month  symptoms 
recur.  Other  patients  have  remained  well  for  long 
periods  of  time  after  stopping  its  use,  or,  indeed, 
without  its  use  at  all.  One  speaks  of  a permanently 
established  defence  mechanism  in  such  cases,  what- 
ever that  may  mean.  Whether  these  diseases  are 
allergic  in  nature,  whether  the  infection  underlying 
them  is  an  expression  of  an  individual  allergy  is 
of  no  consequence  from  a clinical  or  a therapeutic 
standpoint.  Nothing  in  our  experience  has  ever  led 
us  to  expect  a blanket  form  of  therapy  for  these 
patients. 

The  role  of  deficiency  diets,  the  absence  of  vita- 
min A in  the  diet,  the  lack  of  ultraviolet  rays 
etc.  in  the  etiology  of  chronic  sinusitis  and  the 
use  of  these  agents  therapeutically  to  prevent  and 
overcome  it  is  now  being  studied  actively  by  many 
rhinologists.  Several  investigators  have  produced 
hyperplastic  membranes  in  the  sinuses  of  rats  by 
feeding  the  animals  a diet  deficient  in  vitamin  A. 
However,  after  several  years  of  trial,  we  have 
never  seen  a child  relieved  of  a chronic  sinus 
disease  by  the  use  of  these  agents;  and,  on  the 
other  hand,  we  have  seen  chronic  sinusitis  develop 
many  times  in  children  who  have  been  reared  with 
the  most  painstaking  care.  We  have  seen  no  reason 
to  think  that  diets  specifically  deficient  or  gener- 
ally unbalanced  have  played  a role  in  the  cause 
of  the  disease.  Allergic  rhinitis,  on  the  other  hand, 
often  lays  the  foundation  for  subsequent  infection. 

The  healing  of  the  radically  exenterated  sinus 
takes  place  by  laying  down  of  scar  tissue  within 
the  sinus,  over  which  there  grows  a new  layer  of 
epithelium,  derived  usually  by  extension  from  the 
nasal  cavity.  It  may  come  from  the  buccal  cavity, 
if  the  antral  opening  remains  permanent.  The 
work  of  Kistner  has  demonstrated  beyond  doubt 
that  healing  and  repair  takes  place  in  this  manner. 

Thus  far  in  our  experience  no  definite  recurrence 
of  chronic  infection  with  hyperplastic  membranes 
has  been  seen.  Possibly  it  is  because  the  new  mem- 
brane contains  no  glands.  The  lining  of  the  frontal 
sinuses  contains  no  or  but  few  glands  and  it  is 


well  known  that  these  sinuses  become  infected 
relatively  seldom,  and  when  diseased  they  are  us- 
ually amenable  to  treatment  by  drainage.  Seldom 
can  the  other  paranasal  sinuses  be  freed  of  chronic 
infection  by  such  means.  The  invading  microorga- 
nisms lie  deep  in  the  tissue,  very  seldom  in  the 
superficial  layers  or  on  the  surface.  Possibly  they 
gain  an  easy  entrance  to  the  deeper  structures  by 
way  of  the  glands. 

Finally,  we  feel  that  the  experience  gained  from 
the  study  of  a considerable  amount  of  clinical 
material  during  the  past  seven  years  justifies  the 
statement  that  chronic  disease  of  the  paranasal 
sinuses  forms  not  only  a very  important  focal  in- 
fection, but  also  a very  frequent  one,  one  that  is 
many  times  hidden  and  difficult  to  demonstrate, 
and  one  that  may  be  the  cause  of  distant  and  very 
diverse  systemic  diseases. 

A 

THE  PRESENT  STATUS  OF  ACCESSORY 
SINUS  DISEASE 
Ralph  A.  Fentoi^  M.  D. 

PORTLAND,  ORE. 

Familiarize  the  public  with  a developing  field 
in  medicine  and  self-diagnosis  becomes  rampant. 
Physicians  must  placate  the  anxious  mother  who 
announces  that  Johnnie  “has  sinus”,  or  the  climac- 
teric virgin  whose  catamenial  headaches  seem  to  her 
to  require  rhinologic  relief.  Quacks  hasten  to  ad- 
vertise gaudy  emporiums  where  so-called  “sinus 
treatment”  by  green  and  purple  lights  and  other 
necromantic  devices  serve  to  coax  hoarded  cash 
from  the  family  savings,  and  to  discredit  the  legiti- 
mate efforts  of  qualified  medical  men. 

Some  of  us  have  been  here  a long  time,  and 
remember  similar  “fashions”  in  the  popular  medi- 
cine of  former  years.  Whence  comes  the  sudden 
increase  in  sinus  disease,  if  any?  Is  this  not  a prob- 
lem for  all  of  us,  and  not  for  the  rhinologist 
alone? 

Let  me  remind  you  that,  when  Lewis  and  Clark 
made  their  marvelous  journey  to  claim  this  North- 
west, in  1804-5,  they  traveled  thousands  of  miles 
by  canoe  and  afoot,  in  every  extreme  of  weather, 
facing  countless  hardships;  and,  while  they  were 
thus  traveling,  constantly  out  of  doors,  the  party 
had  almost  no  sickness  except  that  occasioned  by 
poor  or  scanty  food.  But  during  the  long,  wet 
winter  which  they  spent  at  Fort  Clatsop,  below 
Astoria,  living  in  tightly  built  log  cabins,  warm, 

*From  the  Department  of  Otolaryngology,  TJniveraity  of 
Oregon  Medical  School. 

‘Read  before  a meeting  of  Polk-Yamhill-Marion  Medical  So- 
ciety, Salem,  Ore..  Feb.  2.  1932. 
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dry  and  for  the  most  part  fairly  well  fed,  with 
plenty  of  fresh  meat  and  fish,  their  men  suc' 
cumbed  not  only  to  the  lues  venerea  which  visit' 
ing  sailors  had  left  among  the  Clatsop  Indians, 
but  especially  and  repeatedly  to  several  types  of 
upper  respiratory  infection.  Such  were  the  dan' 
gers  of  living  housed  up  in  Oregon  in  1805. 
When  spring  came  they  were  eager  to  start  back. 
They  knew  their  health  would  improve  out'of' 
doors  with  plenty  of  exercise  on  the  long  trail 
back  to  the  Missouri  settlements*. 

The  accessory  sinuses,  lined  by  ciliated  epitheb 
ium  which  carries  out  invading  foreign  matter  in 
a short  time,  are  vestigial  structures,  whose  intrim 
sic  resistance,  like  that  of  the  appendix,  is  far 
lower  than  that  of  the  nasal  breathing  spaces 
Nevertheless,  in  man  and  other  mammals  the 
sinuses  are  normally  sterile,  and  the  mucoperiosteal 
lining  is  thin  as  paper  and  poor  in  blood  supply.2,3 

What  present  conditions  bring  changes  within 
these  rather  unnecessary  cavities?  Remember  that 
Americans  use  more  sugar  per  capita  than  any 
other  nation;  that  starchy  and  fried  foods  are  still 
the  staples  in  many  families.  Vegetables  are  boiled 
to  death,  with  their  vital  contents  thrown  away 
with  the  water;  rare  indeed  is  the  good  old  mess 
of  greens  or  wilted  lettuce,  though  salads  and 
fruit  seem  to  be  gaining  some  favor.  We  live  in 
dry'heated  houses,  in  which  the  pan  of  water  in 
the  furnace,  or  back  of  the  stove,  is  exceptional. 
Dried'out  and  chilled  cilia  do  not  work  well  at 
their  task  of  protecting  the  sinuses.  There  is  gen' 
eral  use  of  cigarettes  by  both  sexes,  beginning  with 
adolescence;  irritant  particles  stimulate  hyper' 
plastic  defense  efforts,  which  also  occur  as  a 
result  of  work  in  dusty  or  ill'ventilated  places. 
Swimming  in  crowded  pools,  standing  about  and 
losing  body  heat  by  evaporation  from  wet  bath' 
ing  suits  compare  unfavorably  with  the  rapidly 
drying  bare  skin  of  the  youngsters  in  the  old 
swimming  hole.  Crowding  into  theatres,  schools, 
street  cars  and  other  public  places  spreads  respir' 
atory  bacteria  with  great  rapidity.  In  spite  of 
their  wisdom  in  wearing  lighter  and  looser  gar' 
ments,  their  uneven  distribution  of  clothing  (fur 
coats  and  chiffon  stockings  for  example),  often 

1.  Lewis  and  Clark;  Expedition  to  the  Pacific  Ocean, 
Vol.  2,  pp.  95.  135,  202,  Bradford,  Philadelphia,  1814. 

2.  Ashley,  J.  B.  and  Frick,  W.  V. ; Bacteriologic  and 
Cytologic  Study  of  the  Maxillary  Antrum  in  Children.  Clini- 
cal Study  of  83  Cases  Am.  Otol.,  Rhin.  and  Laryng.  39:605- 
633,  June,  1930. 

3.  Linton,  C.  S. ; Comparative  Study  of  Bacterial  Flora 
of  Clinically  Normal  Nasal  Sinuses.  Am.  Otol.,  Rhin.  and 
Laryng.  39:779,  September,  1930. 


causes  women  to  contract  serious  acute  disturb' 
ances. 

Predisposing  to  sinus  disorders,  then,  we  find 
the  starchy  diet,  lacking  vitamins;  low  or  absent 
humidity  in  dwellings;  irritants,  as  water  during 
swimming,  tobacco  smoke  and  other  dusts;  crowd 
contagion;  exposure  to  wet  and  colds;  and  we  must 
not  forget  lack  of  exercise*.  Anatomic  predi.=' 
positions,  beside  the  thickened  and  deviated  nasal 
septum,  include  narrow  nostrils  and  obstructive 
adenoids  and  dead  teeth  or  cysts  in  the  upper 
jaw®. 

Focal  infection  from  the  sinuses  has  been  giv' 
en  rather  exalted  importance,  perhaps  by  physi' 
cians  who  were  unwilling  to  look  further  in  the 
general  field.  This  has  led  to  a considerable 
amount  of  unnecessarily  radical  surgery;  and, 
since  the  radical  types  of  sinus  operations  have 
been  observed  since  the  middle  nineties,  there  has 
been  abundant  opportunity  to  judge  of  their  re' 
suits  in  eradicating  focal  infections.  It  is  undoubt' 
edly  true  that  the  “clear”  roentgenogram  or  tran' 
sillumination  does  not  mean  that  a virulent  pure' 
culture  streptococcus  may  not  be  present.  For' 
tunately,  however,  this  is  exceptional.  The  pres- 
ence  of  thickened  membranes  may  be  due  to  ah 
legeric  sensitization,  readily  determined  by  proper 
tests  for  eosinophiles  in  the  secretions  and  for 
specific  proteins^^.  Unless  such  thickening  has 
through  secondary  infection  and  formation  of 
small  abscesses  become  a truly  purulent  process, 
operation  will  not  help  the  asthmatic  or  hay'fever 
patient.  8,9 

Radical  surgery  should  never  be  considered  until 
conservative  measures  are  given  a fair  trial.  Fre' 
quent  washing  of  the  antrum,  shrinking  and 
suction  or  cannula  washing  of  the  other  sinuses 
should  precede  any  decision  to  remove  the  entire 
sinus  lining  or  tear  down  the  bony  partitions. 
Obviously,  the  degenerated,  thick,  polypoid  lining, 
covered  with  foul  pus  and  studded  with  minute 
abscesses  must  be  removed.  Washing  off  the 
excoriated  surface  of  such  a boggy  mass  can  never 

4.  Fenton,  R.  A.;  Immunity  in  Otolaryngology.  Am.  Otol., 
Rhin.  and  Laryng.,  40:1-8,  March,  1931. 

5.  Hurd,  L.  M. : Chronic  Infections  of  the  Nasal  Accessory 
Sinuses.  Surg.  S.  Clin.  North  Amer.,  10:663-670,  June,  1930. 

6.  Berry,  G.  ;Dental  Caries  in  Maxillary  Sinusitis.  Arch. 
Otolaryng.,  11:55-62,  Jan.,  1930. 

7.  Hurd,  L.  M. ; Relation  of  Nasal  Sinus  Disease  to 
Vasomotor  Disturbances.  Laryngoscope,  40:469-473,  July, 
1930. 

8.  Tobey,  H.  G. ; Relation  of  Nasal  Sinuses  to  Asthma. 
Arch.  Otolaryng.,  14:784-792,  Dec.,  1931. 

9.  Weille,  F.  L. ; Pathology  of  Allergic  Tissue  as  Seen 
in  Nose  and  Accessory  Sinuses.  Arch.  Otolaryng,  12:785- 
798,  Dec.,  1930. 
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reduce  its  edema  and  cause  its  regeneration.  But 
mere  edematous  thickening,  often  observed  to  vary 
between  radiographs  a few  days  or  hours  apart, 
is  in  itself  not  an  indication  for  radical  surg- 

ery.12^13 

The  alert  practitioner  will  avail  himself  of 
every  resource  of  differential  diagnosis  before  he 
sentences  the  accessory  nasal  cavities  to  surgical 
invasion.  Consider  headache.  Perhaps  it  may  be 
anemic,  hypertensive,  gynecologic,  toxemic  from 
the  bowel;  perhaps  ocular.  The  mucosal  sur^ 
faces  are  especially  vunerable  to  bacterial  invasion 
during  childhood,  adolescence,  and  at  the  change 
of  life. 

Children’s  sinusitis  is  likely  to  be  relieved  by 
removal  of  obstructive  adenoids.  Dean  long  ago 
pointed  out  that  this  was  the  best  method  of 
treating  such  cases.  Chronic  sinus  disease  in 
children  may  give  rise  not  only  to  severe  local 
complications,  but  also  be  responsible  for  persist- 
ently high  white  counts,  low'  fever,  arthritis, 
chorea,  articular  rheumatism,  nephrosis  and  other 
disorders  of  focal  origin.  The  intranasal  window' 
operation  often  suffices  to  clear  up  these  symp- 
toms, but  an  occasional  case  will  require  radical 
exenteration.  Because  of  the  presence  of  unerup- 
ted teeth,  diagnosis  and  operative  technic  are 
harder  than  in  the  adult^^. 

Self-medication  with  ephedrine,  especially  in 
strong  aqueous  solutions,  is  a frequent  source  of 
turbinal  irritation  and  of  excoriation  of  the  nos- 
trils. People  use  this  powerful  agent  every  hour 
or  so,  instead  of  twice  or  three  times  daily.  We 
find  it  best  to  dilute  the  oily  one  per  cent  solution 
w'ith  an  equal  part  of  heavy  paraffin  oil.  We 
have  for  many  years  recommended  the  use  of 
nasal  antiseptics,  oils  and  other  medicaments  by 
posture,  after  the  method  of  Proetz.  The  patient 
should  lie  down  with  a pillow  under  the  shoulders, 
or  let  the  head  hang  over  the  edge  of  a bed  or 
couch,  so  that  the  nostrils  face  upward  and  the 
chin  is  vertically  above  the  external  auditory 
canal.  While  breathing  through  the  mouth,  five 
or  ten  drops  of  the  solution  are  placed  in  each 
nostril  with  a medicine  dropper.  The  recumbent 

10.  Smith,  H.;  Nonsurgical  Consideration  of  Empyema  of 
JIaxillary  Antrum.  Laryngoscope,  40:5-6,  Jan.,  1930. 

11.  Stevenson,  W'.:  Chromic  Maxillary  Sinusitis.  Analysis 
of  192  Cases  that  came  to  Operation,  Arch.  Otolaryng.,  13 : 
506-531,  April,  1931. 

12.  Mullin,  W.  V. ; Management  of  Chronic  Sinus  Disease. 
New  York  State  J.  Med.,  30:1280-1282.  Nov.  1,  1930. 

13.  Shea,  J. ; Immunizing  the  Sinus  Patient.  Southern 
Medical  Ass’n.,  1931.  In  press. 

14.  Richards,  L.;  The  Prognostic  Significance  of  Sinusi- 
tis in  Children  Am.,  Otol.,  Rhin.  and  Laryng.,  40:1076- 
1093,  Dec.,  1931. 


position  may  be  held  for  several  minutes,  while 
the  medicament  runs  up  under  the  turbinates  and 
into  the  ostia  of  the  various  sinuses.  We  are 
opposed  to  douching  the  nose  with  aqueous  solu- 
tions, especially  with  the  Douglas  bag,  because  of 
the  danger  of  ear  infections.  Siphon  douching 
with  special  suction  apparatus  is  occasionally 
valuable  under  the  physician’s  direction. 

Reduced  resistance  may  be  due  to  vitamin  de- 
ficiency, to  endocrine  imbalance,  to  allergy,  to 
the  presence  of  other  foci  of  greater  relative  im- 
portance. Such  foci — teeth,  tonsils — make  much 
more  trouble  than  the  sinuses,  although  they  are 
not  perhaps  so  likely  to  drag  along  for  years  as 
a source  of  concealed  toxemia.  Enteric  infections, 
especially  in  the  lower  bowel,  old  gallbladders 
and  prostates,  cervical  erosions  and  endometritis, 
may  all  slowly  filter  toxins,  notably  histamine, 
into  the  system. 

Chronic  turbinate  enlargement,  interfering  with 
sinus  drainage,  is  found  in  chronic  intestinal 
toxemia.  Similar  engorgement,  premenstrual  or 
climacteric  in  point  of  time,  is  found  in  cases  of 
pelvic  congestion;  pampiniform  thrombosis,  chronic 
endometrial  involvement,  cysts,  severe  flexions. 
These  latter  conditions  tend  to  involve  the  posterior 
end  of  the  middle  turbinate  and  the  neighboring 
septum,  causing  pressure  on  the  sphenopalatine 
ganglion  region,  with  corresponding  postauricular 
and  occipital  pain  closely  resembling  that  of  acute 
mastoiditis. 

In  the  anemias,  and  in  gross  metabolic  disturb- 
ances like  diabetes,  resistance  drops  and  secondary 
sinus  invasion  takes  place.  Syphilis  also  favors 
septic  invasion,  first  through  congestion  of  the 
turbinal  structures,  later  by  bone  and  cartilage 
destruction  and  metaplasia  of  epithelial  linings. 

Allergic  people  may  receive  anatomic  relief  by 
operation,  if  they  suffer  from  obstructive  twists 
or  thickenings  of  the  septum;  but  the  turbinal 
tissues  or  sinuses  ought  not  to  be  touched,  and 
no  promise  of  cure,  as  to  the  allergic  symptoms, 
should  ever  be  made  to  such  a patient.  It  should 
not  be  forgotten  that,  in  addition  to  the  food- 
stuffs, dusts,  animal  and  vegetable  substances, 
bacterial  proteins  may  also  sensitize  many  persons 
after  long  exposures. 

Following  the  pioneer  work  of  Stucky,  Dean^^, 
ShurlyiG^  and  others,  Jarvis  during  fifteen  years 

15.  Dean,  L.  W.:  Relation  of  Deficiency  Diet  to  Sinus  Dis- 
eases. Am.  Otol.,  Rhin.  and  Laryng.,  38:607-611,  Sept.,  1929. 

16.  Shurly,  B.  R.  and  Turner,  R.  G. ; InfecUon  of_  Acces- 
sory Sinuses  and  Upper  Respiratory  Tract  in  Vitimin  A 
Deficiency,  J.  A.  M.  A..  94:539-543,  Feb.  22,  1930. 
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of  careful  observation  has  decided  that  food  selec- 
tion  influences  the  appearance  of  the  whole  upper 
respiratory  tract  If  the  individual  crosses  the 
line  of  his  individual  tolerance  for  foods  produc' 
ing  an  acid  ash  in  the  body,  Jarvis  finds  that  the 
mucosa  covering  the  cartilaginous  portion  of  the 
nasal  septum  becomes  very  much  reddened.  If, 
on  the  other  hand,  the  individual’s  tolerance  for 
foods  producing  alkaline  residues  is  exceeded,  the 
septum  will  be  distinctly  pale.  Excess  of  starch, 
giving  rise  to  fermentation,  causes  increased  muco' 
purulent  discharge  which  is  a good  culture  medium 
for  bacteria.  Too  much  sugar  will  react  with 
red  turbinates,  a stuffy  nose  and  a thin,  watery 
nasal  discharge.  Coddiver  oil,  with  its  high  vita' 
min  content,  works  well  when  the  septum  is  red, 
poorly  where  the  septum  is  pale.  Jarvis  sug' 
gests  that  the  red  membrane  type  should  receive 
citrus  fruit  juices,  and  a drachm  of  sodium  bi' 
carbonate  thrice  daily  in  a glass  of  warm  water 
for  three  days;  this  is  rotated  with  three  days  of 
unsweetened  lemonade  or  tomato  juice,  one  day 
of  soda,  and  so  on  for  a month.  Lists  of  alkali' 
producing  foods  should  be  supplied  to  such  patients. 

For  the  pale,  boggy,  gray  allergic  types,  acid' 
producing  foods,  meat  and  other  proteins  should 
be  given  along  with  dilute  nitrohydrochloric  acid, 
minims  ten  to  dram  one'half,  increasing  the  fluid 
intake  decisively.  Thyroid,  ovarian  and  pituitary 
substances  are  prescribed  when  indicated.  This 
work  of  Jarvis  is  under  investigation  by  various 
clinicians  throughout  the  country.  Notable  work 
in  the  dietary  control  of  sinus  disease  has  also 
been  done  by  Lewises. 

Present  research  at  Harvard,  Toronto,  Washing' 
ton  University  and  the  University  of  Oregon 
Medical  School  is  directed  largely  toward  cellular 
biology,  an  attempt  to  learn  more  of  the  physiol' 
ogy  of  sinus  membranes.  Mosher  and  his  pupils 
have  definitely  established  the  fact  that  a properly 
operated  sinus  regains  a ciliated  epithelial  lining, 
supplied  with  glands,  over  a heavier  fibrous 
stroma  and  occasionally  a layer  of  new  bone^^. 
Thus,  with  renewal  of  faulty  conditions,  the 
healed  sinus  may  become  diseased  in  the  same 
manner  as  before,  and  require  similar  operative 
treatment.  The  indication  toward  further  physi' 
ologic  and  medical  research  is  obvious. 

17  Jarvis,  D C. ; The  Red  Nasal  Septum  Syndrome. 
Trans.  Am.  Laryng.,  Rbin.  and  Otol.  Soc.  In  press,  1932. 

18.  Lewis,  E.  R. ; Etiologic  Factors  in  Sinus  Inflamma- 
tions. Laryngoscope,  40:103-111,  Feb.,  1930. 

19.  Gorham,  O,  B.  and  Bacher,  J.  A.;  Regeneration  of 
Human  Maxillary  Antral  Lining.  Arch.  Otolaryng.,  11:763- 
771,  June,  1930. 


The  role  of  the  vegetative  nervous  system,  ar' 
biter  of  the  circulation,  requires  much  study,  es' 
pecially  in  those  cases  which  have  to  do  with 
disturbances  of  the  pelvic  organs,  possibly  also 
with  the  large  bowel.  Cases  of  colitis  often  are 
associated  with  certain  types  of  sinus  disease. 
Sympathetic  irritation,  which  may  include  endo' 
crine  dysfunction,  may  be  found  to  prepare  the 
way  for  bacterial  invasion  of  both  regions. 

Questions  pertaining  to  the  various  leucocytes 
in  the  sinus  membranes  have  long  received  careful 
study,  and  methods  of  diagnosis  have  been  based 
on  the  centrifugation  of  wash'water  and  recovery 
of  certain  types  of  cells.  The  predominant  eosino' 
phile  in  allergy,  the  polymorphonuclear  in  sup- 
purations  and  the  lymphocyte  in  active  repair  are 
well  established  findings. 

More  recently  the  phagocytic  powers  of  fixed 
tissue  elements,  the  histiocytes  or  so'called  “retic' 
uloendothelial”  cells,  have  invited  our  attention^®. 
These  cells,  endowed  with  ability  to  mobilize  for 
defense  on  very  short  notice,  begin  their  work 
before  the  polymorphonuclears  arrive  in  the  tis' 
sues,  and  after  disposing  of  bacteria  and  other 
foreign  matter  revert  to  their  final  task  as  con' 
nective  tissue  elements,  of  building  up  a firm, 
fibrous  subepithelial  defensive  structure.  Local 
methods  for  increasing  the  speed  of  such  repair 
are  under  experimental  and  microscopic  investiga' 
tion  in  the  laboratories  of  the  University  of  Ore' 
gon  at  present,  under  a generous  grant  from 
the  American  Academy  of  Ophthalmology  and 
Otolaryngology. 

Aside  from  direct  septic  invasion,  due  to  severe 
trauma  or  massive  contamination  requiring  drastic 
local  measures,  accessory  sinus  disease  seems  likely 
at  some  not  distant  time  to  be  forestalled  and 
controlled  by  methods  pertaining  rather  to  medi' 
cine,  hygiene  and  dietetics  than  to  surgery.  But 
until  those  social  conditions  which  at  Fort  Clat- 
sop interfered  with  the  health  of  the  sturdy 
companions  of  Lewis  and  Clark,  are  changed  for 
our  contemporaries  by  closer  adherence  to  the 
health  rules  which  the  physician  knows  and  can 
prescribe,  sinus  disease  will  remain  a serious  and 
occasionally  menacing  problem.  Galen  was  a 
general  practitioner,  and  this  is  what  he  once 
said.  “Let  them  come  to  me  to  know  what  meat 
and  drink  they  shall  use;  and  besides,  I shall 
teach  them  what  temper  of  ambient  aire  they  shall 

20.  Fenton,  R.  A. ; Reticnloendothelial  Components  of 
Accessory  Sinus  Mucosa:  Experimental  and  Clinical  Obser- 
vations. Arch.  Otolaryng.,  14:586-595,  Nov.,  1931. 
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make  use  of,  what  wind,  what  countries  they 
shall  choose,  and  what  avoid. ”21  Physicians  must 
fulfil  their  age-old  role  of  general  health  advisors, 
if  they  are  to  conquer  accessory  sinus  disease. 


CHRONIC  ANTRAL  INFECTION 
L.  E.  Patrick,  M.  D. 

SEATTLE,  WASH.. 

It  is  my  purpose  to  discuss  only  chronic  antral 
infection  in  this  paper,  which  I believe  will  be  a 
sufficiently  broad  subject.  We  must  bear  in  mind, 
however,  that  we  may  have  a coexisting  infection 
in  other  sinuses,  namely  the  sphenoidal,  ethmoidal 
and  frontal,  as  well  as  the  antral  which  may  com- 
plicate  the  symptomatology  and  diagnosis. 

I will  not  deal  at  length  with  a train  of  symp' 
toms  we  all  know  quite  well  but  must  mention 
their  marked  variation  and  the  fact  that  many 
times  we  have  few  or  no  local  symptoms.  Least 
often  if  ever,  in  chronic  antral  infection,  do  we 
have  pain  or  tenderness  over  the  affected  antrum. 
Many  of  these  cases  complain  only  of  a series  of 
frequent  head  colds  with  profuse  discharge  during 
the  exacerbations  only,  and  are  relatively  free 
from  local  symptoms  the  remaining  time.  It  is 
the  chronic  cases  that  are  associated  with  a general 
systemic  complication,  such  as  arthritis,  asthma, 
endocarditis,  rheumatism,  bronchitis  and  numerous 
others,  which  I feel  we  should  spare  no  end  to 
study. 

PATHOLOGY 

In  pathology  we  have  quite  a variation,  but  on 
the  whole  we  have  some  form  or  result  of  chronic 
inflammation.  Many  cases  undergo  a gradual 
thickening  of  the  mucous  membrane  lining  the 
antrum  with  or  without  polypoid  formation.  Some 
may  undergo  a gradual  thickening  and  later  atro- 
phy  and  become  thinner  than  normal.  These  lat' 
ter  membranes  appear  paler  than  normal  when 
viewed  through  a Caldwell-Luc  operation  window 
and  to  the  inexperienced  observer  may  closely 
resemble  normal  mucosa.  But  we  find  that  these 
membranes  strip  very  readily  from  the  underlying 
bone,  and  we  may  find  areas  where  they  are  en- 
tirely separated.  Sometimes  we  find  small  sub- 
periosteal abscesses.  We  may  find  cyst  formation, 
single  or  multiple,  containing  mucus  or  serum. 
An  actual  osteitis  may  be  present  in  the  bony 
wall. 

21.  Galen,  cited  by  Rich.  Burton:  Anatomy  of  Melan- 
choly, 1651;  p.  333,  16th  ed.  London,  Blake,  1838. 

♦Read  before  a meeting  of  King  County  Medical  Society, 
Seattle,  Wash.,  Sept.  28.  1931. 


On  microscopic  section  all  these  types  show 
chronic  inflammation.  The  membrane,  if  thick- 
ened, is  edematous  with  much  round  celled  in- 
filtration. A bacterial  study  of  these  membranes 
removed  at  operation  has  been  worked  out  quite 
carefully  by  Kistneri,  as  well  as  a considerable 
amount  of  other  valuable  data. 

The  streptococcus  seems  to  be  the  prevailing 
organism  in  the  more  chronic  and  severe  cases 
and  the  staphylococcus  next  in  frequency.  As  we 
all  know  the  streptococcus  is  not  primarily  a pus- 
producing  organism.  This  would  bear  out  quite 
well  the  absence  of  pus  in  our  most  severe  types 
of  chronic  antral  diseases  and  the  presence  of 
edema  in  the  tissues.  The  prevalence  of  pus  dur- 
ing acute  exacerbation  is  accounted  for  by  the 
staphylococci  which  are  secondary  invaders  and 
more  or  less  transitory. 

DIAGNOSIS 

I consider  the  antral  puncture  with  a trocar 
and  washing  the  least  reliable  procedure  we  have 
in  making  a diagnosis  of  chronic  infection,  unless 
we  make  a microscopic  examination  of  the  fluid. 
The  antral  puncture  and  washing  is  quite  valu- 
able in  diagnosing  and  treating  acute  antral  in- 
fections, although  a negative  washing  will  often 
mislead  us  when  we  have . a thick  gelatinous  mass 
of  pus.  The  roentgen-ray  is  our  most  important 
single  factor  in  determining  the  pathology  present 
but  taken  alone  will  often  mislead  us  in  either 
direction. 

In  a chronically  infected  antrum  it  is  pus  least 
of  all  that  we  are  looking  for,  although  we  may 
have  it  present  in  various  forms  during  the  acute 
exacerbations.  We  wish  to  know  first  of  all  if 
there  is  a thickened,  diseased  or  polypoid  mem- 
brane and  if  so,  whether  this  membrane  is  diseased 
beyond  all  repair  or  not.  Within  the  nasal  cavity 
we  may  find  signs  of  chronic  or  acute  inflamma- 
tion. We  may  find  pus  coming  from  beneath  the 
middle  turbinate  on  the  affected  side  or  we  may 
not. 

Of  considerable  merit  in  diagnosis  is  the  cyto- 
logic examination  described  by  Sewall^.  His  tech- 
nic is  to  introduce  into  the  antrum  through  the 
ordinary  antral  puncture  needle,  five  to  ten  cc. 
of  sterile  water  and  reaspirate  as  much  as  possible 
for  examination.  The  aspirated  fluid  many  times 

1.  Kistner,  F.  B. ; Chronic  Nonpurulent  Sinnsitis  and 
its  Clinical  Significance.  Ann.  Otol.,  Rhin.  and  Laryng., 
38:795-804,  Sept.,  1929. 

2.  Sewall,  E.  C. ; Cyotologic  Examination  in  the  Diag- 
nosis of  Infection  in  the  Nasal  Accessory  Sinuses.  Ann. 
Otol.,  Rhin.  and  Laryng.,  37:642-660,  June,  1928. 
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will  be  relatively  clear  or  show  only  a slightly 
milky  tinge.  This  fluid  is  then  centrifuged  and 
the  sediment  examined  under  the  microscope.  This 
may  show  cellular  debris  consisting  of  polymor' 
phonuclear  leucocytes,  plasma  cells  and  epithelial 
cells  in  various  stages  of  disintegration. 

The  significance  of  these  findings  is,  first,  the 
fact  that  normal  antra  show  no  cellular  content 
whatever  and,  second,  low  grade  infection  is  pro- 
ductive  of  mononuclear  leucocytes,  while  the  more 
active  processes  furnish  either  polymorphonuclear 
or  polys  mixed  with  mononuclear  cells.  I feel  that 
this  method  is  very  valuable  in  aiding  our  diag' 
nosis  where  we  have  very  slight  evidence  in  our 
roentgenogram. 

Using  lipiodal  as  a contrast  medium  to  demon- 
strate  thickened  mucous  membrane  has  not  been 
successful  in  my  hands.  I have  found  several 
markedly  thickened  membranes  at  operation  which 
did  not  appear  so  with  the  lipiodal  picture  and 
only  faintly  suggestive  in  the  ordinary  roentgeno- 
gram. 

TREATMENT 

If  we  feel  reasonably  sure  that  a chronic  in- 
fection exists,  the  least  we  can  do  first  is  to  make 
an  intranasal  window  beneath  the  inferior  turbin- 
ate, irrigating  the  antrum  once  or  several  times. 
Whether  we  get  pus  or  not  has  no  significance 
Such  aerations  and  irrigations,  however  frequent, 
will  not  cure  a very  badly  diseased  antrum  of  the 
type  I have  described  in  the  preceding  pathology. 
After  having  made  a large  intranasal  window  in 
the  inferior  meatus,  I generally  introduce  a naso- 
pharyngoscope  into  this  opening  and  observe  the 
lining  membrane  of  the  antrum.  We  cannot  see 
all  of  the  antral  mucosa  hut  enough  of  it  can 
be  viewed  to  add  materially  to  our  decision 
whether  to  do  a Caldwell-Luc  operation  or  not. 

Many  cases  which  have  had  symptoms  for 
several  months  or  even  longer  and  are  really 
chronic  or  subacute  cases  can  be  cured  by  an  in- 
tranasal  window.  However,  the  number  of  cases 
which  have  permanent  destruction  beyond  repair 
is  surprisingly  large.  It  is  on  these  cases  that  I 
prefer  to  do  the  most  common  radical  antral 
operation,  which  is  the  Caldwell-Luc  under  local 
anesthetic. 

I believe  in  removing  the  entire  lining  membrane 
from  the  antrum  as  nearly  as  possible  in  one  place. 
The  counteropening  into  the  nose  is  made  quite 
large  and  well  down  to  the  floor  and  anterior 


angle  and  extending  about  two-thirds  the  way  to 
the  posterior  wall  of  the  antrum.  In  my  exper- 
ience the  less  aftertreatment  they  are  given  the 
better,  with  the  exception  of  about  one  washing 
about  a week  after  operation  and  occasional  mild 
probing  of  the  nasoantral  window.  I do  not  be- 
lieve that  a mucous  membrane  flap  from  the  naso- 
antral window  wall  laid  into  the  antrum  floor  is 
a very  successful  aid  in  forming  a new  membrane. 

If  we  are  not  sure  of  the  extent  of  the  path- 
ology in  an  antrum  we  do  no  harm  by  making  a 
nasoantral  window  resection  first.  After  a few 
irrigations  we  notice  many  times  this  window 
fills  in  with  granulation  tissue  and  we  have  to 
repeat  the  process  within  a few  weeks  or  months. 
Many  times  the  window  will  remain  open  and 
there  will  be  very  little  discharge  but  the  associ- 
ated systemic  disturbance,  such  as  neuralgia,  pains 
about  the  head,  neck  and  shoulders,  still  persists. 
It  is  in  many  of  such  cases  as  these  that  a final 
Caldwell-Luc  gives  most  gratifying  results. 

We  hear  many  ask  how  and  when  the  mucoys 
membrane  lining  of  the  antrum  regenerates  after 
the  Caldwell-Luc.  Recently  this  has  been  worked 
out  very  carefully  on  dogs  by  Knowlton  and 
McGregor^.  Their  conclusions  were  as  follows: 
(1)  One  month  after  the  antral  lining  is  removed, 
epithelial  regeneration  is  well  established,  and  bone 
formation  begins.  (2)  Three  months  afterward, 
epithelial  regeneration  is  complete  and  the  canine 
fossa  opening  is  nearly  filled  in  with  bone.  (3) 
Five  months  afterward,  gland  regeneration  is  well 
established  and  the  mucoperiosteum  as  a whole 
looks  almost  normal.  The  newly  formed  mucous 
membrane  is  of  columnar  ciliated  type  of  epi- 
thelium, contains  glands  and  resembles  the  normal 
mucosa  of  the  antrum  in  every  respect. 

According  to  Kistner’s  latest  work^  we  note  his 
findings  as  follows:  After  complete  destruction, 

the  sinus  mucous  membrane  does  not  regenerate 
its  structures;  instead  there  is  a process  of  repair 
and  bone  proliferation.  The  walls  of  the  cavity 
are  lined  by  a layer  of  granulation  tissue,  variable 
in  thickness,  which  eventually  organises  and  forms 
typical  scar  tissue.  This  becomes  covered  by  an 
epithelium  of  variable  character,  determined  by  its 
place  of  origin  and  influenced  by  its  distance  from 
the  ancestral  epithelium. 

3.  Knolton,  C.  D.  and  McGregor,  G.  W.;  How  the  Mucous 
Membrane  of  the  Maxillary  Sinus  Regenerates.  An  experi- 
mental Study  in  the  Dog.  Arch.  Otolaryng.,  8:647-656, 
Dec.,  1928. 

4.  Kistner,  F.  B.;  Histopathology  and  Bacteriology  of 
Sinusitis,  with  Comments  on  Postoperative  Repair.  Arch. 
Otolaryng.,  13:225-237,  Feb.,  1931. 
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The  important  thing  about  this  lining  membrane 
is  that  it  functions  enough,  if  it  is  necessary  to 
function  at  all,  to  make  the  patient  relatively  free 
from  symptoms  in  a great  many  cases. 

We  have  often  heard  it  said  that  we  can  secure 
healing  and  return  to  normal  of  all  chronically 
diseased  antra  by  simply  ventilating  through  a 
large  intranasal  window  resection.  If  this  is  true, 
why  do  we  see  so  many  noses  with  huge  masses 
of  polyps  filling  almost  the  entire  nasal  cavity, 
all  of  which  are  quite  out  in  the  open  and  well 
aerated? 

As  far  as  local  reaction  goes  following  a Cald' 
well'Luc,  the  patient  is  in  the  hospital  generally 
one  or  two  days.  There  is  some  swelling  of  the 
cheek  externally  and  some  discomfort  for  a week 
or  more,  but  what  is  this  compared  to  the  agony 
these  patients  have  undergone  many  times  for 
months  and  years  preceding  the  operation. 

The  handling  of  a chronic  antral  infection  is 
a fairly  well  standardized  procedure.  I am  not 
advocating  anything  new.  The  CaldwelbLuc  op' 
eration  is  as  old  as  our  specialty.  I am  simply 
emphasizing  a few  points  in  the  diagnosis  which 
is  not  always  easy. 

CONCLUSIONS 

The  less  surger>'  we  can  do  to  obtain  results 
the  better.  Thus  we  start  out  with  the  simpler 
procedures  first  and,  if  we  do  not  obtain  results, 
we  pass  on  to  the  more  radical.  I believe  that 
many  of  the  poor  results  claimed  by  some  in  radi' 
cal  antrum  surgery  is  due  either  to  faulty  technic 
or  to  the  coexistence  of  infection  in  the  other 
sinuses  which  has  not  been  taken  care  of. 

I have  done  only  about  a hundred  CaldwelbLuc 
operations  on  antra  as  a last  resort  in  the  past 
ten  years,  and  I feel  that  this  is  a rather  small 
percentage  as  compared  to  the  number  that  have 
been  cured  by  other  methods. 

Lesions  of  the  Cardiac  Orifice  of  the  Stomach 
Produced  by  Vomiting.  Soma  Weiss  and  G.  Kenneth 
Mallory,  Boston  (Journal  A.  M.  A.,  April  16,  1932),  re- 
port two  cases  of  laceration  and  ulceration  at  the  junction 
of  the  esophagus  and  the  stomarch  which  resulted  fatally. 
In  the  first  case  the  characteristic  longitudinal  laceration 
of  the  mucosa  was  acute  and  unusually  deep,  rupturing 
a visible  artery  and  causing  death  from  exsanguination. 
In  the  second  case  the  clinical  evidence  suggested  that  an 
acute  laceration  which  had  developed  in  the  past  had 
caused  the  formation  of  a chronic  ulcer  at  the  junction 
of  the  esophagus  and  the  stomach.  This  ulcer,  following 
an  alcoholic  debauch  and  vomiting,  ruptured  and  per- 
forated into  the  mediastinum,  causing  bilateral  purulent 
empyema  and  subcutaneous  emphysema.  The  concept  of 
the  mechanism  involved  in  the  development  of  lesions  at 
the  cardiac  orifice  of  the  stomach  described  in  a previous 
communication  is  supported  by  the  clinical  course  and 
postmortem  observations  now  reported. 


CHRONIC  SINUS  DISEASES 

THEIR  DIETETIC  TRE.ATMENT* 

E.  V.  Ullm.ann,  M.  D. 

PORTLAND,  ORE. 

The  treatment  of  sinus  diseases  of  today  has 
been  practically  directed  only  by  surgical  methods. 
Although  we  can  read  in  most  text  books  that 
general  treatment  and  hygiene  should  be  applied, 
very  little  attention  has  been  paid  to  that  side  of 
the  treatment,  and  the  physician  is  left  without 
definite  directions  to  his  own  judgment.  Every 
rhinologist  comes  across  cases  which  have  been  op' 
erated  upon  a great  many  times  without  the  de- 
sired  results,  and  the  patient  may  often  have  been 
just  as  well  off  without  any  operation. 

In  the  following  paper  I will  give  my  experiences 
with  a diet  I have  applied  within  the  last  year  to 
patients  suffering  from  chronic  sinus  diseases.  The 
cases  which  I chose  for  these  dietetic  experiments 
were  all  chronic,  where  more  than  one  sinus  was 
involved  and  all  of  which  had  undergone  numerous 
operations  without  the  desired  results.  They  all 
still  complained  of  abundant  discharge,  at  times 
showing  small  multiple  polyp-formations  around 
the  sinus  ostia,  and  had  consecutive  pharyngitis  or 
bronchitis.  In  some  of  these  cases  definite  rheu- 
matic or  neuralgic  complaints  were  present. 

Five  of  the  thirty-three  cases  of  my  series  were 
children  with  pansinusitic  symptoms,  three  of  whom 
had  previously  been  operated  on  through  maxillary 
antra  (window  operations).  I would  like  to  state 
that  the  best  results  I obtained  were  in  these  child- 
ren. First  I excluded  all  acute  cases  because  one 
might  say  that  an  acute  condition  could  have  dis- 
appeared with  or  without  treatment.  In  none  of 
the  cases  was  a closed  empyema  present.  In  exam- 
ining the  urine  of  these  patients,  I found  that 
practically  all  of  them  had  a strong  acid  reaction 
on  a twenty-four  hour  sample,  and  the  hydrogen- 
ion-concentration  showed  a marked  decrease  around 
and  below  6,  while  the  titration  acidity  as  well  as 
the  ammonia  content  were  increased. 

The  question  came  to  me,  should  one  be  able 
to  influence  the  biologic  reaction  of  these  patients 
by  a diet?  In  all  of  the  chronic  sinus  cases  we 
have  to  deal  with  exudation  from  the  mucous 
membranes,  a low  resistance  against  infections,  and 
readiness  from  the  side  of  the  patient  to  react  with 
more  or  less  indefinite  and  vague  pains,  which 
they  call  either  neuritis  or  arthritis.  In  the  salt- 

•Read  before  a meeting  of  Central  Willamette  Medical 

Society,  Eugene,  Ore.,  March  3,  1932. 


May,  1932 


CHRONIC  SINUS  DISEASES — ULLMANN 


241 


poor  diet,  as  advised  by  Gersoni  and  Sauerbruch^, 
I found  a diet  which  seems  exactly  to  counteract 
these  reactions. 

What  are  the  characteristics  of  this  diet?  The 
main  characteristic  is  the  poorness  in  NaCl.  Con' 
trary  to  most  of  the  salts  in  our  food,  NaCl  is  free 
of  oxygen,  consisting  only  of  the  metal  sodium  and 
the  acid  former  chlorine.  While  the  sodium  of 
the  salt  becomes  useful  for  the  body  in  exchange 
against  other  bases,  the  chlorine  is  of  no  use  as  a 
body'builder.  On  the  other  hand,  we  do  not  know 
of  any  chlorine'containing  organic  matter  in  the 
body,  and  wherever  we  find  this  acid  former  in 
the  organism  or  food,  we  find  it  bound  to  a metal. 

The  function  of  NaCl  in  the  organism  is  the 
following:  Proteins,  insoluble  in  pure  water,  for 

instance  these  of  the  blood,  are  kept  soluble  by  the 
content  of  NaCl,  which  normally  is  between  0.0? 
to  0.1  per  cent.  Furthermore,  the  content  of  NaCl 
in  the  body  fluids  determines  the  osmotic  tension, 
and  finally  it  is  necessary  for  the  production  of 
hydrochloric  acid  in  the  stomach.  This  latter 
amount  of  NaCl,  however,  is  not  lost  to  the  or' 
ganism,  because  it  will  be  changed  again  into  NaCl 
in  the  intestines  and  thereby  given  back  to  the 
tissues 

Inasmuch  as  the  loss  of  NaCl  is  normally  a little, 
we  need  only  a small  quantity  of  it  in  our  food. 
If  we  live  on  NaCl,  contained  only  in  the  natural 
food  we  take  in,  we  cover  the  above  mentioned 
needs  in  a sufficient  amount.  One  of  the  best  au' 
thorities  on  the  question  of  salt  metabolism, 
Strauss^,  estimates  the  daily  needs  of  an  adult  per' 
son  from  1 to  gm.  The  average  normal  person, 
eating  as  we  all  do,  will  take  from  1?  to  20  gm., 
in  excessive  cases  as  much  as  2?  gm. 

People  who  are  taking  such  enormous  amounts 
of  salt  and  are  constitutionally  not  able  to  elim' 
inate  it  accordingly,  can  be  looked  upon  as  living 
pickles.  I may  quote  here  the  observation  of  Berg‘S, 
who  examined  such  an  individual  before  and  after 
a five  month  salt'free  diet,  finding  that  he  then 
still  eliminated  a daily  amount  of  about  12  gm.  of 
NaCl.  We  may  call  attention  to  the  fact  that  each 
gram  of  NaCl  w’ill  retain  70  gm.  of  water  in  the 
tissues.  It  is  known  that  a person  of  about  1?0 
lbs.  weight  can  retain  in  his  tissues  easily  about 
4 liters,  equal  to  1 gallon  of  water,  without  show' 
ing  edema.  Most  of  this  water  will  be  eliminated 

1.  Gerson,  M.;  Meine  Diat.  Verlag  von  Julius  Springer, 
Berlin,  1930. 

2.  Sauerbruch,  P. : Wundinfection,  Wundheilung  und  Ent- 
zuendung.  Muencher  med.  Vol.  38,  1924. 

3.  Strauss,  H. : Quoted  according  to  E.  Urbach. 

4.  Berg,  R. : Grundlagen  einer  richtigen  Emahrung.  7th 
Edition,  Dresden,  Deutscher  Verlag  fur  Volkswohlfahrt,  1930. 


when  the  intake  of  NaCl  is  reduced.  The  reduc' 
tion  of  NaCl,  therefore,  must  have  a dehydrating 
effect,  counteracting  in  this  way  the  tendency  to 
exudation. 

The  second  point  of  importance  in  the  reduction 
of  NaCl  lies  in  its  relation  to  calcium.  It  has  been 
shown  by  biochemic  experiments,  that  the  kation 
sodium  will  expel  the  kation  calcium.  If  we  elini' 
inate  sodium  in  the  intake,  the  biologic  effects  of 
calcium,  concerning  inflammatory  reactions,  and 
the  negative  effect  of  the  elimination  of  NaCl  will 
become  manifested  through  a positive  effect  of  the 
calcium,  concerning  inflammatory  reactions,  and 
therefore  will  work  antiphlogistically.  We  then 
can  readily  understand  why  the  the  dosage  of  cal' 
cium,  in  whatever  form  it  is  given,  will  remain 
without  therapeutic  effect,  if  it  is  given  without 
a salt'poor  diet. 

It  is  strange  to  note  that  in  a recent  article  of 
Hoyle^,  which  gives  an  excellent  review  of  the 
calcium  metabolism  in  relation  to  therapeutics,  no 
attention  is  paid  to  the  diet  which  is  applied  during 
the  calcium  therapy.  This  much  is  certain,  that 
the  success  of  any  calcium  therapy  and  the  form 
of  nutrition  are  closely  related.  We  should  not 
figure  on  being  successful  with  a calcium  therapy, 
if  we  do  not  at  the  same  time  reduce  considerably 
the  NaCl.  According  to  v.  Noorden®,  a person 
can  accumulate  about  2 gm.  of  CaO  per  week  for 
two  consecutive  weeks,  in  the  blood  as  well  as  the 
tissues,  if  no  NaCl  is  given  and  the  patient  is  fed 
on  an  alkaline  diet.  During  the  following  weeks 
the  increase  of  CaO  in  the  blood  and  tissues  will 
be  less. 

It  has  been  shown  that  calcium  is  precipitated 
by  citric  acid.  When  a calcium  specimen  is  given 
orally,  one  should  leave  out  all  citric  acid,  as  lemons, 
oranges  and  grapefruit,  at  least  from  the  meal  at 
which  calcium  is  being  taken,  in  order  not  to  neu' 
tralize  the  effect  of  the  calcium. 

Examinations  by  Urbach"  have  shown  that  the 
chlorine  content  of  the  skin,  mucous  membrane  and 
blood  showed  a marked  increase  during  various 
inflammatory  conditions.  I do  not  want  to  go  into 
the  details  of  the  examinations,  because  they  seem 
to  have  only  a conditional  value,  inasmuch  as  our 
present  day  chemical  methods  indicate  the  total 
chlorine,  whereas  we  deal  in  the  salt'poor  diet  with 
the  molecule  NaCl.  Marchionini  and  Ottenstein*^ 

5.  Hoyle,  J.  C. : Quoted  according  to  v.  Noorden. 

6.  V.  Noorden:  AJte  und  Neuzeitliche  Emahrungsfragen 

Wien  und  Berlin.  Verlag  von  Julius  Springer,  1931. 

7.  Urbach,  E. : Hautkrankheiten  und  Emahrung.  Wien, 
Verlag  von  Wilheim  Mandrich,  1932. 

8.  Marchionini  und  Ottenstein:  Quoted  acording  to  E. 

Urbach. 
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proved  that  the  NaCl  content  of  the  blood  would 
decrease  during  a ten  day  period  of  a strictly  salt' 
free  diet,  from  600  to  521  mg.  per  cent.  The  nor' 
mal  NaCl  content  of  tissues  ranges  from  200  to 
300  mg.  per  cent  at  the  maximum.  These  authors 
found  that  it  can  mount  in  patients  carrying  an 
inflammation  and  fed  on  a normal  diet  with  an 
intake  of  about  15  to  20  gm.  of  NaCl  daily,  as 
high  as  to  631  mg.  per  cent.  Experiments  of 
Wahlgren^  and  Padtbergi®  demonstrated  that  the 
skin  will  accumulate  about  one'third  of  the  total 
NaCl.  If  fed  on  a salt'poor  diet,  the  total  NaCl 
in  dogs  will  increase  about  11  to  12  per  cent. 

The  question  whether  it  is  the  kation  sodium  or 
the  chlorine  alone  or  only  the  combined  molecule 
of  both  which  is  the  damaging  factor,  is  still  a 
problem  for  the  biochemists.  From  this  point  of 
view  several  salt  supplements  have  been  manufac- 
tured, some  of  them  being  free  of  sodium,  some 
free  of  chlorine  and  some  of  them  free  of  sodium 
chloride.  I do  not  want  to  pass  my  judgement 
on  any  of  these  preparations,  because  it  seems  that 
one  can  get  along  wdthout  them,  if  one  just  in' 
forms  the  dietitian  or  the  patient  how  to  prepare 
the  food.  It  is  not  difficult  to  understand  that  a 
prolonged  salt-poor  diet  will  become  boresome  and 
unappetitizing,  if  nothing  at  all  is  done  to  replace 
the  salty  taste  for  people  who  have  been  accus' 
tomed  to  it.. 

There  is  no  need  of  restricting  fluids,  as  the 
elimination  of  salt  normally  has  a diuretic  effect 
and  one  hears  often  from  the  patient  that  he  is 
urinating  far  more  than  ordinarily,  v.  Noorden 
reports  that  he  observed  cramps  in  cases  where 
fluids  were  restricted. 

The  second  point  of  importance  in  the  diet  is 
whether  the  diet  should  be  an  alkaline  or  an  acid 
one.  This  has  to  be  determined  by  the  amount  of 
acidity  which  the  patient’s  urine  will  show'.  I 
do  not  want  to  state  that  the  acidity  of  the  urine 
is  characteristic  to  all  chronic  cases,  but  certainly 
the  majorit)'  of  them  w-ill  show  a very  acid  re' 
action.  However,  one  should  direct  the  diet  in 
such  a way  as  to  keep  the  urine  reaction  of  a 
twenty'four  hour  sample  neutral. 

All  of  those  who  followed  the  literature  will 
be  somewhat  puzzled  by  the  statements  of  the  two 
sides,  one  that  the  diet  is  an  acid  one  (Sauer' 
bruch),  and  the  other  that  the  diet  is  an  alkaline 
one  (Berg  and  Gerson).  To  understand  that  we 
want  to  define,  first,  what  acid  food  really  means. 

9.  Wahlgren. : Quoted  according  to  E.  Urbach. 

10.  Padtberg:  Quoted  according  to  E.  Urbach. 


We  consider  the  acid  value  of  the  food  in  three 
ways:  (1)  As  the  value  of  taste,  (2)  as  the  chemi' 
cal  value  of  ash,  (3)  as  the  biologic  effect  value. 

These  three  factors  are  not  necessarily  inter' 
connected.  Most  fruits  have  an  acid  taste  and  an 
alkaline  effect,  because  the  organic  acid  will  be 
burned  to  C02,  the  latter  being  eliminated  by  the 
lungs  without  much  burden  to  the  total  metab' 
olism.  There  still  remains  a surplus  of  inorganic 
bases,  leading  towards  an  alkaline  effect. 

The  usual  division  of  alkaline  food  and  diets 
is  done  by  its  chemical  ash  value.  We  call  an 
acid  diet  one  which  produces  after  burning  a 
surplus  of  acid  equivalents,  and  we  call  it  a basic 
one,  if  it  burns  with  an  alkaline  surplus.  But  bio' 
logically  and  therapeutically,  how'ever,  this  rep' 
resents  only  a conditional  value.  The  difference 
of  external  conditions  in  the  cultivation  of  the 
food,  the  type  of  ground  and  fertilizer,  the  in' 
fluence  of  conservation  and  especially  the  technic 
of  cooking,  have  a very  important  influence  on'-  all 
foods  and  may  change  the  anion'kation'balance 
fundamentally.  M.  Berg,  for  instance,  has  proven 
that  alkaline  vegetables  can  be  changed  into  acid 
formers,  if  they  are  boiled  for  a long  period  of 
time,  but  will  keep  their  basic  surplus,  if  they  are 
only  steamed.  Some  of  the  canned  goods  are 
prepared  with  bisulphite,  boric  acid,  benzoic  or 
salicylic  acid.  These  acids  are  so  strong  that  even 
if  taken  in  minute  amounts,  will  leave  an  acid 
surplus. 

By  the  biologic  effect  value  w-e  can  divide 
diets  and  nutrition  into  acid  and  basic  working 
ones,  in  this  w'ay  naturally  neglecting  the  taste 
altogether  and  the  ash  value  at  times.  The  feed' 
ing  of  food  w'ith  an  acid  or  basic  surplus  does  not 
necessarily  involve  a change  of  the  metabolism 
into  an  acid  or  basic  direction,  nor  does  the 
change  of  the  metabolism  to  either  one  direction 
permit  the  conclusion  that  the  food  has  been  an 
acid  or  an  alkaline  one.  From  this  point  of  view, 
Kroctz^i  introduced  the  conception  of  the  biO' 
logic  effect  value,  meaning  only  that  this  diet 
has  an  alkalotic  or  acidotic  effect.  It  is  the  bio- 
logic effect  which  in  the  end  will  always  be  the 
main  object  of  the  therapy. 

The  best  method  to  estimate  the  acidity  is  the 
estimation  of  the  hydrogen-ion-concentration  of  the 
urine,  expressed  as  a pH  figure.  One  can  either 
use  the  method  of  Klett-Bcaver,  which  is  a little 
more  expensive  but  furnishes  a ready  colorimeter, 

11.  Kroetz.;  Quoted  according  to  E.  Urbach. 
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or  the  less  expensive  method  of  Mansfield'Clarki2, 
using  Buffer  standards  with  appropriate  indicators 
added.  The  descriptions  of  these  methods  will  be 
found  in  the  excellent  book  of  “Laboratory  Diag' 
nosis”  by  Osgood  and  Haskinsis^  both  of  the  Uni' 
versity  of  Oregon. 

It  also  is  necessary,  in  order  to  control  the  diet, 
to  examine  the  total  chlorides  in  the  urine  before 
the  start,  and  then  check  it  from  time  to  time. 
The  total  chlorides  during  normal  diet  in  a nor- 
mal  person  approximately  amounts  to  6-8  gm. 
per  day,  in  a twenty-four  hour  specimen.  It 
should  decrease  within  three  to  four  days  after 
the  onset  of  the  diet  to  1.5-2. 5 gm.  per  day,  per 
twenty-four  hour  specimen.  In  exceptional  cases, 
as  mentioned  before,  it  may  take  longer  to  reach 
that  point.  In  these  cases,  however,  the  patient 
should  be  kept  on  a strict  salt- free  diet  until  this 
point  is  reached. 

We  know  today  that  the  actual  reaction  of  the 
blood,  which  can  be  measured  by  the  determina- 
tion of  the  pH,  is  a biologic  constant,  called  the 
acid-basic-equilibrium.  This  equilibrium  can  be 
changed  by  physiologic  actions  of  various  farms 
temporarily  a little  bit  toward  one  or  the  other 
side,  but  will  be  regulated  within  a very  short 
time  into  the  normal  again  by  a highly  differen- 
tiated regulative  mechanism.  The  excretions  of  the 
lungs,  kidneys,  intestines  and  skin  are  all  con- 
tributing to  this  function.  By  more  or  less  ex- 
piration of  carbonic  acid,  it  is  possible  for  the 
organism  to  decrease  at  once  its  acid  surplus,  and 
respectively  to  increase  the  alkaline  surplus  by 
accumulating  the  bicarbonated.  Only  in  extreme 
cases,  agony  or  diabetic  coma  for  instance,  this 
equilibrium  is  definitely  changed. 

Acid  and  basic  food  can  change  the  absolute 
amount  of  free  and  fixed  carbonic  acid,  but 
neither  one  can  change  its  relationship.  We 
can  not  expect,  therefore,  after  feeding  differ- 
ent diets  for  a long  period  of  time,  to  change 
the  actual  reaction  of  the  blood,  but  we  can  in- 
fluence its  alkaline  reserves  that  means  the  differ- 
ence between  the  basic  and  acid  value,  i.  e.,  the 
alkaline  reserves  will  be  decreased  in  acid  and  in- 
creased in  alkaline  diets. 

As  previously  mentioned,  some  authors  empha- 
size their  diet  being  an  acid  one,  and  others  feed- 
ing an  alkaline  one.  If  we  study  what  they  are 
feeding,  they  seem  to  give  practically  the  same, 

12.  Mansfield,  Clark:  The  Determination  of  Hydrogen 

Ions.  3rd  Edition  Baltimore.  William  & Wilkins  Co.  1929. 

13.  Osgood,  E.  E.  and  Haskins,  H.  D.:  Laboratory  Diag- 
nosis. P.  Blackiston’s  Sons  & Co.,  1931. 


with  the  exception  that  Gerson  eliminates  all  meat, 
while  Sauerbruch  allows  meat  in  moderate  quan- 
tities of  about  600  gm.  per  week.  Which  of  the 
two  opinions  is  correct  is  difficult  to  decide,  as 
long  as  we  have  no  other  way  than  to  conclude  by 
the  biologic  reactions  of  the  tissues.  The  actual  re- 
action of  the  arterial  blood  always  remains  the 
same.  The  tissues,  however,  accumulate  an  in- 
organic and  organic  surplus  material  far  more 
than  the  blood,  and  it  seems  that  the  skin  and 
mucous  membranes  are  ranking  first  in  that  respect. 

Coming  back  again  to  our  problem  concerning 
the  diet  in  sinus  cases.  It  may  be  interesting  to 
refer  to  the  work  of  Jarvis^^  who,  in  an  elabor- 
ate study  of  approximately  five  hundred  people, 
observed  that  the  acidity  or  alkalinity  of  a given 
food  has  an  influence  on  the  clinical  appearance 
of  the  mucous  membrane  of  the  nose.  His  guid- 
ing point  was  the  redness  of  the  nasal  septum. 
He  classifies  the  color  with  1,  2,  3,  using  that 
way  a very  subjective  guide,  which  makes  it 
rather  difficult  for  two  different  examiners  to 
compare  their  results.  On  the  other  hand,  his 
observations  are  leading  in  the  same  direction  as 
mine,  that  the  reaction  of  tissues  and  fluids  of 
the  organism  may  give  us  one  more  key  for  the 
treatment  of  sinus  diseases.  I have  tried  to  bal- 
ance the  diet  so  that  I kept  the  urine  acidity 
around  neutral.  That  means  that  the  pH  was 
kept  around  7.  As  I have  said  before,  practically 
all  cases  at  first  are  quite  acid.  However,  I tried 
by  proper  balancing  the  diet  to  prevent  the  urine 
reaction  from  reverting  too  much  to  the  alklaine 
side. 

Most  men  at  present  agree  that  nearly  every 
type  of  diet,  whenever  kept  over  too  long  a period 
of  time,  may  be  of  harmful  consequences.  It  is 
well  known  that,  if  an  extreme  alkaline  diet,  as 
for  instance  the  Sippy  or  Balint  diet,  are  kept 
up  too  long  a time,  they  may  lead  to  tetanic 
.symptoms.  Therefore,  the  patients  should  not  be 
allowed  to  continue  one  type  of  food  too  long. 
It  is  not  at  all  necessary  to  do  so,  in  order  to 
obtain  results. 

The  variations  in  the  regulation  of  the  diet 
can  be  roughly  described  as  follows;  At  the  out- 
set the  restrictions  should  be  very  drastic.  Prac- 
tically salt-free  and  mostly,  as  mentioned  before, 
consisting  only  of  vegetables  and  fruits.  To  des- 
cribe the  preparation  of  the  food  would  lead  far 

14.  Jarvis,  D.  0.:  Upper  Respiratory  Tract  as  Guide  to 
Nutritional  Diseases.  Ann.  Otol.,  Rhin.  and  Laryng.  39: 
584-592,  June,  1930. 
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beyond  the  limit  of  this  paper,  and  I have  to  re' 
fer  to  the  literature.  The  gastric  and  intestinal 
condition,  eventually  other  metabolic  diseases  as 
diabetes,  gallstones,  gout,  etc.,  should  be  taken 
into  consideration  as  to  whether  raw  or  cooked 
fruits  and  vegetables  only  will  be  given  or  both. 
Within  its  given  limits  also  this  diet  naturally 
will  have  to  be  adapted  to  the  individual.  Food 
value,  digestibility  and  personal  likings  should  be 
considered  as  much  as  possible. 

Around  the  fifth  to  tenth  day  a marked  im' 
provement  usually  is  reported  by  the  patient.  At 
that  point  it  is  advisable  to  let  him  return,  at  least 
partly,  to  his  natural  diet  with  a limited  amount 
of  salt  (not  more  than  2 to  3 gm.  daily).  For 
the  following  three  to  five  weeks  the  patient 
must  observe  at  least  two  days  of  restricted  diet 
per  week,  after  which  period  he  will  he  allowed 
to  observe  but  one  restricted  diet  day  per  week. 
This  arrangement  seems  in  most  cases  to  be  suffi' 
cient  in  order  to  eliminate  enough  salt  from  the 
organism  to  keep  the  reactions  of  the  mucous 
membranes  relatively  free  of  clinical  symptoms. 
We  may  call  that  a “zig-zag”  diet.  v.  Noorden 
emphasizes  that  a sudden  change  in  diet  is  always 
becoming  to  a patient  suffering  from  chronic  dis- 
orders with  manifest  clinical  symptoms.  We  find, 
indeed,  that  such  a fact  must  have  been  known 
in  the  olden  times,  as  we  see  that  “fast  days”  and 
restrictions  of  diet  during  certain  “holy  days” 
have  been  customary'  in  every  creed,  sect  and  re- 
ligion. 

As  mentioned  before,  a urinalysis  is  done  on  the 
onset  of  the  diet,  determining  the  pH  and  the 
chlorides  and  should  be  repeated  weekly.  For 
practical  purposes  these  two  factors  will  be  a 
satisfactory'  guide  for  the  further  regulation  of  the 
treatment.  In  children  and  weakened  patients  I 
am  giving  about  three  tablespoons  of  cod-liver  oil. 
No  other  drugs  are  given,  unless  a special  condi- 
tion calls  for  it.  Local  treatment  was  applied  be- 
fore the  diet  was  started,  whenever  nasal  breath- 
ing was  impaired..  During  the  diet,  only  then 
when  discharge  was  so  heavy',  washing  of  the 
sinus  w'as  imperative.  It  goes  without  saying 
that  all  .sinuses  should  have  a proper  drainage. 

It  may  be  w'ell  to  call  attention  to  the  fact 
that  I obtained  much  better  results,  since  I send 
the  patients  to  a hospital  for  about  seven  to  ten 
days,  where  they  have  a good  diet  kitchen.  It 
was  evident  to  me  that  this  diet  cannot  be  car- 
ried out  at  home  as  well,  because,  outside  of  in- 


formation, intelligence,  fantasy  and  experience  in 
cooking,  it  is  absolutely  necessary  that  the  food 
tastes  so  that  the  patient  will  not  refuse  it  at 
once.  After  the  patients  once  see  their  improve- 
ment, especially  those  who  dread  another  opera- 
tion, they  are  willing  to  do  anything,  and  one 
can  obtain  their  cooperation  to  a much  better 
degree.  When  a patient,  after  having  reached  the 
mildest  form  of  diet,  felt  that  he  had  caught 
another  cold,  or  complained  of  pain  in  his  muscles 
or  joints,  he  was  told  to  start  again  with  the 
strict  form  of  diet  for  a week  or  ten  days. 

I certainly  do  not  emphasize  that  this  is  an  all- 
cure  for  sinus  diseases,  but  I do  want  to  say  that 
in  every  case  in  which  we  do  not  have  to  deal 
with  a closed  empyema  and  have  no  definite  proof 
of  retention  of  free  pus,  this  type  of  treatment 
should  first  be  carried  out,  before  another,  a third 
or  a fourth  operation  is  performed. 

In  conclusion,  I want  to  emphasize  the  evidence 
of  the  fact,  that  not  a single  patient  ever  will  be 
harmed,  but  the  majority  of  them  will  benefit,  if 
the  procedure  of  treatment  is  as  outlined. 

740  Medical  Arts  Building. 


Appendicitis  In  Pregnancy  With  Changes  In 
Position  And  Axis  Of  Normal  Appendix  In  Preg- 
nancy. Seventy  pregnant  women  with  normal  appen- 
dixes were  studied  roentgenologically  by  Joseph  L.  Baer, 
Ralph  A.  Reis  and  Robert  A.  Arens,  Chicago  (Journal 
A.  M.  A.,  April  16,  1932),  at  regular  intervals  through- 
out pregnancy  and  the  puerperium.  It  was  found  that 
the  appendix  undergoes  progressive  displacement  upward 
after  the  third  month,  reaching  the  level  of  the  iliac  crest 
at  the  end  of  the  sixth  month.  It  was  further  found 
that  the  long  axis  of  the  appendix  undergoes  a counter- 
clockwise rotation,  first  becoming  horizontal  and  pointing 
medially  and  finally  pointing  vertically  in  60  per  cent  at 
the  end  of  the  eighth  month.  By  the  end  of  the  tenth 
day  postpartum  the  appendix  has  returned  to  its  normal 
position;  in  many  instances  it  is  lower  than  normal  at 
this  time,  probably  as  the  result  of  the  general  abdominal 
relaxation.  Twenty-eight  instances  of  appendicitis  com- 
plicating pregnancy  were  analyzed.  These  occurred  among 
16,543  deliveries,  an  incidence  of  0.17  per  cent,  and 
among  1,700  appendectomies  in  adult  women,  an  inci- 
dence of  1.7  per  cent.  The  onset  in  50  per  cent  occurred 
during  the  second  trimester  of  pregnancy  at  the  time  of 
beginning  appendiceal  displacement.  All  types  of  patho- 
logic change  showed  a frequency  closely  comparable  to 
the  incidence  in  the  nonpregnant,  except  gangreous  and 
perforative  appendicitis,  which  occurred  five  and  one-half 
and  three  and  one-half  times  more  frequently,  respective- 
ly, in  the  presence  of  pregnancy.  Early  diagnosis  is  often 
obscured  by  a misinterpretation  of  abdominal  pain  with 
or  without  nausea  and  vomiting  as  the  usual  accompani- 
ment of  advancing  pregnancy.  This  results  in  the  in- 
creased incidence  of  the  more  advanced  and  serious  types 
of  appendicitis.  Prompt  diagnosis  and  prompt  surgical 
intervention  offer  the  most  favorable  outcome  to  both 
mother  and  fetus.  Abortion  and  premature  labor  are 
more  apt  to  occur  when  the  infection  is  no  longer  limited 
to  the  appendix  but  has  invaded  the  peritoneal  cavity. 
The  later  the  onset  in  the  course  of  the  pregnancy,  the 
greater  is  the  risk  of  premature  labor. 
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CEREBRAL  VASCULAR  SYNDROMES* 

C.  J.  Rohwer,  M.  D. 

SEATTLE,  WASH. 

Headi,  the  eminent  English  neurologist,  has 
said : “The  charm  of  neurology,  above  all  other 
branches  of  practical  medicine,  lies  in  the  way  it 
forces  us  into  daily  contact  with  principles.  A 
knowledge  of  the  structure  and  functions  of  the 
nervous  system  is  necessary  to  explain  the  simp- 
lest  phenomena  of  disease,  and  this  can  be  only 
attained  by  thinking  scientifically.” 

It  was  felt  that  the  following  case  histories 
might  serve  to  illustrate  the  above  statement,  as 
each  of  the  important  findings  can  be  explained 
on  a neuroanatomic  basis.  Lantern  slides  of  drav./' 
ings  have  been  made  to  aid  in  the  visualization 
of  the  location  of  the  structures  involved  and  the 
site  of  the  lesion. 

The  first  patient  w'as  seen  in  consultation  on 
October  22,  1930,  at  which  time  the  following 
history  was  obtained: 

Case  1.  The  patient  was  a male,  aged  42  years,  mat' 
ried,  no  children.  Occupation  port  captain  in  charge 
of  stevedoring.  The  physician  in  charge  had  been  see- 
ing this  man  beginning  January,  1929,  at  which  time 
he  came  complaining  of  dyspnea,  duration  about  two 
months.  Previously  he  had  been  in  good  health. 

Examination  at  that  time  revealed  an  exceptionally 
powerful  -nan  physically  and  the  significant  findings 
\vere  right  pupil  irregular  with  no  reaction  to  light, 
loss  of  vision  due  to  an  old  eye  injury.  The  left  eye 
was  normal.  Heart  examination  revealed  a double 

aortic  murmur;  blood  pressure,  systohc  on  several  oc- 
casions registered  between  130  and  140;  diastolic  varied 
from  40  to  50;  pulse  72  to  84.  Roentgenogram  of 
the  chest  showed  a widened  aortic  arch;  reflexes  present 
and  equal  with  no  other  neurologic  findings  recorded. 
The  blood  and  spinal  fluid  showed  a plus  four  positive 
Wassermann  reaction. 

Medical  diagnosis:  Vascular  syphilis,  aortitis.  For  the 
next  eighteen  months  the  patient  had  been  receiving 
intermittently  systematic  antisyphilitic  treatment  with 
symptomatic  relief. 

When  I was  asked  to  see  the  patient  he  had  been 
brought  to  the  hospital  in  an  ambulance  from  the  dock. 
The  exact  details  of  his  collapse  were  lacking  but  the  out- 
standing events  were  about  as  follows:  About  twelve 

hours  previous  to  his  collapse  he  had  noted  some  numb- 
ness and  weakness  in  the  right  foot  and  leg  but  in  spite 
of  this  he  continued  with  his  work  for  several  hours 
when,  while  either  ascending  or  descending  a short  lad- 
der aboard  the  boat,  he  fell  and  had  to  be  picked  up 
and  carried  to  a stateroom.  There  he  soon  developed 
excruciating  pain  over  the  entire  right  side  of  his  body, 
was  partially  paralyzed  and  felt  weak  and  numb.  His 
pain  became  so  severe  during  the  next  few  hours,  and 
being  aboard  the  boat  en  route  from  Vancouver,  B.  C. 
to  Seattle,  with  only  acetyl  salicylate  for  relief,  he  at- 
tempted to  commit  suicide  because  of  the  severity  of  the 


‘Read  before  a meeting  of  the  King  County  Medical 
Society,  Seattle,  Wash.,  May  11,  1931. 

1.  Head,  Henry;  Studies  in  Neurology.  Oxford  Univer- 
sity Press,  London,  1920. 


Fig.  1.  Sensory  disturbances  for  all  forms  of  sensation 
and  other  neurologic  findings  in  the  case  of  the  thalamic 
syndrome. 


pain  and  is  said  to  have  taken  about  sixty  five-grain 
tablets  of  the  aspirin. 

When  seen  at  the  hospital  he  was  conscious  and 
yelling  with  pain  which  responded  very  little  to  hypo- 
dermic injections  of  morphine.  At  this  time  the  neur- 
ologic findings  were  recorded  as  shown  on  figure  1. 

A diagnosis  of  a thalamic  syndrome,  vascular  in 
origin,  was  made. 

Three  days  later  patient  was  checked  again,  at  which 
time  he  was  entirely  comfortable  and  every  finding 
previously  recorded  had  disappeared.  At  the  end  of 
the  tenth  day  he  was  discharged  from  the  hospital  ap- 
parently as  well  as  ever.  He  rested  for  several  weeks 
longer  and  returned  to  his  work.  In  talking  with  the 
patient's  physician  about  two  months  ago  he  informed 
me  that  the  man  has  been  working  regularly  ever  since. 

If  we  are  to  rely  upon  the  history  of  the  onset 
of  this  accident  and  view  the  course  of  subse- 
quent events,  then  a vascular  lesion,  either  embolic 
or  thrombotic,  involving  the  blood  supply  of  the 
left  portion  of  the  thalamus,  was  the  most  likely 
cause  of  this  man’s  difficulty.  The  thalamus, 
corpus  striatum  and  internal  capsule  are  supplied 
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rhalamus 


Caudate  nucleus 

* ~Frontopimtine  tract 

A nlenor  thalamic  radiation 
^,^0^orticobulbar  tract 
Clobus  paUidus 
^^-Corticorubral  tract 
-—Corticospinal  tract  (arm) 

— Corticospinal  tract  (le%) 

— Putamen 

f-  — Thalamic  radiation  (sensory  fibers) 
■.-—’'Auditory  radiation 


Optic  radiatio'n 


Fig.  3.  Diagram  of  the  internal  capsule  showing  the 
incoming  sensory  nerve  fibers  to  the  thalamus  (Anatomy 
of  the  Nervous  System — Ransom). 


by  basal  or  ganglionic  branches  arising  from  the 
middle  cerebral  artery  which  is  a more  or  less 
direct  continuation  of  the  internal  carotid  artery 
(fig-  2). 

Recognition  of  the  thalamic  syndrome^  as  a 
disease,  entity  dates  back  to  1903,  when  Dejerine 
and  Egger  reported  a case  of  thalamic  disease. 
This  was  corroborated  by  autopsy  findings.  The 
following  year  Thomas  and  Chirey  reported  two 
case  of  identical  symptomatology  and  for  the 
first  time  proposed  the  use  of  the  term:  “syn- 
drome  thalamique.” 

In  1907  Roussy  reported  his  extensive  experi- 
mental studies  on  the  thalamus  and  discussed  fully 
the  thalamic  syndrome.  At  that  time  he  defined 
the  condition  as  follow's:  Persistent  superficial 

hemianesthesia,  organic  in  type,  more  or  less  ser- 
ious as  concerns  superficial  sense  (touch,  pain 
and  temperature)  but  always  very  pronounced 
as  concerns  deep  sense;  a slight  hemiplegia  usually 
without  contractures  and  rapidly  regressive;  a 
slight  hemiataxia  and  a more  or  less  complete 
asterognosia;  intense,  persistent,  paroxysmal  and 
at  times  intolerable  pain  on  the  affected  side, 
pains  which  are  not  relieved  by  narcotics;  chore- 
athetotic  movements  in  the  extremities  of  the  par- 
alyzed side.  This  author  speaks  also  of  sphincteric 
changes,  hemianopsia,  accompanying  the  syndrome 
and  which  are  not  necessarily  characteristic  of  the 
same. 

The  question  of  spontaneous  pain  in  the  thal- 
amic syndrome  might  receive  a word  of  comment. 

2.  Gurdjian,  E.  S. ; A Brief  Discussion  of  Thalamic 
Syndrome  -with  a Case  Report.  The  Am.  J.  M.  Sc.,  175: 
18-22,  Jan.,  1928. 


The  mechanism  of  production  of  such  spontaneous 
pain  is  probably  one  of  pressure  against  sensory 
incoming  nerve  fibers  on  the  thalamus  (fig.  3). 

The  next  patient  w'as  seen  at  the  request  of  an- 
other physician  on  October  18,  1928,  and  the  fol- 
lowing data  obtained: 

Case  2.  A man,  aged  42  years,  married,  father  of  two 
healthy  children.  Occupation  was  that  of  an  executive. 

He  gave  a history  of  having  been  entirely  well  until 
August  27,  1928.  That  morning  about  6:30,  while 
walking  between  the  third  and  fourth  holes  in  a game 
of  golf  with  three  friends  he  became  suddenly  dizzy, 
somewhat  dazed  mentally  but  did  not  become  un- 
conscious. He  sat  down  and  asked  his  friends  to  pro- 
ceed with  their  game.  He  became  nauseated,  vomited 
and  was  unable  to  continue  with  his  game.  He  was 
unable  to  walk  without  marked  reeling  to  one  side. 
Was  taken  home,  where  in  a few  hours  he  experienced 
swallowing  and  talking  difficulty  and  soon  developed 
a diplopia.  The  speech  difficulty  was  so  marked  for 
several  days  that  his  wife  had  trouble  in  making  out 
what  was  wanted  and  patient's  secretary  who  came  out 
to  his  home  to  take  dictation  likewise  was  unable  to 
make  out  clearly  at  times  what  was  being  said.  The 
inability  to  swallow  well  and  the  speech  disturbance 
cleared  up  in  less  than  ten  days  and  when  he  was  seen 
neurologically  were  entirely  normal. 

The  outstanding  complaints,  then,  were:  (1)  Double 
vision,  especially  when  looking  to  the  left,  (2)  marked 
ataxia  to  the  left,  (3)  patient  noted  a difference  in 
temperature  with  respect“to  hot  and  cold  water  on  the 
left  side  of  the  face  and  right  side  of  body  from  neck 
down. 

Before  going  into  the  physical  and  neurologic  exam- 
inations it  should  be  stated  that  one  evening,  two  weeks 
prior  to  the  above  described  episode,  patient  complained 
of  some  blurring  of  vision  and  felt,  as  he  called  it, 
“funny."  He  retired  early  that  evening  and  next 
morning  while  in  the  bath  room  collapsed  to  the  floor 
but  was  not  unconscious.  He  crawled  back  to  bed, 
where  he  remained  for  two  days,  during  which  time 
all  symptoms  disappeared  and  a physician  was  not  called. 
On  the  third  or  fourth  day  after  this  it  was  necessary 
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left  posterior  inferior  cerebellar  artery. 

for  him  to  make  a business  trip  which  he  did  and  had 
no  more  trouble  until  the  golf  course  episode. 

The  patient  was  an  especially  healthy  vigorous  look' 
ing  man.  During  his  stay  in  the  hospital  he  had  no 
fever.  Urinalysis,  blood  count  and  Wassermann  of 
blood  and  spinal  fluid  were  negative.  A lumbar  punc' 
ture  was  done,  the  fluid  was  clear,  pressure  18  cm. 
water  pressure  in  the  sitting  position,  two  cells,  negative 
Nonne  and  colloidal  benzoin.  The  blood  pressure,  two 
separate  readings,  were  systolic  115  and  118,  diastolic 
78  and  90  respectively.  Vision  at  this  time  was,  right 
20/100,  left  20/200.  Right  fundus  was  reported  normal, 
left  pale  with  no  hemorrhages  or  other  changes  accord- 
ing to  the  report  of  the  ophthalmologist.  A roentgeno- 
gram of  the  sinuses  showed  a dark  right  frontal  sinus 
and  right  antrum. 

On  neurologic  examination  there  was  a moderate 
ptosis  of  the  left  eyelid  with  conjugate  deviation  to  the 
left.  A horizontal  and  vertical  nystagmus,  grade  3 on 
the  basis  of  4 being  maximum,  was  present.  This 
finding  was  more  marked  on  the  left  than  the  right. 
The  pupils  were  equal  in  size,  regular  in  outline  with 
good  response  to  light  and  accomodation.  All  cranial 
nerves  were  normal  except  as  noted  below.  Strength, 


speed  and  tonus  on  the  left  were  slightly  diminished 
as  compared  with  the  right.  There  was  no  involvement 
of  the  lower  extremities. 

The  physiologic  reflexes,  biceps,  triceps,  supinators, 
knee  jerks  and  Achilles  on  the  left  were  all  slightly 
more  active  than  those  on  the  right.  The  left  ab- 
dominal reflexes  could  not  be  obtained,  but  those  on  the 
right  were  feebly  present.  Both  cremasterics  were 
present  and  equal.  There  was  a positive  Hoffman  on 
the  left  together  with  a left  corneal  analgesia,  the  right 
corneal  reflex  being  present.  No  Babinski  or  other 
pathologic  reflex  was  obtainable. 

The  various  coordination  tests  were  well  carried  out 
on  the  right  side,  but  poorly  done  on  the  left  or  af- 
fected side.  Stereognosis  was  impaired  in  the  right 
hand,  it  was  normal  on  the  left.  There  was  marked 
Rombergism  to  the  left;  in  fact,  patient  could  not  walk 
straight  without  falling  to  the  left. 

Testing  for  sensation  brought  out  a crossed  hemian- 
esthesia for  pain  and  temperature,  that  is,  patient  was 
unable  to  discriminate  between  head  and  point  of  a 
pin  or  between  hot  and  cold  over  the  left  side  of  the 
face  and  the  right  side  of  the  body  from  the  neck 
down.  Cotton  or  tactile  sensibility  as  well  as  the 
vibratory  and  joint  sense  were  everywhere  present  (fig. 
4). 

The  sudden  onset  of  symptoms,  the  previous 
good  health  of  the  patient,  the  clearing  up  of 
certain  signs  after  onset,  such  as  the  speech  and 
swallowing,  and  the  clean-cut  neurologic  findings' 
again  speak  very  strongly  for  the  etiologic  factor, 
which  is  in  this  case  a vascular  lesion  or  throm- 
bosis of  a definite  cerebral  artery.  In  our  efforts 
to  localize  the  site  of  such  a lesion  which  from  the 
findings  is  unilateral  in  character,  it  is  necessary  to 
return  to  first  “principles”  and  the  illustrations 
will  indicate  what  is  meant. 

The  sensory  findings  here  are  perhaps  the  most 
important  differential  diagnostic  points  and  de- 
serve special  mention  with  regard  to  the  neuro- 
anatomy involved.  Gerard^,  in  1923,  working  on 
the  sensory  impulses  of  the  fifth  cranial  or  trig- 
eminal nerve,  using  thirty-nine  cases  of  occlusion 
of  the  posterior  inferior  cerebellar  artery  in  hu- 
mans and  twenty-one  cases  of  experimental  lesions 
in  cats,  found  that  pain  and  temperature  sensa- 
tion in  the  facial  area  are  carried  to  the  conscious 
centers  only  by  way  of  the  spinal  nucleus  and 
tract  of  the  fifth,  while  tactile  sensation  is  trans- 
mitted by  way  of  the  main  or  chief  sensory  nuc- 
leus of  the  same  cranial  nerve,  as  showai  in  figure  5. 

The  loss  of  pain  and  temperature  on  the  right 
side  of  the  body  (see  illustration)  or  opposite  to 
the  site  of  the  lesion,  is  explained  by  the  fact 
that  the  fibers  carrying  these  sensations  cross  soon 
after  entering  the  spinal  cord  and  ascend  by  way 

3.  Gerard,  M.  W. ; Afferent  Impulses  of  Trigeminal 
Nerve,  Intramedullary  Course  of  Painful,  Thermal  and 
Tactile  Impulses.  Arch.  Neurol  and  Psychiat.,  9:306-338, 
March,  1923. 
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Fig.  5.  Diagram  of  a longitudinal  section  of  the  medulla, 
showing  the  central  connections  of  the  fifth  nerve. 
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Fig.  6.  Diagram  showing  the  location  of  the  nuclei  and 
fiber  tracts  of  the  medulla  at  the  level  of  the  olive  and 
supplied  by  branches  of  the  posterior  inferior  cerebellar 
artery  (Anatomy  of  the  Nervous  System — Ransom). 


of  the  spinothalamic  tracts.  The  absent  corneal 
reflex  on  the  left  side  is  due  to  the  involvement 
of  the  pain  fibers  of  the  left  trigeminal  nerve. 
The  ataxia  is  brought  about  by  involvement  of 
the  spinocerebellar  tract  which  runs  in  the  im- 
mediate neighborhood,  as  shown  in  figure  6.  The 
early  speech  trouble  and  dysphagia  were  due  to 
the  involvement  of  the  fibers  from  the  nucleus 
ambiguus,  a motor  nucleus  associated  with  the 
ninth  and  tenth  cranial  nerves,  having  to  do  with 
the  function  of  the  larynx  and  pharynx.  The 
nystagmus,  diplopia  and  conjugate  deviation  are 
on  the  basis  of  the  implication  of  fibers  of  the 
vestibular  portion  of  the  eighth  nerve. 

It  will  be  seen  from  figure  2 that  all  the  above 
named  structures  receive  their  blood  supply  from 
the  posterior  inferior  cerebellar  artery  on  the  left 
side  in  this  particular  instance,  except  the  ptosis 
of  the  left  upper  eyelid  which  is  a finding  not 
always  seen  in  this  syndrome,  and  in  this  case  is 
probably  best  explained  by  another  lesion  involv- 
ing the  vascular  supply  of  the  left  third  nerve 
nucleus  or  its  connections. 

In  clo^ng  it  i^Duld' be 's^at'e’d  that  this  patient 
lias  Teen  recheck^d  at  about  t^re^|^^our  month 
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intervals,  each  examination  showing  gradual  pro- 
gressive improvement. 

The  first  signs  to  disappear  were: 

1.  The  vertical  nystagmus. 

2.  The  left-sided  Hoffmann  reflex. 

3.  Improvement  in  the  gait  was  pronounced 
after  three  to  four  months  and  the  diplopia  com- 
pletely disappeared  in  about  four  to  five  months 
so  that  patient  could  read  for  short  intervals  with- 
out any  trouble. 

4.  By  the  end  of  six  months  he  was  no  longer 
using  a cane,  all  the  physiologic  reflexes  were 
present  and  equal,  including  the  abdominals,  and 
at  no  time  during  the  reexaminations  was  there 
a Babinski  or  other  pathologic  reflex. 

1.  About  a year  ago  the  patient  wrote  as  fol- 
lows: “I  am  regularly  able  to  perform  the  rou- 

tine business  details  for  which  my  position  calls. 
My  upper  left  eyelid  still  droops  a little  and  I 
have  trouble  in  turning  my  eyes  to  the  left  but 
am  not  troubled  with  double  vision.  I think  that 
my  whole  right  side  and  the  left  face  is  getting 
a little  more  sensitive  to  hot  and  cold.  My  walk- 
ing is  good  and  I play  golf  about  the  same  as  I 
ever  did,  and  I have  no  new  or  pertinent  com- 
plaints except  that  I have  to  watch  my  diet  pretty 
closely  to  keep  my  weight  below  one  hundred 
and  seventy-five.” 

Painless  Jaundice:  Its  Differential  Diagnosis  By 
Galactose  Tolerance  Test.  According  to  Harry  Shay 
and  Eugene  Schloss,  Philadelphia  (Journal  A.  M.  A., 
April  23,  1932),  the  galactose  tolerance  test  is  a simple, 
ready  means  of  identifying  a clinically  difficult  group  of 
cases,  namely,  the  toxic  or  infectious  jaundice  group,  and 
of  separating  it  from  the  obstructive  type  which  frequent- 
ly masquerades  in  identical  symptomatology.  Particularly 
is  the  latter  true  in  the  cases  seen  in  middle  and  in  later 
life,  when  the  consideration  of  malignancy  is  always  loom- 
ing in  the  foreground.  The  value  of  the  test  is  further 
enhanced  by  the  simplicity  of  the  technic  involved.  After 
an  overnight  fast,  the  patient  is  given  exactly  40  Gm.  of 
galactose.  This  is  usually  administered  in  two  glasses  of 
water  (approximately  500  cc.)  and  may  be  flavored  with 
a few  drops  of  lemon  juice.  During  the  five-hour  period 
of  the  test,  the  patient  may  drink  as  much  water  as 
desired  in  order  to  insure  full  elimination  of  any  non- 
utilized  sugar,  but  is  permitted  to  ingest  ab.solutely  no- 
thing else.  Specimens  of  urine  are  collected  at  hourly 
intervals  for  five  hours,  care  being  exercised  to  secure 
the  total  amount  of  urine  voided  during  the  entire  test 
period.  When  the  test  is  completed,  the  total  quantity 
of  urine  is  measured  and  mixed:  estimation  of  the  amount 
of  sugar  present  is  determined  according  to  the  Benedict 
quantitative  method;  and  the  total  amount  of  sugar  ex- 
creted during  the  period  of  the  test  is  calculated.  In 
diabetic  patients  a special  technic  is  employed  to  separate 
the  dextrose  from  any  galactose  excreted.  A normal 
individual  may  excrete  from  0 to  3 Gm.  of  galactose  after 
the  ingestion  of  40  Gm.  of  that  sugar.  However,  when 
the  liver  cells  are  acutely  and  diffusely  damaged,  as  in  a 
toxic  or  infectious  process,  the  carbohydrate  function  of 
the  liver  is  impaired,  and,  as  a result,  amounts  of  galac- 
tose greater  than  3 Gm.  are  excreted  in  the  urine  in  the 
five  Hours  following  the  ingestion  of  40  Gm.  of  that  sugar. 


May,  1932 


CITY  OF  SPOKANE 


249 


THE  CITY  OF  SPOKANE 

Since  the  tenth  annual  meeting  of  Pacific 
Northwest  Medical  Association  will  be  held  in 
Spokane  June  27'29,  it  is  fitting  that  attention  be 
directed  to  some  of  the  attractions  of  that  city 
and  its  environs.  Rightly  called  the  “Empire 
City,”  Spokane  is  strategically  located  in  the 
heart  of  the  great  Pacific  Northwest.  Midway  be- 
tween  the  crests  of  the  Rockies  and  the  Cascades, 
it  is  the  commercial,  industrial  and  financial  ceii' 
ter  of  the  Inland  Empire,  that  great  sweep  of 

150.000  square  miles  of  country,  exceptionally 
rich  in  agriculture,  timber,  minerals,  live  stock, 
fruit  and  water  power,  that  produces  more  than 
$400,000,000  in  new  wealth  each  year. 

To  grasp  in  all  detail  the  future  magnitude  of 
Spokane,  one  must  realize  that  this  community  of 

116.000  people,  with  all  the  elements  that  go  to 
make  up  a metropolis,  was  created  from  virgin 
frontier  within  a span  of  a single  life.  Fifty  years 
ago  only  a few  pioneer  cabins  stood  on  the  site 
of  this  now  modern  municipality.  Its  industrial 
growth  has  been  rapid.  Excellent  transportation 
and  available  raw  materials,  coupled  with  cheap 
electrical  power,  attractive  living  and  favorable 
climatic  conditions,  have  been  largely  responsible 
for  this.  It  has  now  492  manufacturing  plants, 
employing  14,8^9  employees.  The  annual  output 
of  these  concerns  is  $90,000,000. 

OneTifth  of  the  nation’s  total  water  power  re- 
sources  are  contained  in  Spokane  and  its  tributary 
territory.  On  the  Spokane  river  alone,  within  a 
radius  of  thirty  miles,  are  seven  hydroelectric 
plants,  with  a total  installed  capacity  of  185,215 
horsepower.  This  power  is  continuous  and  unin- 
terrupted. Power  generated  in  Spokane  is  used  to 
operate  the  mines  in  the  territory,  to  run  trains, 
to  supply  extensive  irrigated  areas  with  water,  and 
to  light  homes  and  turn  the  wheels  of  industry  in 
this  city  and  the  Inland  Empire.  In  the  heart  of 
the  city  the  cataracts  of  the  Spokane  river  form 
one  of  the  many  attractions  that  delight  residents, 
tourists  and  vacationists.  These  falls  form  a minia- 
ture Niagara,  and  generate  25,000  electric  horse- 
power. They  are  illuminated  at  night  and  present 
a unique  and  striking  night  spectacle. 

Spokane  has  a park  area  of  2200  acres.  There 
are  forty-three  parks,  fourteen  playgrounds  and 
three  golf  courses,  three  large  swimming  pools  and 
several  wading  pools  which  are  important  factors 
that  contribute  to  the  attractive  living  conditions 
of  the  city.  Within  fifty  miles  are  seventy-six 


Pig.  1.  Airplane  view  of  Spokane  with  business  section 
and  falls. 


Fig.  2.  Monroe  street  bridge  over  Spokane  falls. 


beautiful  mounta  n lakes,  where  fishing,  boating, 
bathing  and  other  outdoor  sports  and  recreation 
are  available. 

Spokane  is  noted  for  its  excellent  hotel  accomo- 
dations. There  is  the  lure  of  comfort  in  the.se 
hotels,  not  merely  the  comfort  of  an  easy  chair  in 
a spacious  hotel  lobby  or  a fine  d-'nner  of  choice 
foods.  These  are  offered  as  a matter  of  course, 
but  there  is  also  an  indefinable  atmosphere  of 
hominess  at  these  hotels.  The  stranger  is  made  to 
feel  that  he  is  among  friends,  or  a member  of  one 
great  family.  Spokane  invites  you  to  “Come  in 
just  as  you  are.’’  A visit  to  it  will  be  an  education 
as  well  as  a delightful  recreation.  Every  American 
should  know  of  the  great  resources  in  this  part  of 
the  Northwest.  Let  Spokane  doctors  show  you  her 
resources  and  her  recreational  possibilities. 

Arrangements  have  been  made  to  take  care  of  the 
golfers  so  bring  your  clubs  with  you.  The  following 
are  the  available  courses.  The  municipal  course  is 
at  Down-river^ park..  The  Manito  Golf  Club  is  an 
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Fig.  3.  Davenport  Hotel,  headquarters  for  Pacific  North- 
west Medical  Association  meeting. 


digiously.  Chinese  pheasants  are  plentiful  in  several 
districts  and  other  birds  may  be  secured.  Deer  and 
other  big  game  are  to  be  had  in  season.  Fishing  is 
available  throughout  the  touring  season  and  the 
visitor  should  take  advantage  of  the  opportunities. 
The  first  step  is  to  secure  a fishing  license  and  in 
handing  over  his  money  for  this  permit  the  pur- 
chaser should  console  himself  with  the  thought  that 
the  entire  proceeds  are  devoted  to  the  policing  and 
restocking  of  the  waters  so  that  fishing  may  be 
maintained  for  all  time. 

Those  interested  in  aviation  will  find  in  the 
Spokane  Airport  one  of  the  city’s  most  interesting 

attractions.  Felts  Field, 
as  the  airport  is  known, 
is  recognized  as  one  of 
the  finest  in  the  United 
States  and  is  located 
five  miles  east  of  the 
city  center,  less  than 
fifteen  minutes  by 
motor  car.  With  its 
splendid  landing  sur- 
face, complete  lighting 
equipment  for  night 
flying  and  other  facil- 
ities, the  Spokane  Air- 
port has  attracted  con- 
siderable commercial 


Fig.  4.  The  homelike  lobby  of  Davenport  Hotil 


18'hole  course  actually  in  the  city  limits.  The  Spo- 
kane Country  Club  has  an  excellent  18-hole  course 
nine  miles  north  of  the  city.  The  course  is  very 
picturesquely  located  among  the  many  small  pines. 
Hayden  Lake,  thirty-five  miles  east  of  Spokane, 
over  excellent  roads  or  by  fast  Inland  Empire  In- 
terurban  trains,  is  a very  sporty  18-hole  course. 
The  accomodations  at  the  tavern  on  the  lake  shore 
are  especially  good  and  one  may  enjoy  a plunge 
m the  lake  after  making  the  round  of  the  course. 

The  Inland  Empire  is  a paradise  for  fishermen 
and  hunters.  The  myriad  streams  that  drain  the 
watersheds  of  the  Rocky,  Bitter  Root  and  Cascade 
mountains  are  alive  with  fighting  trout,  and  scores 
of  lakes  afford  splendid  sport  for  the  fishermen. 
Good  fishing  can  be  found  in  every  direction,  vary- 
ing with  the  season.  The  fisherman  who  will  take 
sufficient  time  can  cram  his  basket  with  beautiful 
trout  or  bass.  In  season  the  shooting  is  excellent. 
Hungarian  partridge  were  planted  in  the  Inland 
Empire  some  years  ago  and  have  increased  pro- 


Fig.  5.  View  along  Little  Spokane  River,  where  fishing 
is  great. 

activity  and  is  also  the  home  of  the  116th  Observa- 
tion Squadron,  Washington  National  Guard. 

Daily  airmail  connections  with  Pasco  and  Salt  Lake 
City  were  maintained  by  the  ''/arney  Air  lines  and 
during  the  summer  months  Felts  Field  is  the  base 
of  operations  for  the  Eastern  United  States  Forestry 
Patrol  planes  for  Eastern.  Washington,  Northern 


May,  1932 


CITY  OF  SPOKANE 


251 


Idaho  and  Western  Montana.  Daily  air  passenger 
service  is  available  from  Spokane  to  Pasco  and  Se- 
attic  and  triweekly  service  to  Boise,  as  well  as  to 
St.  Paul,  Califoria  and  intermediate  points.  Two 
excellent  flying  schools  are  operated  at  the  airport 
and  latest  type  planes,  varying  in  size  from  the 
small  two'place  ship  to  the  high  trimotored  Ford 
are  available  at  any  time  for  special  trips  over  the 
city  or  to  any  part  of  the  Northwest. 

Washington  State  Museum,  Eastern  Division, 
West  2316  First  Avenue,  is  free  to  the  public,  week 
days,  10  a.m.  to  5 p.m.,  Sundays,  2 to  5 p.m.  Visi' 


tors  will  find  here  one  of  the  finest  collections  of 
Indian  arts  and  handicraft  in  the  United  States. 
At  the  National  Indian  congress  in  Sopkane,  in 
192?,  the  fact  was  brought  to  public  attention  that 
it  is  the  central  point  of  an  area  in  the  Pacific 
Northwest  that  comprises  thirtyTive  Indian  Tribes. 
Tourists  and  other  visitors  will  find  themselves  am- 
ply  repaid  by  a study  of  Indian  customs  at  the 
Museum,  and  by  trips  to  adjacent  Indian  agencies 
on  the  Spokane,  Coeur  d’Alene,  Colville,  Nez  Perce 
and  other  reservations. 


Treatment  Of  Chronic  Osteomyelitis,  With 
Especial  Reference  To  Use  Of  Maggot  Active 
Principle.  According  to  S.  K.  Livingston  and  L.  H. 
Prince,  Hines,  111.  (Journal  A.  M.  A.,  April  2,  1932), 
it  was  formerly  supposed  that  maggots  were  effective  in 
osteomyelitis  because  of  their  mechanical  action — rapid 
movement  and  the  ingestion  and  digestion  of  bacteria  and 
necrotic  material,  thus  rendering  such  matter  inert,  stimu' 
lation  of  a rapid  outpouring  of  blood  serum,  which  is 
healing,  and  the  rapid  increase  of  the  pH  of  the  wound. 
When  observed  closely,  it  has  been  noted  that  in  the 
early  stages  of  treatment  (after  the  first  to  third  applica- 
tion) the  maggots  will  live  until  replaced.  As  the  tieat- 
ment  continues,  the  maggots  will  live  for  a decreasing 
period  and  after  the  fifth  application  the  maggots  will 
live  only  a few  hours.  Death  occurs  because  the  pH  of 
the  wound  has  increased  and  because  some  substance  has 
been  produced  through  the  contact  of  the  lives  maggots 
with  the  tissues  which  so  increases  in  virulence  that  with 
time  the  maggots  are  killed  by  its  potency.  For  want  of 
a better  name,  the  authors  have  called  this  substance  a 
therapeutic  active  principle.  All  through  the  work  their 
attention  was  continually  focused  on  the  fact  that  is  was 
not  mere  mechanical  action  of  the  maggots  that  was  pri- 
marily responsible  for  the  beneficient  results  obtained 
by  their  use.  Animal  experiments  showed  that  this  addi- 
tional agent  which  was  developed  through  the  contact  of 
the  maggots  with  the  living  tissues  was,  in  itself,  a cura- 
tive agent.  That  an  additional  agent  was  probable  in 
effecting  a cure  seemed  clearly  demonstrated  by  the  use 
of  filtered  extracts  from  the  bodies  of  crushed  larvae. 
These  observations  pointed  clearly  to  the  presence  of 
some  substance  which,  in  itself,  was  sufficiently  powerful 
to  overcome  infections  and  permit  a normal  pH  balance 
to  be  established.  Their  opinion  was  further  warranted 
from  the  fact  that  filtered,  uncontaminated  products  de- 
rived from  the  bodies  of  larvae  in  culture  when  brought 
into  contact  with  pyogenic  organisms  in  petri  dishes  des- 
troyed the  cultures.  The  active  principle  was  obtained 
by  grinding  live  maggots  in  sterile  saline  solution  and 
filtering  the  product  through  coarse  and  fine  Berkefeld 
filters.  Due  care  was  taken  to  preserve  a sterile  environ- 
ment to  ensure  sterility  and  standardization  for  potency 
of  the  product  by  standard  methods.  Sterility  was  tested 
aerobically  and  anaerobically  before  use.  Recently  solid 
substances  have  been  obtained  from  the  filtrates,  which 
to  date  are  of  unknown  composition.  Chemical  analysis 
and  animal  experimentation  are  now  being  attempted  to 
prove  the  nature  of  these  healing  substances.  The  vaccine 
used  was  an  autogenous  or  polyvalent  suspension  of 
killed  organisms  counted  and  fortified  by  the  active  prin- 
ciple and  tested  for  sterility.  A vaccine  of  killed  organ- 
isms in  saline  solution  without  the  active  principle  forti- 
fication did  not  prove  sufficient.  One  hundred  cases  of 
chronic  osteomyelitis,  infected  wounds  and  compound 
fractures  have  been  treated  by  this  active  principle  and 
vaccine  with  or  without  the  use  of  live  maggots,  and  88 
per  cent  of  the  cases  have  been  healed.  Chronic  leg 
ulcers,  sinus  infections  and  mastoid  infections  are  now 


being  treated  by  this  active  principle  and  vaccine.  Results 
cannot  yet  be  stated.  Three  cases  of  long-standing  middle 
ear  disease  have  been  healed. 


Certain  Symbiotic  Bacterial  Infections  Produc- 
ing Gangrene.  With  Especial  Reference  To  Prin- 
ciples Of  Treatment.  J.  Shelton  Horsely,  Richmond, 
Va.  (Journal  A.  M.  A.,  April  23,  1932),  reports  two 
cases  of  gangrene  of  the  abdominal  wall  following  a lap- 
arotomy and  one  case  of  severe  fulminating  symbiotic 
synergistic  infection  of  the  thigh  and  inguinal  region  oc- 
curring without  any  noticeable  primary  wound.  He  be- 
lieves that  the  etiology  of  this  condition  is,  first,  an  infec- 
tion with  doubtless  numerous  bacteria  in  which  a non- 
hemolytic mocri-aerophilic  streptococcus  predominates. 
Later  there  is  infection  with  the  staphylococcus,  usually 
Staphylococcus  aureus,  and  it  is  the  synergistic  action  of 
these  two  bacteria  that  produces  an  effect  not  caused  by 
either  one  in  pure  culture.  Just  how  this  effect  is  pro- 
duced is  not  known,  but  it  does  not  seem  to  be  one  of  a 
sequence,  as  in  certain  carbohydrates  in  which  an  acid- 
forming bacterium  initiates  a process  that  another  organ- 
ism completes.  In  examinations  of  the  tissue  the  strepto- 
coccus is  found  in  advance  of  the  ulcerating  process, 
occupying  the  reddened  area  of  the  skin  and  the  subcutan- 
eous tissue  and  penetrating  even  beyond  this,  but  on  the 
gangrenous  margin  of  the  ulcer  a mildly  hemolytic  Sta- 
phylococcus aureus  is  found.  The  treatment  of  these 
cases  is  the  hot  cautery.  In  extensive  areas  such  as  in 
a case  in  which  the  infection  was  progressing  rapidly 
and  was  overwhelming,  and  where  it  is  inadvisable  to 
attempt  to  excise  all  the  tissue,  the  lesion  can  be  exposed 
with  the  endotherm  knife  and  the  tissue  then  dissected 
out  or  thoroughly  cauterized  with  the  hot  cautery.  In 
no  instance  should  the  scalpel  be  used.  The  use  of  the 
cautery  in  cases  in  which  there  is  much  pain  is  followed 
by  marked  relief  of  pain,  which  is  striking.  In  these 
cases  in  which  the  cautery  is  used  it  seems  not  only  that 
the  lymphatics  and  smaller  blood  vessels  are  closed  by 
the  cautery  and  these  avenues  of  extension  eliminated, 
but  also  that  a definite  autogenous  vaccine  is  formed. 
After  a thorough  application  of  the  hot  cautery  there 
may  be  considered  to  be,  roughly,  three  zones  of  tissues: 
one  in  immediate  contact  with  the  cautery  in  which  all 
cells  and  bacteria  are  destroyed  and  disintegrated;  a 
second  zone,  blending  with  this,  in  which  the  bacteria 
and  tissue  cells  are  probably  killed  but  not  disintegrated; 
and  a third  zone,  external  to  the  second,  in  which  the 
bacteria  are  largely  attenuated  and  possibly  a few  killed. 
This  makes  an  'deal  condition  for  an  autogenous  vaccine, 
and  the  prompt  recovery  and  checking  of  the  disease  after 
a thorough  application  of  the  cautery  could  be  attributed 
to  this  action.  The  treatment,  then,  that  is  strongly 
indicated  for  this  symbiotic  infection  is  the  hot  cautery, 
with  the  endotherm  knife  as  an  adjuvant,  if  necessary. 
In  addition,  continuous  intravenous  injection  of  dextrose 
in  Ringer’s  solution  is  most  helpful,  and  in  the  over- 
whelming fulminant  type  with  shock  it  is  essential.  In 
the  other  cases,  of  a milder  type,  it  is  also  indicated. 
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THE  PATHOGENESIS  OF  DISSECTING 
ANEURYSMS 

The  pathogenesis  of  dissecting  aneurysms  is  still 
in  dispute.  Early  authors  held  two  differing  opin' 
ions:  first,  that  high  blood  pressure  was  the  es- 
sential  factor,  either  with  or  without  disease  of 
the  vessel  wall;  second,  the  reversed  order  of  the 
two  factors  given  above.  Some  attention  was 
centered  in  medial  coat  weakenings,  but  most  au' 
thors  believed  that  rupture  of  the  intima  was  the 
essential  factor  with  high  blood  pressure  and  in' 
timal  disease  of  predisposing  factors. 

We  have  a report  by  Tyson*  on  five  dissecting 
aneurysms,  three  of  which  had  no  intimal  rupture, 
removing  that  factor  from  the  essentials  of  the 
pathogenesis.  As  of  determining  pathogenetic  im' 
portance,  he  gives  changes  of  arteriosclerosis  and 
inflammations  in  the  vasa  vasorum,  with  degenera' 
tive  changes  in  the  media  consequent  upon  in' 
sufficient  blood  supply.  The  source  of  the  blood  is 
from  ruptured  weakened  blood  vessels  in  the  dc' 
generated  media.  The  hemorrhage  occurs  into  this 
coat,  the  hematoma  formed  being  propelled  by  the 
intraaortic  pressure  along  that  coat,  its  fibers  being 
easily  separated  because  diseased  and  weakened. 

The  reasoning  that  the  adventitia  ruptures  from 
pressure  within  the  aneurysmal  sac  applies  as  well 
to  the  argument  that  the  rupture  of  the  intima 
occurs  from  within  the  aneurysm  sac  also,  that  is, 
into  the  aorta.  If  it  occurred  as  was  formerly  be- 
lieved, it  would  undermine  the  intima  which  does 
not  occur.  Furthermore,  rupture  does  not  occur 
near  atheromatous  ulcers,  as  would  be  the  case 
if  the  pressure  from  within  initiated  the  tear- 
producing  dissecting  aneurysm.  It  may,  there- 
fore, be  concluded  that  dissecting  aneurysms  prob- 
ably arise  in  weakened  mediae,  due  to  arterio- 
sclerosis or  arteritis  of  the  vasa  vasorum.  The  rup- 
ture of  vasa  vasorum  supplies  the  blood  for  the 
hematoma  which  dissects  the  media  and  second- 
arily causes  rupture  back  into  the  aorta.  This 
rupture  is  not  pathogenetic  but  purely  incidental. 

•Tyson,  M.  D. : Dissecting  Aneurysms.  Am.  J.  Path.,  7 : 
581-603,  Nov.,  1931. 


MIDYEAR  MEETING  OF  HOUSE  OF 
DELEGATES 

For  the  first  time  in  its  history,  the  Washing- 
ton State  Medical  Association  held  a midyear  ses- 
sion of  its  House  of  Delegates.  The  meeting  was 
called  primarily  to  consider  the  economic  condi- 
tions of  the  practice  of  medicine.  Falling  in  line 
with  changes  in  commerce,  industry  and  living 
conditions  throughout  the  world,  the  practice  of 
medicine  has  been  proportionately  affected.  Un- 
employment and  salary  reductions  have  created  a 
grave  problem  for  those  who  fall  sick.  The  col- 
lective care  of  industrial  cripples  and  industry’s 
sick,  plus  the  difficulty  of  obtaining  compensation 
for  their  services,  has  created  a serious  problem 
for  many  doctors.  The  constantly  increasing  field 
of  competitive  medicine,  due  to  withdrawals  by 
governmental,  state  groups,  lodges  and  clinics  of 
a large  portion  of  the  population,  is  being  felt  by 
all  doctors  who  practice  on  an  open,  competitive 
basis.  It  has  become  a problem  how  to  earry  on 
and  how  still  to  maintain  independence  and  in- 
dividuality. 

The  situation  was  anticipated  last  year  when 
the  committee  of  seven  was  created  to  make  its 
survey.  It  was  essentially  a fact-finding  commit- 
tee and  no  resolutions  were  asked  for  or  proposed 
by  it.  The  report  submitted  was  the  answer  to 
the  questionnaire  and  not  the  opinion  of  the  com- 
mittee or  any  of  its  individuals.  It  represents  the 
sentiments  of  the  members  of  the  state  medical 
association  and  should  carry  with  it  considerable 
authority.  The  report  has  already  been  published 
and  will  not  be  discussed.  The  attitude  of  the 
House  of  Delegates  was  one  finding  free  choice 
of  physicians  as  the  ideal  condition.  They  recog- 
nized the  adjustment  of  medical  and  industrial 
contracts  to  industry'  in  this  state,  that  certain 
abuses  exist,  as  distant  practice,  price  cutting, 
hospital  associations  operating  from  foreign  states, 
em.ployment  of  solicitors  and  the  demoralization 
of  the  general  practitioner  from  present  economic 
conditions. 

The  House  would  not  recognize  any  discussion 
between  contracts  and  noncontract  interests.  This 
is  no  time  for  disagreement.  If  existing  contracts 
need  regulation  and  further  control  to  make  them 
fair  and  acceptable,  the  association  will  work  to- 
wards that  end  unitedly.  The  Ohio  plan,  where 
all  contracts  are  forbidden,  was  thought  too  radical 
a step.  Some  doctors  feel  that  industrial  and  medi- 
cal contracts  are  absolutely  necessary  to  certain 
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small  isolated  industrial  towns,  it  being  the  only 
sure  source  of  income  for  the  local  hospital.  This 
can  be  questioned. 

The  second  big  feature  of  this  session  was  the 
reading,  discussion  and  acceptance  of  a new  medi' 
cal  practice  set.  The  present  act  places  the  doc 
tors  of  the  state,  as  far  as  control  goes,  in  the 
same  class  as  barbers,  hair  dressers,  beauty  cultists, 
etc.  We  cannot  be  heard  and  tried  by  our  peers. 
At  present  we  have  no  control  over  those  mem- 
bers who  become  unruly  and  fall  by  the  wayside; 
there  is  no  control  for  incompetence.  The  pro- 
posed act  is  a compilation  of  the  best  features  of 
all  the  medical  practice  acts  of  the  states  of  this 
country  and  the  provinces  of  Canada.  The  Board 
of  Medical  Examiners,  nine  in  number,  will  be 
selected  by  the  Washington  State  Medical  Associa- 
tions and  appointed  by  the  Governor.  This  board 
will  have  full  authority  to  examine  candidates  for 
the  practice  of  medicine,  license  them,  revoke  and 
suspend  licenses  for  due  cause.  It  clearly  defines 
unprofessional  conduct.  This  proposed  act  is  a 
model  one  and  should  be  studied  ‘ well  by  every 
doctor  in  the  association.  Each  member  must  use 
all  his  political  influence  to  have  their  bill  enacted 
for  the  protection  of  society  and  for  the  main- 
tainance  of  high  standards  in  the  medical  profes- 
sion. It  will  go  a long  way  towards  reestablish- 
ing our  rightful  importance  in  the  affairs  of  state 
in  relation  to  matters  of  public  health. 


AMERICAN  COLLEGE  OE  PHYSICIANS  AT 
SAN  FRANCISCO 

The  Sixteenth  Annual  Clinical  Session  of 
American  College  of  Physicians  was  held  in  San 
Francisco,  April  4-8,  general  headquarters  being  at 
Palace  Hotel.  The  special  clinics  and  demonstra- 
tions were  conducted  in  the  mornings  in  each  of 
San  Francisco’s  sixteen  hospitals  and  in  the  build- 
ings of  University  of  California  and  Stanford  Uni- 
versity Medical  Schools.  The  general  sessions  were 
held  in  afternoons  and  evenings  in  the  Gold  ball- 
room of  the  Hotel. 

The  program  offered  a splendid  array  of  nearly 
five  hundred  addresses,  clinic  presentations  and 
ward  rounds,  covering  all  phases  on  research,  acad- 
emic and  practical  revelations  in  problems  of  in- 
ternal medicine.  Teachers  of  high  repute  and 
prominent  internists  promulgated  the  contents  of 
the  program.  Despite  adverse  economic  conditions 
more  than  twelve  hundred  internists  from  every 


state  in  the  Union  and  the  provinces  of  Canada 
were  in  attendance  at  the  meeting. 

Outstanding  enlightenment  was  thrown  on  the 
subjects  of  the  sympathetic  nervous  system,  renal 
inadequacies,  hematology,  endocrinal  disturbances, 
ten  years  use  of  insulin,  incompetent  cardiovas- 
cular system,  et  cetera.  The  John  Phillips  Memor- 
ial Pri2;e  was  awarded  to  Dr.  O.  T.  Avery  of  the 
Rockefeller  Institute  for  Medical  Research  for  his 
work  on  the  role  of  specific  carbohydrates  in  pneu- 
mococcal infection  and  immunity.  He  showed  that 
simple  derivatives  of  glucose  and  galactose,  which 
by  themselves  are  nonantigenic,  will,  when  coupled 
to  a common  protein,  stimulate  the  formation  of 
antibodies  that  are  specific  for  the  particular  sugar 
used.  The  aminobenzyl  ether  derivative  of  the 
polysaccharide  of  the  capsule  of  Type  III  pneumo- 
coccus was  united  by  diazo  linkage  with  globulin 
from  horse  serum.  This  induced  an  antigen  in 
rabbits  which  served  as  an  acquired  active  immun- 
ity against  infection  with  virulent  Type  III  pneu- 
mococci. Similarly,  it  served  to  precipitate  the 
polysaccharide  and  to  agglutinate  Type  III  pneu- 
mococci. It  is  thought  that  Avery’s  work  will  do 
much  towards  combating  the  high  mortality  o'f 
this  type  of  pneumococcal  infection. 

McQuarrie  dealt  with  the  study  of  essential 
epilepsy  in  children.  He  showed  his  results  with 
the  use  of  ketogenic  diet  and  acid  ash,  low  miner- 
al diet  and  sustained  antidiuresis,  on  the  blood 
lecithin  and  cholesterol  and  on  the  mineral  and 
water  exchanges.  These  lent  strong  support  to  the 
view  that  the  mechanism  for  controlling  semiper- 
meability of  the  brain  cell  membrane  is  inherently 
defective  in  the  epileptic  patient. 

Bell  clearly  demonstrated  the  microscopic  pic- 
tures of  simple  nephrosis  and  nephritis.  In  the 
former,  by  the  use  of  the  azocarmine  stain  he 
showed  there  is  a thickening  and  increased  porous- 
ness of  the  basement  membrane  of  the  glomerular 
capillaries,  permitting  the  loss  of  albumin.  In  the 
latter  there  is  seen  an  endothelial  proliferation  in 
the  capillaries  which  eventually  produces  arterial 
hypertension  and  other  signs  of  the  disease.  A 
kidney  may  have  the  mixed  components  of  both 
diseases. 

Wilder  spoke  on  the  local  and  systemic  reac- 
tions to  insulin  and  the  role  of  hemachromatosis 
hepatic  insufficiency,  chronic  passive  congestion, 
hyperadrenalinemia,  pituitary  dysfunctions,  etc.  in 
increasing  the  resistance  of  the  patient  to  insulin. 
He  predicted  that  in  the  near  future  a method 
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will  be  evolved  to  protect  insulin  from  the  destruc' 
tive  action  of  pepsin  and  trypsin,  so  that  it  may 
be  administered  orally.  When  accomplished,  the 
use  of  the  needle  and  allergic  reaction  v.dll  be 
avoided. 

Cannon  showed  that  in  a cat  with  heart  dener' 
vated,  adrenals  and  liver  excluded  from  action  and 
spinal  cord  severed  in  the  midthoracic  region, 
stimulation  of  the  sympathetic  supply  to  the 
smooth  muscle  of  the  tail  hairs  causes,  for  about 
two  minutes,  a gradual  increase  of  blood  pressure, 
heart  rate  and  salivary  secretion.  Inferences  were 
drawn  that  a hormone-like  substance,  having  a 
s>Tnpathetic'hke  action  arises  from  pilomotor  mus' 
cles.  Similarly,  it  is  found  to  arise  from  the 
smooth  muscle  of  the  intestine,  bladder  and  uterus. 
He  suggested  that  this  substance  be  called  sym- 
pathin.  Space  does  not  permit  further  revelation 
of  the  many  instructive  treatises  that  were  present- 
ed  at  this  meeting.  The  College  will  hold  its  1933 
meeting  at  Montreal. 


WASHINGTON  STATE  WHITE  HOUSE 
CONFERENCE 

The  Washington  State  White  House  Conference 
on  Child  Health  and  Protection  was  held  at  the 
Olympic  Hotel,  Seattle,  April  1-2,  with  a registra- 
tion of  530.  Most  of  the  agencies  throughout  the 
state  interested  in  various  phases  of  child  activities 
were  represented  and  many  of  the  representatives 
took  part  in  the  program  and  discussions.  The  Con- 
ference was  the  result  of  a movement  which  had 
its  inception  in  the  summer  of  1931,  during  the 
visit  of  Dr.  H.  E.  Barnard,  director  of  the  White 
House  Conference.  His  conference  with  the  state 
authorities  was  part  of  the  program  of  the  National 
Conference  to  disseminate  its  findings  and  recom- 
mendations as  widely  as  possible.  Preliminary  steps 
had  been  taken  and  conferences  called  in  some 
twenty-five  states,  usually  by  their  respective  gover- 
nors, but  on  account  of  the  definite  statement  by 
Governor  Hartley  that  he  w’as  not  interested  in 
such  activities,  the  work  in  Washington  was  initi- 
ated by  Dr.  N.  D.  Show'alter,  State  Superintendent 
of  Public  Instruction,  who  called  together  a small 
group  representing  the  medical,  public  health,  edu- 
cation and  welfare  organizations  w'hose  activities 
bring  them  in  close  contact  with  children.  This 
group  added  more  members,  organized  itself  into  a 
planning  committee  and  an  executive  committee, 
elected  Dr.  Showalter,  honorary  chairman  and  Mrs. 
John  N.  Powell,  general  chairman. 


There  is  a wide  lack  of  knowledge  as  to  the  pur- 
pose of  the  White  House  Conference,  and  the 
methods  of  obtaining  and  using  its  findings.  There 
are  over  a hundred  organizations  and  agencies  in 
this  state  actively  interested  from  various  angles  in 
child  health  and  protection,  very  few  of  w'hich  have 
any  idea  of  what  the  others  are  doing  or  prepared 
to  do.  A wide  and  active  interest  is  developing 
among  individuals  and  lay  groups  in  the  w'ork  and 
findings  of  the  White  House  Conference,  wdth  a 
rapidly  increasing  demand  for  information  and 
guidance. 

The  members  of  the  medical  profession  are  to  a 
great  degree  ignorant  of  the  findings  and  signifi- 
cance of  this  w’ork  and  hence  are  not  in  a position 
to  exercise  the  w’ise  guidance  and  wholesome  re- 
straint in  lay  activities  associated  with  child  health, 
which  should  be  expected  and  may  be  demanded 
of  them  by  virtue  of  their  special  knowledge  and 
training.  There  is  an  occasional  expression  of  mis- 
understanding and  doubt  as  to  a possible  political 
aspect  of  this  movement,  either  local  or  national, 
or  as  to  w'hether  it  may  be  propaganda  for  legis- 
lation of  the  Sheppard -Towner  type. 

With  the  exception  of  physicians  interested  in 
public  health,  there  were  very  few  members 
of  the  medical  profession  present.  This  is  to  be 
regretted  and  deplored  because  many  lay  or- 
ganizations which  are  engaging  in  or  are  plan- 
ning activities  directly  related  to  the  health  of 
children,  will  welcome  the  advice  and  guidance 
of  the  medical  profession,  and  will  assume  that 
the  advisers  are  familiar  in  a general  way  at 
least  with  the  bearing  which  other  factors  in  child 
life  have  upon  health  matters.  The  medical  pro- 
fession must  in  many  instances  offer  this  aid  rather 
than  w'ait  for  an  invitation,  and  should  be  in  a posi- 
tion to  guide  activities  rather  than  to  criticize  bad 
results  w'hich  have  developed  through  ignorance 
or  misinformation. 

In  the  medical  section  the  speakers  brought  out 
in  short  condensed  talks  the  value  of  immunization 
against  diphtheria  and  smallpox,  the  activities  of 
state,  county  and  city  health  organizations,  the  as- 
pects of  child  health  and  protection  from  the  view- 
points of  the  general  practitioner  and  several  of  the 
specialties,  the  general  plan  of  organized  medicine 
as  related  to  the  child,  the  importance  of  dental 
care  and  the  inadequacy  of  facilities  for  dental 
treatment,  and  the  great  variety  of  w'ays  in  which 
the  work  of  the  public  health  nurse  touches  the 
problems  of  child  health.  Recommendations  were 


May,  1932 


EDITORIAL 


255 


made  that  the  medical  profession  maintain  close 
contact  with  lay  activities;  that  it  increase  its  efforts 
toward  education  of  the  public  on  medical  subjects; 
that  a study  be  made  of  work  being  done  in  other 
states  and  countries  upon  the  problems  of  matern' 
ity;  that  adequate  legislation  be  formulated  regard- 
ing the  health  of  school  children,  particularly  as 
regards  dental  care  and  more  adequate  health  in- 
struction and  service  in  the  schools  be  provided, 
and  to  this  end  that  a joint  committee  from  the 
medical,  dental,  public  health  and  nursing  groups 
work  with  the  school  authorities;  and  that  any  ac- 
tion on  the  Jones  bill  or  similar  legislation  be  tabled. 

The  section  on  education  and  training  brought 
out  many  interesting  facts  regarding  health  condi- 
tions in  the  schools;  construction,  ventilation,  sani- 
tation; education  of  teachers,  parent  cooperation 
and  education,  summer  roundup  and  preschool  ex- 
aminations; play  and  supervision  of  recreation,  safe- 
ty education,  the  conduct  and  support  of  school 
medical  service,  kindergarten  and  nursery  classes; 
the  problem  of  school  lunches,  training  in  physical 
education  and  in  health  education,  child  labor  condi- 
tions, recognition  and  methods  of  dealing  with  phy- 
sically defectives.  The  summaries  and  recommen- 
dations were  carefully  and  thoroughly  worked  out 
and  included  suggestions  for  improvement  of  teach- 
ing methods,  preparation  of  teachers,  physical  ex- 
aminations of  children  upon  entrance  and  periodi- 
cally thereafter,  reorganization  of  schools  and  dis- 
tricts, state  aid,  necessary  legislation,  and  many 
others  to  the  extent  of  some  fifteen  typewritten 
pages,  the  most  outstanding  feature  to  the  medical 
observer  being  the  very  great  number  and  variety 
of  problems  bearing  directly  or  indirectly  upon 
child  health  and  protection  which  are  constantly 
being  given  the  utmost  care  and  constructive  con- 
sideration by  educators. 

In  the  section  on  the  handicapped  child  were 
brought  out  facts  regarding  present  facilities  for 
handling  many  of  the  problems  due  to  present  econ- 
omic conditions,  such  as  poor  nutrition,  inadequate 
clothing  and  housing,  hospitalization  and  treatment 
of  children  with  physical  defects,  the  inadequacy 
of  present  methods  and  facilities  for  the  detection 
and  care  of  mental  defectives,  the  value  of  social 
welfare  work  in  the  proper  care  and  rehabilitation 
of  children,  and  a survey  of  agencies  and  organiza- 
tions, all  or  part  of  whose  activities  consist  of  wel- 
fare work  for  children. 

For  the  continuation  of  the  work  the  state  has 
been  divided  into  eight  districts  which  will  be  sub- 


divided according  to  local  conditions.  Each  district 
will  organize  for  the  study  of  conditions  bearing 
upon  child  health,  for  the  study  and  application  of 
the  findings  of  the  White  House  Conference,  and 
for  the  collection  and  analysis  of  data  to  be  pre- 
sented to  a second  conference  at  a future  date, 
possibly  in  time  for  suggestions  as  to  remedial  legis- 
lation. 


UNIVERSITY  OF  WASHINGTON  GRADU- 
ATE MEDICAL  LECTURES 
The  University  of  Washington  will  present  its 
sixteenth  annual  Graduate  Course  of  Medical  Lec- 
tures and  Clinics,  July  18-22.  The  lectures  will  be 
delivered  at  Gugenheim  Hall.  This  course  of  lec- 
tures has  become  established  as  one  of  the  outstand- 
ing medical  educational  features  of  the  Northwest. 
The  lecturers  and  their  general  range  of  topics  are 
given  below.  The  detailed  schedule  of  lectures  and 
other  matters  will  be  published  later. 

Dr.  Harry  Mock,  Professor  of  Surgery  at  Northwestern 
University,  ‘'Traumatic  and  Industrial  Surgery.” 

Dr.  Joseph  Miller,  Professor  of  Medicine  at  Rush  Medi- 
cal College.  “The  Diagnosis  and  Treatment  of  Diseases 
with  Special  Emphasis  on  Therapeutics.” 

Dr.  Francis  Carter  Wood,  Director  of  the  Cancer  Re- 
search Institute,  Columbia  University,  New  York  City. 
“The  Early  Diagnosis  and  Treatment  of  Cancer.” 

Dr.  Porter  P.  Vinson,  The  Mayo  Clinic,  Rochester, 
Minnesota.  “Diseases  of  the  Lungs,  Bronchi  and  Esopha- 
gus.” “The  Use  of  the  Bronchoscope,  etc.” 

Lectures  and  clinics  every  day  from  9 a.m.  until 
10  p.m.  Luncheons  and  dinners  arranged  for.  An 
extensive  practical  course  of  medicine  and  surgery 
for  the  busy  practitioner.  Tickets  for  the  entire 
course  $15'.00,  including  banquet.  Address  Uni- 
versity of  Washington,  Extension  Division,  Seattle, 
Washington. 


THE  PACIFIC  NORTHWEST  MEDICAL  MEETING 
To  THE  Members  of  the  Medical  Profession 
In  the  Northwest 

Seattle,  Wash. 

May  1,  1932 

The  meeting  of  the  Pacific  Northwest  Medical  Associa- 
tion in  Spokane,  will  be  held  June  the  27,  28  and  29.  The 
program  of  the  meeting  is  offered  by  the  officers  and 
council  of  the  society  as  the  real  treat  of  the  year  from  the 
standpoint  of  medical  meetings.  The  medical  profession 
of  Spokane  are  looking  forward  to  this  meeting,  perhaps 
with  more  interest  than  any  meeting  for  a number  of 
years.  It  will  give  them  an  opportunity  to  act  as  hosts 
which  they  do  so  admirably.  The  character  of  the  speak- 
ers and  the  subjects  they  have  chosen  to  discuss  are  of 
the  highest  quality.  Special  rates  have  been  arranged 
with  the  railroads,  whereby  very  cheap  fare  can  be  ob- 
tained this  year.  The  meeting  will  begin  on  Monday  so 
as  to  allow  the  previous  Sunday  for  travel  and  one  can 
return  in  time  to  finish  out  the  week  in  his  office. 
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When  the  program  was  being  arranged,  it  was  thought 
that  owing  to  the  depression  it  would  be  well  to  limit  the 
number  of  speakers,  but  after  giving  careful  consideration 
to  this  particular  meeting  it  was  decided  to  put  on  the 
usual  number  of  speakers  and  to  cover  as  wide  a range 
in  medicine  as  possible. 

Spokane  is  centrally  located.  The  Davenport  Hotel  is 
so  well  known  to  the  medical  profession  of  the  North' 
west  that  nothing  further  need  he  said  regarding  accom' 
modations  and  anyone  who  has  attended  a meeting  in 
Spokane  knows  that  the  local  profession  will  outdo  them- 
selves this  year  to  put  on  a very  fine  meeting.  Can 
we  not  all  make  a special  effort  to  go  this  year  and  to 
show  the  men  in  Spokane  that,  even  though  times  may 
be  hard,  when  they  have  a meeting  everybody  turns  out. 

George  W.  Swift,  President. 


MEDICAL  NOTES 

The  Western  Branch  of  the  American  Uroeog- 
iCAi  Association  will  hold  its  eighth  annual  meeting  at 
Portland,  July  1-2.  On  Friday,  July  1,  will  be  held  a 
dry  clinic  in  the  morning,  luncheon  at  Heathman  Hotel, 
papers  in  afternoon.  In  evening  banquet  and  entertain- 
ment at  University  Club.  On  Saturday,  July  2,  are 
scheduled  papers  in  morning,  luncheon  and  Columbia 
River  Highway  motor  trip  for  afternoon. 


OREGON 

Addresses  Academy.  Dr.  William  Darrach,  dean  emeri- 
tus and  professor  of  clinical  surgery,  College  of  Physicians 
and  Surgeons,  Columbia  University,  New  York,  delivered 
the  annual  Joyce  lecture  before  the  Portland  Academy  of 
Medicine  April  21.  Colles’  fracture  was  the  subject  of 
the  address. 

Dean  Commemorated  Koch.  Dr.  R.  B.  Dillehunt, 
Dean  of  University  of  Oregon  Medical  School,  commem- 
orated in  a radio  talk,  March  26,  the  discovery  by  Robert 
Koch  of  the  bacillus  tuberculosis  fifty  years  ago.  Dr. 
Dillehunt  called  attention  to  the  nation-wide  early  diag- 
nosis campaign  being  conducted  by  the  tuberculosis  and 
health  associations  this  spring.  He  is  a member  of  the 
Oregon  committee  in  charge  of  this  work. 

PoRTEAND  Academy  of  Medicine  was  addressed  by 
Dr.  W.  B.  Cannon,  professor  of  physiology.  Harvard 
Medical  School,  who  lectured  under  the  auspices  of  Uni- 
versity of  Oregon  Medical  School,  March  31  and  April  1. 

Sterieization  of  Feeble  Minded.  Dr.  Albert  Mount, 
Oregon  City,  member  of  the  Oregon  State  Board  of 
Health,  addressed  a meeting  of  the  Clackamas  County 
Public  Health  Association  at  Oak  Grove,  April  5,  on  the 
need  of  sterilization  of  feeble  minded  individuals.  He 
said  that  plans  were  made  by  the  State  Board  of  Health 
whereby  a judge,  committing  a feeble  minded  person  to 
an  institution,  could  appoint  a guardian  who  would  have 
the  authority  to  give  consent  for  such  an  operation. 

Changes  Location.  Dr.  Allen  A.  Bollman,  who  has 
practiced  medicine  in  Dallas  for  the  past  twenty-five  years, 
has  located  in  Salem.  His  former  offices  have  been  taken 
over  by  Dr.  I.  Bartel,  who  is  completing  his  internship  at 
Butte,  Mont. 


Dr.  Harrison  Huggins,  formerly  of  Portland,  opened 
an  office  in  Hillsboro  the  latter  part  of  March  for  spe- 
cialization in  ophthalmootolaryngology.  After  graduating 
from  the  Harvard  Medical  School  he  took  his  internship 
at  the  Peter  Bent  Brigham  hospital  in  Boston  and  spent 
some  time  in  Vienna  in  postgraduate  study. 

Dr.  H.  J.  Flinn,  formerly  of  Portland,  has  established 
his  office  in  Kerby.  He  is  a graduate  of  the  University 
of  Southern  California  Medical  School,  practiced  in  Mon- 
tana for  several  years  and  in  Portland  for  the  past  ten 
years. 

Hurt  In  Accident.  Dr.  E.  W.  St.  Pierre,  Portland, 
suffered  a fracture  of  the  right  leg  in  an  automobile  ac- 
cident April  7. 

Dr.  W.  W.  Kettle,  formerly  of  Portland,  who  has 
practiced  for  the  past  few  months  in  New  Plymouth,  is 
now  located  in  Payette. 

Dr.  J.  R.  Barr,  a practicing  physician  in  Klamath 
Falls  for  many  years,  has  moved  to  Merrill  where  he  will 
open  offices. 

Dr.  V.  C.  Staats,  formerly  of  Dallas,  has  moved  to 
McMinnville  for  the  establishment  of  an  office.  He  is 
associated  with  Dr.  J.  M.  Manning. 


WASHINGTON 

Incorporation  of  Physicians  and  Dentists.  An 
association  has  been  established  in  Bellingham  similar  to 
those  in  Tacoma  and  Portland  to  furnish  a number  of 
services.  These  include  the  telephone,  credit  bureau,  col- 
lection service,  nurses'  registry  and  a reading  room  upon 
health  subjects  for  the  public.  The  officers  of  the  as- 
sociation are  W.  A.  Hulbush,  president;  J.  R.  Morrison, 
vice-president;  H.  J.  Eberhart,  secretary-treasurer.  These 
officers  with  W.  D.  Kirkpatrick  and  W.  G.  Longwood 
form  the  board  of  directors. 

Tuberculosis  Conference.  Dr.  H.  L.  Hull,  Elma, 
attended  the  meeting  of  the  Pierce  County  Medical  So- 
ciety, at  Mountain  View  Sanatorium  near  Tacoma,  March 
24.  He  gave  an  address  on  “Suspected  Tuberculosis.” 
The  meeting  was  a conference  on  tuberculosis  and  other 
speakers  discussed  various  types  of  the  disease. 

East  Side  Medical  Club,  which  meets  at  Kirkland 
each  month,  held  its  annual  meeting  and  election  of 
officers  at  a dinner  meeting  April  21.  G.  H.  Davis  was 
elected  president  to  succeed  Adolph  Bronson,  Renton. 
E.  C.  McKibben  was  chosen  as  secretary.  Lester  Long  of 
Seattle,  read  a paper  on  “Injection  Treatment  of  Vari- 
cose Veins.”  G.  H.  Davis  read  a paper  on  “Meckel’s 
Diverticulum.”  About  twenty  members  were  present. 

Klickitat-Skamania  Counties  Medical  Society  held 
its  annual  election  of  officers  in  April.  J.  L.  Harris,  Stev- 
enson, was  elected  president  and  W.  C.  Trowbridge, 
Goldendale,  secretary-treasurer. 

Clark  County  Medical  Society  held  its  meeting  at 
Vancouver  April  12.  H.  C.  Underwood,  R.  D.  Wiswall, 
J.  A.  Darby  and  T.  A.  Kennedy  gave  reports  on  the  ses- 
sion of  the  House  of  Delegates  of  the  Washington  State 
Medical  Association  held  in  Seattle  April  3. 
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Walla  Walla  Valley  Medical  Society  held  its 
meeting  in  Walla  Walla  April  14.  Its  members  were 
addressed  by  C.  E.  Eikenbary,  and  W.  C.  Speidel,  Se- 
attle,  and  C.  B.  Ward,  Spokane. 

Head’s  Academy  of  Surgery.  F.  L.  Horsfall  was  elec- 
ted president  of  the  Seattle  Academy  of  Surgery  at  the 
annual  meeting  held  April  15.  He  succeeds  F.  H.  Brown. 
Joseph  Sayer  was  elected  vice-president,  J.  S.  Lingenfel- 
ter  secretary  and  I.  B.  Greene  treasurer. 

Leaves  for  the  East.  R.  E.  McPhail,  superintendent 
and  medical  director  of  Mountain  View  Sanatorium,  South 
Tacoma,  left  recently  for  Ann  Arbor,  where  he  will  study 
advances  that  have  been  made  in  tuberculosis  surgery  dur- 
ing the  past  year.  During  his  absence  F.  R.  Maddison 
will  be  in  charge  of  the  sanatorium. 

Dr.  H.  M.  French,  who  has  practiced  for  many  years 
in  Prosser,  has  bought  the  practice  of  the  late  Dr.  T.  M. 
Greenwood,  Toppenish,  where  he  has  opened  offices. 

Dr.  Lawrence  Montgomery,  formerly  a resident  at 
Harborview  Hospital,  Seattle,  has  opened  offices  in  Mount 
Vernon. 


IDAHO 

Accident  Causes  Injuries.  Dr.  C.  S.  Stone,  city 
health  officer  of  Wallace,  was  struck  by  an  automobile 
March  28.  His  injuries,  though  painful,  proved  not  to 
be  as  serious  as  they  were  first  thought  to  be. 

New  County  Physician.  W.  O.  Wisner  of  Spokane 
has  began  the  duties  of  county  physician  with  A.  E. 
Lien  as  assistant.  W.  M.  Newman,  who  has  retired  from 
this  office,  has  moved  to  Moscow,  Ida.,  where  he  will  be 
assisted  with  Dr.  Gritman. 

Resigns  Position.  Dr.  M.  R.  Fox,  Payette  County 
physician,  tendered  his  resignation  to  the  Board  of  County 
Commissioners  in  April.  He  will  be  succeeded  by  W.  W. 
Kettle. 

Dr.  W.  H.  Newman,  formerly  of  Spokane,  has  be- 
come a member  of  the  medical  staff  of  the  Gritman 
Hospital,  Moscow. 

Dr.  F.  a.  Benjamin,  formerly  of  Fruitland,  has  lo- 
cated in  Emmett  to  practice  medicine. 


OBITUARIES 

Dr.  William  C.  Heussy  of  Seattle,  Wash.,  died  March 
21  from  disease  of  the  heart  following  an  operation  for 
chronic  gallbladder  infection,  aged  63  years  . He  was 
born  in  Buffalo,  New  York,  in  1869.  After  studying 
in  the  public  schools  in  that  city,  he  practiced  pharmacy 
prehminary  to  the  study  of  medicine  at  University  of 
Buffalo,  from  which  he  graduated  in  1895.  He  settled 
for  practice  in  Seattle  in  1897.  In  subsequent  years  he 
took  postgraduate  work  in  New  York,  London,  Dublin, 
Edinburgh  and  University  of  Pennsylvania.  During  his 
years  of  practice  in  Seattle  he  was  the  typical  family 
physician,  endearing  himself  to  a large  host  of  patients 
and  their  friends.  He  was  a persistent  worker,  continu- 
ously engrossed  in  the  duties  and  responsibilities  of 
medical  practice.  By  his  efficiency  and  devotion  he  made 
a place  for  himself  in  the  life  of  the  city  by  which  he 
will  long  be  remembered. 


Dr.  John  M.  Semple  of  Spokane,  Wash.,  died  April 
4 after  a short  illness,  aged  74  years.  He  was  born  in 
Scotland  in  1857.  His  general  education  having  been  ob- 
tained in  his  native  land,  he  received  his  medical  degree 
from  University  of  New  York  in  1886.  For  several  years 
he  served  as  assistant  physician  at  the  asylum  for  insane 
criminals  at  Auburn,  N.  Y.  In  1890  he  located  in  Spo- 
kane. He  was  appointed  superintendent  of  the  Eastern 
State  Hospital  at  Medical  Lake,  leaving  this  position  in 
1897  to  return  to  private  practice  in  Spokane.  In  1907 
he  again  became  superintendent  at  Medical  Lake  hospital, 
remaining  there  until  1913  when  he  resumed  practice  in 
Spokane  as  a specialist  in  nervous  and  mental  diseases. 
He  was  one  of  the  ablest  and  best  known  psychiatrists 
in  the  Northwest,  his  services  being  extended  through 
other  parts  of  Washington  and  adjacent  states. 

Dr.  Charles  B.  Marns  of  Grants  Pass,  Ore.,  died 
suddenly  March  27,  aged  65  years.  He  was  graduated 
from  Detroit  College  of  Medicine  and  Surgery  in  1890. 
He  practiced  in  several  cities  in  Washington  and  Michigan. 
He  served  durng  the  Spanish-American  war  in  Cuba.  He 
took  postgraduate  work  in  ophthalmootolaryngology  in 
Chicago  in  1910.  A year  later  he  located  in  Oregon, 
where  he  had  practiced  in  Eugene,  Portland  and  Grants 
Pass. 

Dr.  Robert  W.  Poellnitz  of  Medford,  Ore.,  died 
March  23  after  a lingering  illness,  aged  54  years.  He 
was  a graduate  of  Kentucky  School  of  Medicine,  Louis- 
ville. He  practiced  for  several  years  at  Walla  Walla, 
Wash.,  later  at  Central  Point,  and  finally  located  in  Med- 
ford. 

Dr.  W.  E.  Reller,  a retired  physician  living  in  Twin 
Falls,  Idaho,  died  from  the  effects  of  influenza  March  27. 
aged  68  years.  He  was  born  at  Portsmouth,  Ohio,  in 
1864.  He  was  graduated  from  Hahnemann  Medical  Col- 
lege in  1885.  He  practiced  in  Iowa  for  thirty  years.  In 
1921  he  came  to  Idaho. 


THE  WOMAN’S  AUXILIARY 

OREGON 

Foremost  in  attention  of  all  Auxiliary  members  for  the 
month  of  May  is  the  National  Convention  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association  in  New 
Orleans,  May  9 to  12.  Following  a most  successful  year, 
the  Auxiliary  meetings  will  be  interesting  and  helpful. 
Elaborate  plans  have  been  made  for  entertainment.  Sev- 
eral Oregon  members  will  be  in  attendance. 

The  State  President,  Mrs.  Joseph  A.  Pettit,  visited  the 
Auxiliaries  of  Lane  County  and  Jackson  County,  April 
25  and  26,  and  met  with  the  doctors’  wives  of  Lake  and 
Klamath  Counties,  and  of  Bend,  April  27  and  28,  to  as- 
sist with  organization.  Accompanying  Mrs.  Pettit  to 
Eugene  were  Mrs.  Wilson  Johnston,  President-elect,  Mrs. 
Robert  C.  Coffey,  Mrs.  Edward  Allen  Pierce,  Mrs.  Frank 
E.  Boyden,  Mrs.  Paul  T.  Neely,  Mrs.  W.  F.  Patrick  and 
Miss  Nell  Patrick.  Mrs.  Neely,  Mrs.  Patrick  and  Miss 
Patrick  continued  with  Mrs.  Pettit  to  Ashland,  Klamath 
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Falls  and  Bend.  The  Klamath  Falls  Auxiliary  will  be 
the  hostess  organization  for  the  State  Meeting  in  Septem- 
ber. 

Two  counties  announce  election  of  officers  during 
April.  Mrs.  A.  F.  Barnett  of  Eugene  is  the  new  President 
of  the  Lane  County  Auxiliary,  other  officers  being  Mrs. 
\Vm.  Kuykendall,  Vice-President;  Mrs.  M.  C.  Howard, 
Treasurer;  Mrs.  A.  H.  Norton,  Secretary.  The  Tri-  Coun- 
ty Auxiliary  (Polk-Yamhill-Marion)  will  continue  during 
the  year  with  the  following  officers:  Mrs.  Burton  A. 

Myers,  President;  Mrs.  H.  C.  Hummel,  Mrs.  Vernon  A. 
Douglas,  Vice-Presidents;  Mr.  H.  T.  Gentle,  Secretary; 
Mrs.  W.  W.  Baum,  Treasurer. 

The  April  meeting  of  the  Auxiliary  to  the  Portland 
City  and  County  Medical  Society  was  held  at  the  home  of 
Mrs.  Leo  Ricen.  Very  interesting  reports  and  construc- 
tive suggestions  were  given  by  Committee  Chairmen. 

Miss  Anne  Mulharon,  City  Librarian,  was  the  speaker  for 
the  afternoon,  telling  of  ways  in  which  the  Library  can  be 
of  ser\'ice  to  the  Auxiliary  and  naming  books  which  would 
be  especially  interesting  to  doctors'  wives.  Mr.  Linden 
Barnett,  Director  of  the  Portland  Opera  Association  sang, 
and  presented  a trio  from  the  Association,  Mrs.  Floyd 
South,  Barbara  Thorne  and  Edna  Ellen  Bell,  Gertrude 
Lachner  accompanying. 

Mrs.  Frank  E.  Boyden,  President,  is  continuing  the 
monthly  board  meetings,  which  have  proven  to  be  inspira- 
tional to  officers  and  committee  chairmen.  The  April 
meeting  was  at  the  home  of  Mrs.  Har\'ey  Parker,  preceded 
by  luncheon. 


DISCRIMINATORY  ACTION  OF  OREGON  STATE 
INDUSTRIAL  ACCIDENT  COMMISSION 
The  following  resolutions  have  been  received  for  pub- 
lication from  Portland  City  and  County  Medical  Society. 
Similar  resolutions  have  also  been  received  from  Baker, 
Columbia,  Coos  and  Curry,  Douglas  and  Umatilla  Coun- 
ties Societies,  all  dated  in  April,  and  signed  by  the  officers 
of  the  respective  organizations. 

Resolution  Unanimously  Adopted  by  the  Portland 
City  and  County  Medical  Society  April  6.  1932. 
Whereas;  it  has  come  to  our  attention  that  the  State 
Industrial  Accident  Commission  has  promulgated  an  order 
effective  April  1,  1932,  under  which  injured  workers  in 
Klamath  and  Lake  Counties  are  compelled  to  seek  the 
services  of  a small  number  of  physicians  designated  by 
the  Commission;  and 

Whereas;  this  order  in  our  opinion  violates  the  most 
-important  right  of  the  injured  worker,  namely,  the  right 
to  choose  his  own  physician;  and 

Whereas;  this  order  is  discriminatory  and  unfair  to  the 
physicians  of  Klamath  and  Lake  Counties  who  are  thus 
prohibited  from  caring  for  injured  workers  who  desire 
their  services;  therefore  be  it 

Resolved;  that  this  Society  hereby  unanimously  expresses 
its  strongest  disapproval  of  this  unwarranted  disregard  by 
the  State  Industrial  Accident  Commission  of  the  rights 
of  the  working  people  of  this  state;  and  be  it  further 
Resolved:  that  this  Society  unanimously  endorses  the 
active  efforts  of  the  Klamath  and  Lake  Medical  Society 
in  resisting  this  arbitrary  action  by  the  State  Industrial 
Accident  Commission;  and  be  it  further 

Resolved;  that  a copy  of  this  resolution  be  sent  to  the 
Governor  of  the  State  of  Oregon,  the  State  Industrial  Ac- 
cident Commission,  the  Oregon  State  Federation  of  Labor, 
the  Oregon  State  Medical  Society  and  al'  its  component 
societies,  the  American  Medical  Association,  Northwest 
Medicine  and  the  local  press. 
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CHELAN  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  G.  Young;  Secty.,  N.  M.  Bellas 
A meeting  of  Chelan  County  Medical  Society  was  held 
at  Wenatchee  April  6. 

The  program  comprised  the  following  papers:  “Diag- 
nosis and  Treatment  of  Pancreatitis,"  by  John  C.  Lyman 
of  Walla  Walla.  “X-Ray  Examinations  and  Diagnosis  of 
Gallbladder  Conditions  (Oral  Cholecystography),  Corre- 
lated by  Gastrointestinal  Studies,”  illustrated  by  lantern 
slides,  by  Carl  J.  Johannesson,  Walla  Walla. 


KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  F.  Slyfield;  Secty.,  V.  W.  Spickard 

The  general  meeting  of  King  County  Medical  Society 
was  held  in  the  Auditorium  of  Medical-Dental  Building, 
Seattle,  April  4,  President  Frederick  Slyfield  presiding. 
Minutes  of  the  meeting  of  March  7 were  read  and  ap- 
proved. 

H.  H.  Adams,  F.  W.  Franz,  J.  H.  Givens,  and  Glenn 
McCaffery  were  elected  to  membership.  Applications  for 
membership  were  read  from  P.  C.  Mikkelsen  and  C.  F. 
Stafford. 

Mrs.  Winifred  Hathaway,  associate  director  of  National 
Society  for  the  Prevention  of  Blindness,  delivered  an 
address  on  “The  Social  Problem  of  Poor  Eyesight,  and 
Its  Relation  to  Blindness.”  She  described  the  reduction 
in  blindness  resulting  from  treatment  of  the  new-born, 
school  children  and  adults. 

P.  W.  Willis  read  a paper,  “Appendicitis;  When  and 
When  Not  to  Operate.”  Acute,  chronic  and  recurrent 
appendicitis  were  considered  with  indications  for  and 
against  operation  for  each.  The  danger  of  complete 
operation  in  the  presence  of  abscess  was  emphasized.  Re- 
moval of  the  appendix  is  advisable  when  conditions  are 
such  that  it  can  be  accomplished  without  danger  to  the 
patient.  The  paper  was  discussed  by  H.  E.  Allen,  H.  E. 
Coe,  M.  W.  McKinney,  A.  L.  Jacobson,  and  P.  M. 
Rogers. 

F.  J.  Clancy  discussed  “A  Report  of  the  Treatment  of 
320  Cases  of  Neurosyphilis  with  Malaria.”  The  treat- 
ment of  general  paresis  by  inoculation  with  malarial  fever 
was  the  result  of  an  observation  that  this  condition  was 
benefitted  following  an  itercurrent  attack  of  erysipelas. 
In  1887  Wagner-Jauregg  experimented  with  artificial 
fever  produced  by  different  agencies  and  determined  that 
the  inoculation  with  malaria  was  most  feasible  and  suc- 
cessful. It  was  first  tried  in  the  state  of  Washington  in 
1927.  A report  was  made  in  231  cases  treated  in  the 
state  hospitals,  of  which  22.1  per  cent  were  suffidently 
improved  to  return  to  their  former  occupations.  Varying 
grades  of  improvement  were  reported,  down  to  18.5  per 
cent  unimproved,  while  14  per  cent  died  following  treat- 
ment. Since  general  paresis  is  a fatal  disease,  it  is  be- 
lieved that  the  risk  in  this  treatment  is  justified  when  all 
other  methods  have  failed. 
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LEWrS  COUNTY  MEDICAL  SOCIETY 
Pres.,  H.  B.  Cravens;  Secty.,  Rush  Banks 

Lewis  County  Medical  Society  held  a meeting  at 
Chehalis,  April  11.  Eleven  members  were  present  from 
Centralia,  Chehalis  and  PeEll. 

F.  H.  Douglas  of  Seattle  read  a paper,  “Care  of  the 
Child  During  the  First  Year.”  J.  A.  Weber  of  Seattle 
presented  a paper,  “Complications  of  Middle  Ear  Disease.” 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  R.  C.  Schaeffer;  Secty.,  W.  B.  Penney 

The  regular  meeting  of  the  Pierce  County  Medical  So- 
ciety  was  held  in  the  auditorium  in  the  Rhodes  Medical 
Arts  Building,  Tacoma,  on  April  12,  R.  C.  Schaeffer 
presiding.  Minutes  of  the  previous  meeting  were  read 
and  approved. 

David  Metheny,  of  Seattle,  read  a paper  on  “Acute  In' 
fections  of  the  Hand,”  illustrated  with  several  wax 
models  and  lantern  slides.  It  was  discussed  by  E.  F.  Dodds, 
E.  A.  Rich  and  R.  C.  Schaeffer. 

A symposium  on  “Chronic  Atrophic  Arthritis”  was 
presented  by  E.  A.  Rich,  who  spoke  on  “The  Etiology 
and  Changing  Conceptions  of  Chronic  Atrophic  Arthritis;” 
T.  H.  Duerfeldt,  who  gave  “Present  Conceptions  of  Ah 
lergic  Influence  in  Atrophic  Arthritis;”  and  William  H. 
Goering,  who  discussed  “Treatment  According  to  Present 
Methods.”  These  papers  were  discussed  by  F.  R.  Maddi' 
son,  B.  A.  Brown  and  E.  D.  Warren. 

The  applications  of  William  H.  Goering  and  Norman 
C.  Mace  were  unanimously  accepted. 

The  following  Nominating  Committees  were  elected: 

Committe  No.  1:  E.  W.  Janes,  Chairman;  H.  G.  Wil- 
lard, S.  M.  MacLean. 

Committee  No.  2:  D.  M.  Dayton,  Chairman;  E.  F. 
Dodds,  H.  S.  Argue. 


SKAGIT  COUNTY  MEDICAL  SOCIETY 
Pres.,  E.  C.  Ruge;  Secty.,  S.  W.  Holton 

The  regular  meeting  and  dinner  of  the  Skagit  County 
Medical  Society,  was  held  at  the  Northern  State  Hospital, 
Sedro  Woolley,  March  28. 

The  Society  was  honored  by  having  Governor  Roland 
H.  Hartley  as  its  guest.  He  welcomed  those  present  with 
a short  pertinent  talk. 

Especially  good  papers  were  read  by  George  W.  Swift, 
of  Seattle,  on  “Treatment  of  Fractures  of  the  Skull.” 
Dr.  Nixon  explained  charts  of  skull  fractures  treated  at 
Harborview  Hospital.  “The  Latest  Thought  on  Infantile 
Paralysis”  was  the  paper  by  Jay  I.  Durand  of  Seattle. 

The  Ladies  Auxiliary  of  the  Skagit  County  Medical 
Society  met  with  the  doctors  for  dinner  in  the  main 
dining  room  of  the  hospital  and  afterwards  adjourned  to 
the  residence  of  the  President,  Mrs.  E.  C.  Ruge,  where 
the  county  nursing  problem  was  taken  up. 

There  were  several  visiting  doctors  present  from  What- 
com County, 


SNOHOMISH  COUNTY  MEDICAL  SOCIETY 
Pres.,  H.  J.  Greer;  Secty.,  L.  J.  Ferrell 

Snohomish  County  Medical  Society  held  its  meeting, 
April  5,  at  Everett.  Allen  Hart  of  Tacoma  read  a paper, 
“Radium  Treatment  of  Cancer.”  D.  L.  Martin  of  Tacoma 
had  a paper  on  “Kidney  Pathology,”  and  V.  R.  Jones  of 
Everett  on  “Genitourinary  Diseases.” 

Dr.  a.  C.  McPhaden,  formerly  of  Concrete,  has 
moved  to  LaConner,  where  he  has  opened  offices. 


SPOKANE  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  M.  Cunningham;  Secty.,  L.  A.  Parsell 

Spokane  County  Medical  Society  held  its  meeting  in 
Spokane,  April  14,  J.  G.  Cunningham  presiding. 

Its  members  were  addressed  by  F.  R.  Menne,  professor 
of  pathology,  University  of  Oregon  Medical  School,  who 
spoke  on  the  “Effects  of  Goiter  on  the  Heart.”  T.  M. 
Joyce,  clinical  professor  of  surgery  of  the  same  school, 
discussed  “Surgery  of  the  Colon.” 


IDAHO 

IDAHO  FALLS  MEDICAL  SOCIETY 
Pres.,  H.  R.  Hatch;  Secty.,  E.  A.  Cantonwine 

Idaho  Falls  Medical  Society  held  its  regular  monthly 
meeting  at  the  Hotel  Bonneville,  Idaho  Falls,  Friday  even- 
ing April  1. 

After  dinner  the  meeting  was  called  to  order  by  the 
President,  Dr.  Sutton.  The  following  officers  for  next 
year  were  elected:  H.  Ray  Hatch,  President;  Harry  Wil- 
son, Vice-President;  E.  A.  Cantonwine,  Sec. -Treasurer; 
Delegate  to  state  meeting.  Dr.  Sutton;  Alternate,  Dr.  Har- 
ry Spencer. 

The  Credit  Bureau  Committee  reported  on  the  progress 
of  the  Medical  and  Surgical  Credit  Bureau.  Papers  of 
Incorporation  have  been  received  and  registered  in  the 
county.  Rubber  stamps  have  been  made  for  each  member. 
These  are  to  be  used  on  statements  sent  out,  showing  the 
doctor  is  a member  of  the  bureau.  Stationery  will  be 
printed  for  the  bureau,  showing  the  names  of  members 
and  urging  the  debtor  to  make  settlement. 

The  Health  Board  which  includes  all  members  of  the 
society,  who  take  turns  doing  the  county  work,  for  which 
we  receive  $300  a month  did  not  hold  a meeting  as 
there  was  nothing  to  report. 


SOUTHWESTERN  IDAHO  SOCIETY 
Pres.,  G.  H.  Wahle;  Secty.,  O.  F.  Swindell 

Southwestern  Idaho  Medical  Society  held  a meeting  in 
Boise  March  24,  with  President  G.  H.  Wahle  presiding. 
Its  members  were  addressed  by  G.  W.  Swift,  C.  F.  Eiken- 
bary  and  J.  T.  Mason,  all  of  Seattle. 
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Intracranial  Tumors.  Notes  upon  a Series  of  Two 
Thousand  Verified  Cases  with  Surgical-Mortality  Percenta- 
ages  Pertaining  thereto.  By  Harvey  Cushing,  Professor  of 
Surgery,  Harvard  Medical  School,  etc.  150  pp.  $5.00. 
Charles  C.  Thomas,  Springfield,  111.,  1932. 

The  author  presents  a study  of  two  thousand  histolog- 
ically verified  intracranial  tumors.  This  is  exclusive  of  the 
enormous  number  of  suspects  and  unverified  cases  passing 
through  the  Johns  Hopkins  and  Peter  Bent  Brigham  hos- 
pitals. There  are  eleven  separate  chapters  dealing  with 
the  various  types  of  intracranial  tumors.  Chapter  I is 
devoted  to  a study  of  the  gliomata.  There  are  eight 
hundred  and  sixty  two  verified  tumors  in  this  group, 
representing  all  known  types  of  gliomata.  These  records 
disclose  facts  which  should  encourage  us  in  our  struggle 
with  this  type  of  intracranial  tumor.  The  author  and  his 
associates  show  the  steady  decline  in  mortality  that  has 
taken  place  during  the  past  thirty  years.  Although  we 
have  heretofore  looked  upon  the  subject  of  glioma  in  a 
rather  dismal  light,  the  analysis  of  this  large  mass  of  tumor 
material  demonstrates  the  inaccuracy  of  our  belief  that 
tumors,  particularly  gliomata,  all  give  a poor  prognosis. 
Figures  in  this  investigation  show  the  low  case  and  opera- 
tive mortality,  particularly  of  the  astrocytomata,  involving 
the  cerebellum.  This  also  holds  true  of  other  forms  of 
glioma  mentioned  in  this  chapter. 

It  is  interesting  to  see  that  the  pendulum  is  now  swing- 
ing from  the  transsphenoidal  to  the  frontal  osteoplastic 
exposure  for  approach  to  the  pituitary  tumor.  The  author 
shows  in  his  presentation  of  an  investigation  covering 
three  hundred  and  sixty  verified  pituitary  tumors  that 
the  safest  surgical  approach  is  through  the  osteoplastic 
frontal  flap.  The  transsphenoidal  method  has  fallen  into 
disuse  in  this  clinic.  Radiation  of  these  tumors,  while 
never  practiced  extensively  by  the  author,  has  been  ab- 
andoned and  somewhat  condemned.  The  author  favors 
the  intracapsular  operation  for  the  acoustic  neuronomata, 
although  one  can  see  from  his  final  notes  that  the  “un- 
capping" method  (removal  of  that  portion  of  the  over- 
lying  cerebellum)  is  increasing  in  favor  and  in  all  prob- 
ability will  be  the  operation  of  the  future. 

It  is  with  interest  that  one  reviews  the  study  of  sy- 
philomata. The  author  dismisses  this  subject  with  a brief 
reference  to  eight  cases  observed  up  to  1927.  He  calls 
our  attention  to  the  old  idea  that  every  intracranial  tumor 
in  days  gone  by  has  been  referred  to  as  a presumptive 
gumma.  He  is  not  certain  whether  gumma  of  the  brain 
has  always  been  rare  or  whether  our  modern  antisy- 
philitic methods  of  treatment  or  improved  diagnosis  has 
rendered  this  lesion  in  the  brain  less  common.  There 
were  only  seven  cases  in  the  Boston  series  which  contained 
as  many  as  ten  times  the  number  of  tumors  occurring  in 
the  Baltimore  series.  There  were  twelve  cases  in  this 
series  in  all  and  ten  were  operated  upon  without  a 
fatality. 

The  last  subdivision  of  the  monograph  takes  up  the 
operative  statistics  and  describes  methods  of  computation 
and  recording  of  operative  and  case  mortality  records. 
Each  year  is  tabulated  with  the  total  number  of  patients. 


operations,  postoperative  deaths,  case  mortality  and  opera- 
tive mortality  statistics,  all  clearly  set  out  in  an  interest- 
ing and  instructive  manner.  The  author  endeavors  to 
show  the  numerous  factors  influencing  the  mortality  per- 
centages and  mentions  briefly  the  improvements  in  diag- 
nosis and  advances  in  surgical  devices. 

There  are  many  items  mentioned  in  the  closing  para- 
graphs of  particular  interest  to  one  dealing  with  neu- 
rosurgical problems.  The  volume  is  beautifully  illustrated, 
the  operative  sketches  being  particularly  interesting  and 
instructive;  likewise  the  photomicrographic  illustrations 
are  clear  and  informative.  Dickerson. 


Courts  and  Doctors.  By  Lloyd  Paul  Stryker.  236  pp. 
$2.00.  The  Macmillan  Co.,  New  York,  1932. 

This  admirable  new  book  is  written  by  Uoyd  Paul 
Stryker  who  for  many  year  was  general  counsel  for  the 
Medical  Society  of  the  State  of  New  York.  The  first 
chapter  gives  a flowery  definition  of  the  practice  of  medi- 
cine. The  relationships  of  patient  and  physician  are  then 
described  and  this  is  followed  in  detail  by  the  causes  for 
malpractice  suits. 

Good  advice  is  included  in  the  next  chapter  in  detailing 
defenses  to  actions  for  malpractice.  Many  cases  are  cited 
in  the  text  bearing  on  every  conceivable  point  that  might 
be  raised  in  the  conduct  of  a case.  The  doctor  is  given 
excellent  advice  on  how  to  conduct  himself  on  the  witness 
stand  and  expert  testimony  is  very  well  explained.  The 
doctor  and  the  crirm’nal  law  are  treated  in  a way  much 
less  than  their  grave  problem  calls  for.  The  book  should 
be  read  by  every  doctor  who  desires  an  acquaintance  with 
court  problems  and  the  sane  advice  that  the  author  has 
been  able  to  present  by  example  and  precept,  whereby  a 
physician  may  in  a measure  protect  and  fortify  himself 
against  shameless  attacks  upon  his  professional  conduct, 
art  and  skill.  Copps. 


Surgical  Pathology  of  the  Female  Generative 
Organs.  By  Arthur  E.  Hertzler,  M.D.,  Professor  of  Sur- 
gery, University  of  Kansas.  Two  Hundred  Eight-five  Il- 
lustrations. 346  pp.  $5.00.  J.  B.  Lippincott  Company, 
Philadelphia,  Montreal  and  London.  1932. 

This  is  a well  arranged  book  on  pathology  of  the  fe- 
male generative  organs.  In  a systematic  way  the  author 
describes  the  lesions  of  inflammation,  neoplasms,  develop- 
mental effects  and  those  due  to  pregnancy.  The  con- 
tents is  divided  into  three  parts,  dealing  respectively  with 
diseases  of  the  external  genitalia  in  the  female,  diseases 
of  the  tubes  and  ovaries  and  diseases  of  the  uterus.  The 
book  is  profusely  illustrated  by  photographs  of  gross 
specimens  and  photomicrographs  of  sections.  The  author 
states  that  his  chief  concern  has  been  to  emphasize  tlie 
need  of  conservatism  in  operation  and  to  point  out  the 
baneful  effects  of  useless  operations,  which  has  reached 
the  magnitude  of  a major  tragedy.  Duncan. 

Italian  Medicine.  By  Arturo  Castigh'oni,  M.D.,  Pro- 
fessor of  the  History  of  Medicine,  Royal  University  of 
Padua,  Italy.  Translated  by  E.  B.  Krumbhaar,  M.D., 
Professor  of  Pathology,  University  of  Pennsylvania.  With 
11  illustrations,  139  pp.  $1.50.  Paul  B.  Hoeber,  Inc., 
New  York,  1932. 

This  little  volume,  published  under  the  title  of  “Clio 
Medica,"  presents  important  features  of  Italian  medicine, 
extending  from  several  centuries  B.  C.  to  date.  Its 
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small  compass  renders  it  valuable  for  fragmentary  reading. 
One  can  obtain  the  essential  features  of  the  subject  with 
the  expenditure  of  minimum  energy.  Many  interesting 
medical  incidents  are  recorded  in  the  early  centuries  of 
Itahan  medicine,  extending  into  the  renaissance,  followed 
by  the  discoveries  of  the  last  two  or  three  centuries.  One 
notes  that  some  of  our  supposed  discoveries  of  modern 
medicine  were  practiced  several  centuries  ago.  Thus,  it 
is  stated  that  in  treating  plague  in  the  middle  fourteenth 
century  the  physician  wore  a robe  and  long  gloves,  pro- 
tecting the  nose  with  a sponge  saturated  with  vinegar 
containing  cloves  and  cinnamon.  It  is  recommended  to 
walk  slowly  in  the  sick  room  so  as  not  to  breath  the  same 
air  as  the  sick  patient.  An  iUustration  appears  of  an 
oval  anatomical  theater,  in  which  Benedetti  gave  public 
demonstrations  in  the  late  fifteenth  century.  Its  appear- 
ance suggests  a model  of  the  modern  surgical  amphitheater. 
An  illustration  is  presented  from  Tagliacozzi’s  book,  “De 
Curtorum  Chirurgia,”  published  in  1597,  demonstrating 
rhinoplasty,  in  which  the  arm  is  immobUized  while  a 
graft  becomes  attached  from  it  to  the  nose.  Modern 
surgery  follows  the  same  principle.  If  one  is  inclined  to- 
ward the  study  of  medical  history,  he  will  find  much  of 
interest  in  this  volume. 


A Text-Book  of  Clinical  Neurology.  By  Israel  S. 
Wechsler,  M.D.,  Professor  of  Clinical  Neurology,  Colum- 
bia University,  New  York;  Attending  Neurologist,  Neuro- 
logical Institute  and  The  Montefiore  Hospital,  New  York 
City.  Second  Edition,  Revised.  759  pages  with  142  il- 
lustrations. Philadelphia  and  London:  W.  B.  Saunders 
Company,  1931.  Cloth,  $7.00  net. 

In  this  edition  many  improvements  have  been  made  in 
the  arrangement  of  subjects,  illustrations,  photographs  and 
diagrams.  The  opening  chapter  on  amamnesis  and  in- 
terpretation of  signs  and  symptoms  will  be  appreciated  by 
students  in  beginning  the  study  of  this  subject,  as  all 
normal  and  pathologic  conditions  and  reactions  are  des- 
cribed and  recorded  as  found  by  scientific  and  systematic 
examination.  A clear,  concise  description  of  compression 
of  the  spinal  cord  and  tumors  of  the  cord  and  brain,  il- 
lustrated by  photographs,  diagrams  and  anatomic  draw- 
ings, without  the  introduction  of  anatomic  and  physio- 
logic description  matter,  is  of  practical  value  to  the  stu- 
dent and  a ready  reference  for  the  busy  practitioner. 

Destructive  diseases  of  the  brain  due  to  syphilis  and 
the  epilepsies  are  given  special  consideration  and  the 
results  obtained  by  the  more  recent  methods  of  treatment 
are  fully  presented.  In  describing  these  diseases  as  well 
as  the  paralyses,  dystrophies,  etc.  much  of  the  dead 
wood  appearing  in  former  editions  has  been  eliminated. 
There  has  been  no  attempt  to  describe  the  neuroses  as 
fully  as  would  be  done  in  a special  work  on  this  subject 
but  the  condition  has  been  well  covered  and  the  section 
on  treatment  is  of  special  interest,  particularly  with  refer- 
ence to  psychoanalysis.  In  no  work  of  recent  date  that 
has  come  to  the  reviewer’s  attention  has  this  subject  been 
so  well  presented.  It  places  this  important  method  of 
treating  nervous  conditions  in  its  proper  relation  to  the 
neuroses.  This  volume  offers  a ready  reference  for  the 
busy  practitioner  and  a valuable  text-book  for  the  student 
of  neurology.  Doughty. 


Pathology  for  Nurses.  By  Eugene  C.  Piette,  M.D., 
Pathologist  and  Director  of  the  Clinical  Laboratories  of 
West  Suburban  Hospital,  Oak  Park,  111.,  etc.  With  65 
illustrations.  Some  in  Color.  251  pp.  $1.75.  F.  A.  Davis 
Company,  Philadelphia,  1932. 

The  nurse  is  not  expected  to  be  an  expert  pathologist 
but  some  knowledge  of  pathology  will  enhance  her  value 
in  her  profession.  The  author  states  that  the  subject  as 
here  presented  is  limited  to  the  most  important  cardinal 
problems  of  pathology  and  to  detailed,  practical  instruc- 
tions of  the  intelligent  handHng  of  specimens.  Many  il- 
lustrations of  pathologic  specimens  serve  to  emphasize  the 
principles  enunciated  in  the  text.  Descriptions  of  speci- 
mens and  their  conditions  are  concise  and  are  limited  to 
a few  important  considerations.  Chapters  deal  with  cir- 
culatory disturbances,  inflammation,  tuberculosis,  syphilis, 
benign  and  malignant  tumors  as  well  as  various  excretions. 


Medical  Clinics  of  North  America.  (Issued  serially, 
one  number  every  other  month.)  Volume  15,  No.  5. 
(New  York  Number  March  1932)  Octavo  of  340  pages 
with  61  illustrations.  Per  Chnic  Year,  July  1931  to  May 
1932.  Paper,  $12.00;  Cloth,  $16.00  net.  Philadelphia 
and  London:  W.  B.  Saunders  Company,  1932. 

This  volume  contains  clinical  reports  on  many  inter- 
esting and  important  pathologic  conditons.  Friedman 
discusses  epidemic  poliomyelitis  (Heine-Medin's  disease). 
Epidemics  are  caused  by  increased  susceptibility  of  in- 
dividuals or  the  greater  virulence  of  the  infecting  virus. 
Connery  and  Goldwater  consider  parenteral  Ever  therapy 
in  pernicious  anemia.  Types  of  cases  are  listed  which 
lend  themselves  to  intramuscular  treatment  with  parenteral 
liver  extract.  For  certain  reasons  they  present  objections 
to  the  oral  route.  A series  of  cases  are  described  with 
favorable  results  from  this  treatment.  The  Neuropsy- 
chiatric Staff  of  the  New  York  Postgraduate  Medical 
School  report  ten  neurologic  cases,  dealing  with  varied 
pathology,  by  several  of  the  attending  spedalists.  Many 
other  instructive  clinical  reports  are  published. 


Surgical  Clinics  of  North  America.  (Issued  serial- 
ly one  number  every  other  month.)  Volume  12.  No.  2, 
(New  York  Number — April  1932)  306  pages  with  84 
illustrations.  Per  Clinic  year  (February  1932  to  Decem- 
ber 1932)  Paper,  $12.00;  Cloth,  $16.00  net.  Philadelphia 
and  London:  W.  B.  Saunders  Company,  1932. 

Interesting  clinical  reports  from  well  known  surgeons 
are  presented  in  this  volume,  being  introduced  by  a case 
report  from  Lilienthal  on  chest  wall  defect  with  bronchial 
fistula.  He  describes  and  illustrates  the  successful  closure 
of  the  fistula.  Beside  reports  on  a great  variety  of  surgical 
conditions,  the  last  third  of  the  volume  is  devoted  to 
three  symposia.  The  first  on  liver  and  gallbladder  pre- 
sents clinical  reports  by  four  surgeons;  the  second  on 
diseases  of  the  thyroid  includes  discussion  by  five  sur- 
geons of  note;  the  third  on  diseases  of  the  breast  presents 
clinical  cases  of  mastitis,  cancer  of  breast  and  glandular 
therapy  in  breast  diseases.  As  is  true  of  all  of  these 
volumes,  this  will  repay  the  surgeon  for  reading. 
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OUR  FUTILE  INTELLIGENCE* 
Goodrich  C.  Schauffler,  M.D. 

PORTLAND,  ORE. 

I can  begin  appropriately  by  pointing  out  that 
this  address  will  serve  as  an  admirable  example  of 
the  workings  of  the  average  futile  professional  in- 
telligence. In  the  long  run,  it  will  probably  arrive 
at  no  really  worthwhile  conclusions.  At  the  start, 
let  me  give  you  one  of  countless  glaring  examples 
of  our  approximately  imbecile  carryings  on  in  the 
conduct  of  matters  pertaining  to  our  own  economic 
welfare. 

Take  as  an  example  the  pediatrician  of  this  state. 
To  our  certain  knowledge,  he  gives  liberally  each 
year  to  the  community  charitable  fund.  A liberal 
percentage  of  his  donation  is  diverted  toward  the 
conduct  of  free  pediatric  clinics  which  recruit 
clientele  from  among  families  admittedly  able  to 
pay  pediatric  fees.  It  is  a well  known  fact  that 
the  feeding  practice  of  the  pediatrician  in  this  state 
has  been  reduced,  by  conservative  estimate,  some- 
thing more  than  one-third,,  through  the  activities  of 
these  excellent  clinics.  I hope  it  is  clear  that  I am 
not  raising  the  question  of  the  total  value  of  such 
clinics  to  the  community.  That  is  quite  another 
question  which  does  not  come  in  for  discussion  here. 
I am  merely  pointing  out  to  you  the  paradoxical 
position  of  the  pediatrician  who  pays  his  own  hard 
earned  money  into  a fund  which  has  in  a few  short 
years  robbed  him  of  a substantial  percentage  of  his 
erstwhile  paying  practice. 

*Read  before  the  Fifty-Seventh  Annual  Meeting  of  Oregon 
State  ^Medical  Society,  Eugene,  Ore.,  Oct.  22-24,  1931. 


In  this  instance,  you  understand,  there  is  no  ques- 
tion raised  in  regard  to  the  ability  of  the  patients 
to  pay.  These  children  are  recruited  from  all  walks 
of  life.  As  a matter  of  fact,  on  the  occasion  of  the 
arrival  of  our  second  child,  my  wife  was  visited  by 
a nurse  who  urged  her  attendance  at  these  clinics. 
And  now  to  complete  the  paradox,  you  must  realize 
that  the  pediatrician  goes  to  these  clinics  day  after 
day,  and  spends  hours  of  his  valuable  time  giving 
free  care  to  these  same  patients.  Further  words 
should  be  unnecessary.  The  picture  seems  complete. 

Let  us  try  to  get  back  to  some  of  the  basic  fac- 
tors underlying  our  group  futility  in  such  matters. 
Nothing  could  be  farther  from  the  truth  than  to 
state  that  the  physician  is  by  training  an  intellectual. 
The  net  result  of  his  present  day  early  training, 
aside  from  the  acquisition  of  a stupendous  mass  of 
material  facts,  is  to  stifle  innate  intellectuality  and 
to  preclude  original  thinking.  His  critical  faculties 
are  actually  dampened.  In  the  early  stages  of  his 
training  an  avalanche  of  didactic  material,  much  of 
it  only  too  challenging  to  a critical  intelligence,  is 
pounded  and  ground  into  a young  mind  receptive  to 
rational  ideas  in  sequence,  but  terrified  into  abject 
rote  memory  pathways  by  the  amazing  mass  of  ma- 
terial presented.  The  medical  student  finds  little 
opportunity  to  test  for  his  own  credo  this  endless 
series  of  facts,  findings  and  rules,  which  he  must 
chew  and  retain  somehow,  whether  or  not  he  can 
digest  or  even  swallow  them.  Even  in  the  later 
stages  of  his  training,  the  medical  neophyte  finds 
that  he  must  accept  and  put  into  practice  much  that 
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is  highly  theoretical  and  poorly  grounded.  Expedi' 
ency  and  the  fear  of  criticism  by  others  of  a more 
empirical  turn  of  mind  create  conformers  and  strip 
clear  of  original  thinking  too  many  of  the  most 
promising  of  our  younger  minds. 

An  attempt  to  analyze  the  faults  of  medical  edu' 
cation  brings  the  conviction  that  the  profession  is 
not  lacking  in  the  will  to  improve  nor  in  able  minds 
at  work  on  the  problem.  It  appears  that  the  at- 
tacking forces  are  spirited  and  willing,  yet  they  dash 
their  efforts  with  futility  against  an  inalterable  bar- 
rier. The  mass  of  material  to  be  digested  is  too 
great,  and  it  increases  daily  in  its  unwieldy  bulk 
out  of  all  proportion  to  improved  methods  of  teach- 
ing. The  whole  process  results,  for  the  average 
mind,  in  unspeakable  mental  fatigue  and  intellec- 
tual stultification. 

Let  us  grant,  however,  that  as  a profession,  in 
spite  of  our  training,  we  do  retain,  if  not  our  in- 
tellectuality, at  least  a sort  of  nice  old  fashioned 
intelligence.  This  is  chiefly  evidenced  in  the  in- 
dividual and  occasionally  it  crops  out  in  small  select 
groups.  Yet  our  glaring  fault  is  that  in  larger 
groups,  and  especially  under  the  sway  of  any  at- 
tempt to  organize,  this  intelligence  goes  glimmering. 
It  is  individualistic  and  intangible.  It  lacks  the 
ability  to  achieve  “moral”  conviction  on  a given 
issue  through  the  promise  of  economic  gain. 

For  purposes  of  comparison,  let  us  scan  the 
thought  mechanism  of  the  average  lay  or  business 
group  at  work  on  its  problems.  It  is  astonishing 
how  easily  and  securely  the  thinking  mind  of  the 
average  board  of  directors  of  a purely  business  in- 
stitution can  be  grooved  along  the  course  of  action 
best  suited  to  its  own  economic  interests,  provided 
any  straw  of  justification  can  be  educed  and  quite 
regardless  of  kindness  in  the  broad  sense  or  of  any 
real  humanitarianism.  Physicians  in  groups  may 
lean  toward  this  sort  of  voluntary  social  myopia, 
but  for  the  most  part  their  state  of  mind  is  tinctured 
by  a stupid  tendency  to  see  the  opposing  point  of 
view.  They  have  an  unwieldy  intelligence,  worth- 
less in  a public  meeting  and  entirely  impracticable 
for  purposes  of  propaganda  and  the  advancement 
of  “projects.”  It  is  an  unfortunate  intelligence, 
which  is  too  apt  to  see  both  sides  of  a question, 
thereby  weakening  its  advocacy  of  that  side  which 
favors  its  own  material  advantage.  Certainly  it  is 
not  a mo,dern  industrial  intelligence.  Here  we  have 
one  important  factor  in  the  analysis  of  why  the 
status  of  the  physician  in  the  modern  social  order 
is  so  muddled.  But  that  involves  many  other  con- 
siderations. 


Let  us  get  on  to  the  question  of  our  queer  and 
unacountable  conduct  in  meetings.  An  address  by 
HalU  is  one  of  the  sanest,  kindest  and  most  intelli- 
gently searching  arraignments  of  the  medical  pro- 
fession which  we  have  seen  for  many  a day.  He 
reminds  us  of  a small  classic  called  “The  Crowd” 
by  Gustave  Le  Bon,  who  held  that  “the  crowd  can- 
not be  compared  to  the  individuals  who  compose  it, 
that  the  mean  average  is  probably  of  little  value,  as 
the  new  character  of  a crowd  takes  on  new  features, 
and  the  new  average  is  below  that  of  the  mean.”  He 
goes  on  to  point  out  that  this  helps  in  trying  to  un- 
derstand the  psychology  of  medical  assemblages. 
Doctors  in  their  home  environments  may  be  in- 
dividually men  of  great  judgment.  When  brought 
together  in  the  mass,  however,  “they  seem  to  take 
on  rather  childlike  qualities  as  may  be  seen  by  their 
restlessness,  tendencies  to  run  in  and  out,  irritation 
over  some  mechanical  error  and  above  all  their  op- 
position to  an  address  pointing  out  to  them  the 
w'eaknesses  in  their  nonprofessional  outlook.” 

There  is  no  medical  society  which  is  not  witness 
to  this  all  too  frequent  degeneration  of  the  individ- 
ual toward  the  crowd  average  of  intelligence.  It  is 
laughable  to  call  to  mind  the  threats  of  what  is  to 
be  done  in  a disciplinary  way  to  society  members 
who  are  thought  to  have  strayed  from  the  fold  of 
strict  ethics.  The  deep  preelection  mutterings  as  to 
what  will  be  said  to  defeat  certain  “machine  candi- 
dates” are  reiterated  year  after  year.  Yet,  who  is 
there  ever  to  get  up  in  meeting  and  stand  out  against 
the  strong  self-assurance  of  a single  “politically 
minded”  or  “politically  intelligent”  self-confident 
individual.  There  is  no  one.  Year  after  year  he 
has  the  floor  and  before  he  has  finished  he  gains 
the  almost  admiring  attention  of  his  threateners. 
Here,  agj-in,  crops  out  that  weak  mental  trait  which 
allows  us  to  envisage  the  other  fellow's  point  of 
view,  even  to  our  own  disadvantage. 

A recent  instance  of  this  sheep-like  docility  is 
called  to  mind.  The  delinquencies  of  a certain 
highly  self-sufficient,  highly  pharasaical  daily  paper 
had  been  the  subject  of  much  heated  “doctors’ 
room”  conversation.  It  was  echoed  and  reechoed 
that  there  must  be  more  than  a merely  detached 
interest  on  the  part  of  this  newspaper  to  account 
for  its  blatant  advocacy  of  certain  vaunted  cures, 
notably  an  electric  belt  and  a notorious  tuberculous 
nostrum.  Coincident  with  the  inauguration  of  an 
extensive  and  expensive  advertising  campaign  for 
these  two  particularly  obnoxious  fakes,  this  journal 
carried  in  its  news  columns,  for  the  most  part  on 

1.  Hall.  H.  M. : Descartes  was  Right.  A.  M.  A.  Bull.  24: 
230-243,  Dec..  1929. 
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its  front  page,  the  most  patently  prejudiced  publici' 
ty.  The  whole  purpose  and  intent  was  so  obvious 
as  to  be  the  background  for  a scandal  of  the  first 
order.  The  unpleasant  deduction  was  too  clear. 
Other  papers  had  the  decency  to  refuse  advertising 
space  to  these  agencies  and  carried  only  brief  and 
accurate  news  reports  of  the  same  material.  The 
whole  affair  was  the  occasion  for  a tremendous  out' 
burst  of  doctors’  room  wrath  and  medical  lunch 
table  threats.  Yet  the  really  amusing  angle  to  the 
story,  and  the  part  which  illustrates  our  crowd  de' 
generacy,  came  to  light  when  a representative  of 
this  journal,  one  of  the  higher  lights  we  might  say, 
was  invited,  or  invited  himself,  to  appear  before  a 
local  medical  society,  ostensibly  to  explain  and  de' 
fend  the  stand  which  his  journal  had  taken. 

Perhaps  you  will  recall  the  astounding  fact  that 
this  courageous  gentleman  came  in  like  a lion  among 
lambs,  arose,  made  no  reasonable  attempt  to  explain 
or  apologize  for  the  delinquencies  of  his  journal, 
but  took  it  upon  himself  to  lecture  this  group  of 
physicians  on  their  own  delinquencies  in  their  re' 
lation  to  the  press.  What  he  gave  them  we  cannot 
characterize  otherwise  than  a fair  “bawling  out.” 
He  even  criticized  them  for  their  political  activities 
in  the  formation  of  a public  health  league  or  some 
such  organization,  and  he  left  the  impression  that, 
if  these  medical  bad  boys  did  not  “lay  off  his  jour' 
nal,”  he  would  certainly  tell  people  about  them  and 
their  little  political  organization.  To  our  mind  the 
whole  thing  was  monstrous,  preposterous,  but  cour' 
ageously  done,  and  as  it  turned  out  a complete  per' 
sonal  triumph  for  the  newspaper  man.  Aside  from 
one  feeble  protest  which  was  obviously  felt  to  be 
somewhat  out  of  order,  not  a voice  was  raised  in 
accusation  and  not  a word  was  said  in  defense.  In 
point  of  actual  fact  doctors  were  to  be  overheard 
in  small  knots  about  the  lobby  after  the  address, 
seriously  discussing  their  own  delinquencies  as  de' 
picted  by  the  speaker  of  the  evening.  There  you 
have  the  perfect  instance  of  the  docility  and  dc' 
graded  intelligence  of  physicians  in  meetings. 

Hall  illustrates  the  same  sheep'like  tendency  on 
a larger  scale  as  follows:  “This  was  illustrated  the 
other  day  at  Detroit  when  the  powers  of  the  In' 
terstate  Post'Graduate  Assembly  conferred  on 
Henry  Ford  the  honorary  title  of  Doctor  before  an 
audience  of  nearly  5,000  physicians.  The  crowd 
went  wild  and  clapped  its  hands  and  shouted  in 
childish  enthusiasm.  Mr.  Ford  stood  smiling  amidst 
a number  of  celebrated  medical  men  while  Dr. 
Deaver,  his  picturesque  personality  all  aglow,  de' 
livered  the  bestowal  address.  The  industrialist  said 


not  a word,  but  bowed  and  retired  from  the  scene, 
as  a mighty  roar  of  approval  followed.  This  idea  is 
covered  in  Gustave  Le  Eon’s  hook.  Had  any  meni' 
ber,  prominent  or  obscure,  of  that  august  gather' 
ing  arisen  and  told  this  shouting  crowd  that  they 
were  about  to  award  a great  honor  to  one  who  had 
lately  criticised  their  whole  profession  rather  harsh' 
ly  in  a series  of  syndicated  articles,  written  on  dc' 
cidedly  slender  knowledge,  and  that  in  Detroit  he 
had  built  a hospital  to  controvert  directly  the  medi' 
cal  profession’s  idea  of  how  a hospital  should  be 
run;  and  that  in  the  medical  fraternity  in  his  city 
there  were  many  doctors  who  felt  decidedly  hostile 
to  his  attitude,  that  member  would  have  been  sum' 
marily  dealt  with.” 

Further  evidence  of  the  dilapidation  of  our  group 
intelligence  crops  out  in  the  bickerings  and  mutter' 
ings  which  form  a sort  of  constant  sound  back' 
ground  to  every  medical  society  election  of  any  im' 
portance.  We  have  always  with  us  the  busy  little 
fellows  who  buzz  about  from  group  to  group,  boiling 
over  with  such  phrases  as  “break  the  machine  this 
time,”  “all  being  played  for  suckers,”  “steam  aroller 
tactics,”  “show  ’em  where  to  get  off  at  ” and  all 
that  sort  of  balderdash.  The  question  of  whether 
or  not  there  is  justification  for  such  grumblings  i.s 
not  pertinent  to  the  present  argument.  The  fact 
remains  that  it  is  a consistent  part  of  the  sound 
program  of  every  medical  election. 

You  would  think  we  would  learn  not  to  take 
seriously  these  busy  little  fellows,  rushing  about 
under  the  impression  that  they  are  influencing  votes 
but  no,  here  again  the  weakening  influence  of  crowd 
psychology  comes  in.  A certain  emotional  under- 
current  can  be  achieved  in  such  a gathering  by  the 
promulgation  of  the  most  fatuous  and  asinine  re- 
marks.  The  most  innocent  and  unsuspecting  can- 
didate  for  office  can  be  easily  vested  with  sinister 
designs  and  deep  subterranean  connections  by  the 
fertile  imagination  and  even  more  fertile  insinuation 
of  our  friend,  the  medical  society  propagandist.  It 
is  a fact  that  we  all  attend  such  functions  appar- 
ently  in  our  right  minds,  yet  we  all  indulge  in  the 
weakminded  pastime  of  professional  gossip  and  be- 
fore  we  are  through  we  have  acted  upon  provoca- 
tion  of  a sort  which  in  the  cold  light  of  a later  in- 
spection  will  prove  to  be  nothing  but  a mess  of 
silly  assumptions. 

Such  is  the  dilapidating  influence  of  crowd  psy- 
chology upon  the  intelligence  of  the  individ- 
ual. As  Hall  says,  “the  path  of  the  essayist  who 
would  attempt  to  find  the  real  causes  of  medical 
unrest  is  not  an  easy  one.  Perhaps  he  may  be  ac- 
cused of  bitterness.  Perhaps  he  may  wound  his 
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friends.  Perhaps  he  may  seem  almost  to  bite  the 
hand  that  has  befriended  him.  The  only  comfort 
one  can  gather  is  to  include  himself  at  once  in  all 
the  delinquencies  as  one  who  has  been  laggard  with 
the  rest.” 

He  compares  the  profession,  at  grips  with  its 
problems,  to  the  Jewish  race  and  its  bible:  “It  has 
managed  some  w'ay  or  other,  milling,  struggling, 
suffering,  triumphing,  bleeding,  pleading  and  dying 
often  in  martyrdom,  to  continuously  develop  the 
foundation  on  which  it  rests  today."  He  pictures 
the  physicians  of  the  day  of  Descartes  pursuing 
their  profession,  “forced  to  mingle  with  toothless 
hags,  itinerant  barbers,  withered  soothsayers  and 
vehement  fakers.  Had  they  a passion  for  anatomy 
they  must  work  in  a cellar  fearful  of  detection.  Had 
they  love  for  the  truth  and  were  men  of  distinction 
they  must  needs  face  their  king,  and  the  axe  and 
the  block  was  the  reward  for  defending  the  fact 
that  the  heart  beat  and  the  blood  circulated.  Such 
courageous  men  they  were!  Such  a fine  faith!  It 
should  be  enough  to  make  us  ashamed  of  our  tim- 
orous actions,  our  wavering  ideals.  We  look  back 
casually  and  commiserate  with  them.  Indeed,  it  is 
here  we  make  our  mistake.” 

I wish  you  would  read  this  paper  of  Hall's  . It 
is  trenchant  writing.  Secure  in  our  niche,  fairly 
well  up  in  the  social  ladder,  we  are  too  prone  to 
feel  that  we  may  look  with  compassion  upon  the 
barber  surgeon,  the  itinerant  tooth  puller,  the 
castrator  of  hogs  who  was  the  surgeon  by  choice, 
yet  veterinary’^  or  quack  by  necessity,  and  who  made 
the  first  courageous  beginnings  in  surgery’.  These 
in  their  day  were  despicable  figures  in  the  ey’es  of 
their  contemporaries,  mere  scamps,  to  be  engaged 
only  in  the  direst  extremity'  of  last  hope.  By  ac- 
cepting our  present  day’  situation  at  its  face  value 
we  are  able  to  feel  greatly’  superior  and  vastly’  more 
fortunate  than  those  ragged  pioneers  of  our  art. 
With  but  the  smallest  increment  of  their  personal 
courage  and  brave  originality  of  concept,  because 
of  our  more  fortunate  social  circumstances,  we  are 
inclined  to  despise  them.  True,  we  see  them  in 
many'  instances  mixing  honest  art  with  charlatanism 
in  generous  quantities.  Yet,  who  are  we  to  esti- 
mate with  any'  certainty  the  exact  proportion  of  our 
present  day  advices  which  may’,  in  the  light  of  fu- 
ture developments,  become  branded  with  the  same 
stigma? 

In  this  sense,  certainly,  we  are  not  so  far  superior 
to  our  predecessors.  To  be  sure,  much  that  we 
practice  and  advise  is  of  an  empirical  and  weakly 
scientific  nature.  In  a generation  or  less  we  may 


face  a similar  charge  of  charlatanism.  I again  ques- 
tion whether,  man  for  man,  we  have  today  the 
courage  and  the  divine  spark  of  originality  and  the 
dogged  determination  of  these  men.  Surfacely,  our 
lot  is  a happier  one.  We  have  as  a class  a social 
status,  modern  conveniences,  even  luxuries,  yet  psy- 
chologically’ is  our  lot  entirely  a happy  one? 

First  and  outstanding  among  the  problems  we 
face  is  the  vast  incongruity,  the  great  unbridgeable 
chasm  which  exists  between  the  intrinsic  nature  of 
our  serv'ice  and  its  accepted  form  of  compensation. 
The  incongruity  between  cash  fees  and  the  type 
of  selfless  ser\’ice  which  we  throw  into  our  best 
work  is  the  bugbear  of  every’  modern  man  of 
medicine.  It  is  the  old  predicament  of  attempt- 
ing to  fill  the  round  hole  with  the  square  peg. 
It  is  an  insoluble  problem  which  confronts  us  for 
decision  with  every’  new  patient  we  see.  We  are 
impressed  and  reimpressed  with  the  utter  impos- 
sibility of  making  our  reward  suit  the  energies 
which  we  have  expended  or  the  virtue  of  our 
advices. 

This  indeed  is  but  one  of  our  modern  complica- 
tions. We  go  about  quite  conscious  of  the  respect 
in  which,  according  to  the  social  dictates,  we  are 
supposed  to  be  held.  Are  we  not  rudely  awakened 
occasionally  to  be  asked  by'  some  patient,  probably’ 
a fair  representative  of  a large  segment  of  the  so- 
ciety in  which  we  move,  whether  we  are  a medical 
doctor  of  a sanipractor?  If  we  are  alive  to  the 
true  general  conception  regarding  the  term,  “doc- 
tor,” we  must  realize  that  to  people  en  masse  we  are 
scarcely'  to  be  distinguished  from  chiropractors,  na- 
turopaths, massage  artists  and  crystal  gazers.  Can 
we  forget  that  the  opinion  of  our  profession,  held 
by'  a considerable  slice  of  humanity’,  is  based  upon 
the  propaganda  of  phy’sicians  and  surgeons  advertis- 
ing in  the  daily'  press? 

By  this  I 'refer  to  advertising  in  its  broader  sense, 
that  is,  both  paid  for  and  unpaid  for,  or,  if  you  like, 
“classified  and  unclassified.”  To  my'  mind,  our 
free  publicity  hound  is  quite  as  responsible  for  the 
ridicule  which  is  ours  today',  as  the  out  and  out 
advertising  phy’sician. 

I am  indulging  in  these  observ’ations  rather  as  a 
mild  antidote  to  the  placid  almost  narcotic  self- 
satisfaction  with  which  many’  of  us  view  our  pres- 
ent day’  situation  as  compared  to  that  of  our  rough 
forbears.  When  we  see  the  decadent  rot  that  our 
unscrupulous  contemporaries  put  forth  in  print  and 
in  practice  and  when  we  realize  that  there  are 
those  among  us  who  lay’  us  open,  as  a profession,  to 
an  accusation  of  rank,  y’es,  even  criminal  commer- 
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cialism,  we  wonder  at  the  fatuous  self-complacency 
which  characterizes  so  many  of  us  in  our  concep- 
tion of  our  noble  profession. 

Granting  that  the  really  pernicious  elements 
among  us  are  the  exception,  yet  we  must  accept  our 
share  of  the  stigma.  As  for  the  milder,  perhaps  less 
pernicious  offenders,  what  are  we  to  do  with  this 
increasing  group  of  commercially-minded  publicity 
seekers  who  are  lending  their  influence,  whether 
by  open  misstatement  or  subtle  innuendo,  to  half 
baked  advertising  campaigns  for  toilet  soaps,  worth- 
less antiseptics,  yeast  and  the  like?  What  noble 
impluse  other  than  a good  fat  check  or  a million 
newspaper  facsimiles  can  impel  these  physicians  to 
lend  authority  and  impetus  to  stupid  and  futile,  if 
not  actually  pernicious  advertising  campaigns.  One 
could  weep  over  the  degrading  influence  that  such 
a practice  must  exert.  It  is  done  perhaps  only  by 
a few  but  it  affects  us  all.  Our  failure  to  denounce 
openly  such  practices  is  a fair  contribution  to  the 
rapidly  growing  antimedical  propaganda  of  today. 

As  a final  antidote  for  the  superiority  complex 
which  allows  us  to  look  with  compassion  upon  the 
crudities  of  our  professional  forbears,  let  us  look 
forward  to  the  joys  of  a system  of  completely  in- 
dustrialized or  paternalized  medicine.  It  is  not 
within  the  scope  of  this  essay  to  evaluate  the  total 
advantages  or  disadvantages  of  such  a system.  No 
doubt,  if  such  an  era  arrives,  it  will  be  characterized 
by  some  degree  of  sanity  and  administered  with 
more  justice  than  we  choose  to  believe.  Yet  the 
picture  of  the  physician  as  the  servant  of  industrial- 
ism, or  even  of  governmental  machinery,  is  distaste- 
ful. 

From  a purely  psychologic  point  of  view  we  have 
in  this  not  unlikely  prospect  a fair  antidote  to  over- 
complacency. The  increasing  tendency  toward  regu- 
lation of  medical  practice  by  those  outside  of  the 
profession  is  the  direct  index  of  a slowly  waning 
ability  of  the  individual  physician  to  conduct  his 
own  professional  affairs  in  accordance  with  modern 
social  trends.  Whether  this  is  a commentary  upon 
the  physician  or  the  modern  social  trend  is  not  for 
discussion  here.  The  fact  remains  that  the  gap 
continues  to  widen. 

It  is  perhaps  unfortunate  that  we  are  dealing  here 
with  attributes  and  qualities  which  are  not  capable 
of  analysis  in  any  very  constructive  sense.  For  ex- 
ample, it  would  be  impossible  to  point  out  to  any 
group  of  physicians  what  is  to  be  done  about  their 
intelligence  and  intellectuality.  It  is  too  much  a 
question  of  environment  and  circumstances  and  too 
subject  to  flux.  On  the  other  hand,  it  has  seemed 


worthwhile  to  pry  about  a bit  and  probe  here  and 
there,  in  the  hope  that  some  more  constructive  in- 
telligence may  be  brought  to  bear.  This  rather  dis- 
jointed presentation  has  been  simply  a raking  over 
of  moldy  issues  too  often  lost  sight  of  in  spite  of 
their  importance,  and  to  their  solution  I have  been 
able  to  apply,  as  my  title  indicates,  only  a very 
futile  intelligence.  However,  I offer  no  apology  for 
calling  to  your  attention  again  these  vital,  under- 
lying issues. 


WHAT  THE  COUNTY  MEDICAL  SOCIETY 
CAN  DO  FOR  ITS  MEMBERS* 
Ch.\rles  E.  Hunt,  A.B.,  M.D. 

EUGENE,  ORE. 

The  county  medical  society,  in  common  with 
other  societies  of  professional  men  and  women,  has 
traditionally  been  a very  loosely  organized  group 
for  the  discussion  of  matters  of  professional  tech- 
nic and  for  social  purposes.  In  recent  years  it  has 
become  increasingly  apparent  that  such  a loose 
form  of  local  organization  is  incapable  of  grap- 
pling with  and  solving  the  many  economic  and 
social  problems  which  the  medical  profession  par- 
ticularly is  now  facing.  It  seems  obvious  that  any 
professional  organization  that  limits  its  activities  to 
meeting  once  a month  in  a rented  hall  or  hotel 
room  to  discuss  topics  relating  only  to  technical 
methods  can  have  little  or  no  weight  in  determin- 
ing the  progress  of  outside  influences  which  ulti- 
mately may  profoundly  affect  the  wellbeing  of 
every  individual  in  the  group.  Such  an  organiza- 
tion lacks  the  daily  functioning  machinery  essen- 
tial to  make  it  a powerful  social  force  in  the  com- 
munity. 

What,  then,  are  the  proper  functions  of  a pro- 
gressive county  medical  society?  To  answer  this 
question  we  must  ask  another  question,  namely, 
what  part  should  an  organization  of  specially 
trained  men  of  any  kind  play  in  the  life  of  a 
community?  The  answer  is  that  it  should  be  the 
guiding  force  in  its  particular  field,  because  it 
comprises  the  best  informed  opinion  available  in 
the  area  in  question.  Anything,  therefore,  which 
relates  to  the  health  of  the  community,  or  to  the 
economic  wellbeing  of  those  who  render  medical 
service,  i.e.,  the  physicians,  falls  within  the  proper 
scope  of  the  county  medical  society.  It  should 
be  the  guardian  of  the  physician’s  economic  wel- 
fare and  a civic  institution  available  at  all  times 
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to  serve  in  the  solution  of  problems  affecting  the 
public  health. 

But  we  must  be  more  specific  concerning  the 
activities  of  our  modern  county  medical  society. 
I can  best  develop  this  point  by  reviewing  as 
briefly  as  I can  the  organization  we  have  de' 
veloped  during  the  past  two  years  in  Lane  county. 

In  the  latter  part  of  1929  conferences  were  held 
by  the  officers  of  the  Lane  County  Medical  So- 
ciety  and  the  Southern  Willamette  District  Dental 
Society  with  a view  of  combining  forces  to  effect 
a new  organization  which  would  more  nearly  ap- 
proximate present  day  needs.  The  assistance  of 
the  executive  secretary  of  the  Oregon  State  Medi- 
cal Society  was  secured  from  the  Council,  and  he 
was  asked  to  make  a survey  and  recommendations. 
The  recommendations  which  were  finally  adopted 
were  briefly  that  space  for  a permanent  central 
headquarters  for  the  two  societies  be  secured  in  a 
ground  floor  location  on  one  of  the  principal 
downtown  streets  of  Eugene,  and  that  a beginning 
be  made  toward  the  development  of  a strong  eco- 
nomic and  public  relations  setup  for  the  two  so- 
cieties. 

The  first  economic  problem  which  was  attacked 
was  the  improvement  of  collection  methods  for  the 
physicians  and  dentists  of  Lane  County  by  the 
establishment  of  a centralized  credit  and  collection 
bureau  in  the  headquarters  office,  under  the  name 
of  the  Doctors’  Official  Credit  Bureau.  As  ever>" 
member  of  the  medical  profession  knows,  the  phy- 
sician has  always  been  the  victim  of  a practically 
unlimited  extension  of  credit.  Physicians  ever>'- 
where  receive  patients  in  their  offices  daily  and 
spend  time  and  money  upon  them  without  even 
knowing  whether  or  not  they  will  be  compensated 
for  their  services.  The  laxity  of  physicians  in  ex- 
tending credit  has  developed  in  every  community 
a large  number  of  medical  deadbeats,  who  change 
from  doctor  to  doctor  in  order  to  avoid  legiti- 
mate payment  for  services  rendered.  This  aggra- 
vating problem  has  been  further  complicated  by 
the  widespread  sale  with  high  pressure  methods 
among  wage  earners  of  luxuries,  such  as  automo- 
biles, radios  and  refrigerators,  to  be  paid  for  on 
a monthly  installment  basis. 

As  a result  of  these  methods,  many  people  w'ho 
formerly  paid  the  doctor  promptly,  now'  find  them- 
selves loaded  down  with  installment  payments  so 
there  is  no  money  available  for  the  emergency  of 
illness.  These  factors  make  it  imperative  that  some- 
thing be  done  in  an  organized  w’ay  by  the  medical 


profession  to  cut  dowm  the  tremendous  losses  due 
to  uncollected  accounts  which  even  in  normal  times 
may  run  from  thirty  to  fifty  per  cent  of  the  amount 
placed  upon  the  books. 

The  commercial  collection  agencies  have  offered 
no  solution  to  this  problem  other  than  to  take  our 
accounts,  collect  what  they  can  and  charge  fifty 
per  cent  for  their  services.  This  apparently  high 
rate  is,  in  fact,  partly  responsible  for  present  condi- 
tions because  it  deters  the  doctor  from  turning  over 
his  delinquent  accounts  for  collection  within  a 
reasonable  time.  The  retail  merchants’  credit  bur- 
eaus have  likewise  offered  no  solution  to  the  credit 
and  collection  problems  of  the  doctor,  because  the 
information  which  they  have  concerning  people's 
ability  and  wdllingness  to  pay  the  retail  merchant  is 
not  especially  useful  as  an  index  of  their  financial 
relations  with  the  professional  man. 

In  order  to  correct  this  situation,  we  felt  that  the 
establishment  of  our  centralized  bureau  would  be 
an  important  step  forward,  inasmuch  as  the  vast 
majority  of  the  physicians  and  dentists  in  our  com- 
munity would  be  turning  in  their  delinquent  ac- 
counts for  collection  to  one  bureau,  recognized  by 
the  public  as  the  official  bureau  of  the  two  profes- 
sions. As  delinquent  accounts  were  turned  in  for 
collection  a master  credit  file  card  was  made  up  and 
placed  in  the  bureau  files.  Subsequent  accounts 
concerning  the  same  individual  are  recorded  and 
put  on  these  master  cards.  The  information  in  the 
bureau  files  was  then  made  available  to  the  sup- 
porting physicians  and  dentists  by  telephone  or  mail 
upon  their  request. 

In  order  to  facilitate  further  the  dissemination  of 
credit  information,  the  publication  of  a mimeo- 
graphed monthly  bulletin  was  begun.  This  bulletin 
is  issued  in  the  joint  name  of  the  medical  and  dental 
societies.  The  secretaries  act  as  news  editors  with 
our  office  manager  serving  as  the  managing  editor 
and  preparing  the  material.  A list  of  the  names  of 
all  delinquent  debtors  whose  accounts  have  been 
received  for  collection  by  the  bureau  during  the 
previous  month,  together  with  the  amount  of  their 
indebtedness,  is  published  in  a special  section  of  this 
bulletin.  The  bulletin  also  carries  notices  of  the 
medical  and  dental  societies  and  hospital  staff  meet- 
ings, news  concerning  the  activities  of  the  two  so- 
cieties and  various  other  items  of  interest  to  phy- 
sicians and  dentists.  At  the  end  of  six  months  a 
special  bulletin  is  issued,  giving  a list  of  all  debtors 
which  the  bureau  records  show  as  owing  two  or 
more  physicians  or  two  or  more  dentists. 
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As  a further  feature  of  our  campaign  to  educate 
the  public  to  pay  their  physician  and  dentist  prompt' 
ly,  several  paid  advertisements  were  run  in  the  local 
newspapers,  announcing  our  intention  of  publishing 
in  the  near  future  a medical  and  dental  credit  rat' 
ing  book,  and  urging  people  owing  their  physician 
or  dentist  to  make  immediate  arrangements  regard' 
ing  payment. 

To  further  assist  the  physician  and  dentist  in  our 
community  to  improve  the  business  methods  used  in 
their  own  offices  and  to  correlate  more  closely  the 
business  office  of  the  doctor  with  our  central  bur' 
eau,  a study  was  made  of  the  procedure  in  use  by 
the  various  physicians  and  dentists.  Out  of  this 
study  a suggested  uniform  business  procedure,  in' 
eluding  a set  of  office  forms  and  stationery,  was 
devised.  All  the  physicians  and  dentists  were  urged 
to  adopt  this  procedure,  so  that  the  people  of  our 
community  in  their  business  contacts  with  profes' 
sional  men,  would  be  received  with  a practically 
uniform  approach  as  to  the  manner  of  arranging  and 
paying  their  medical  and  dental  obligations. 

A neat  card  was  also  devised  and  placed  in  the 
physicians’  offices,  announcing  that  the  doctors  of 
the  county  had  adopted  a uniform  business  policy, 
and  particularly  suggesting  that  office  consultations 
be  paid  for  at  the  time  of  the  consultation.  An  im' 
portant  feature  of  this  uniform  procedure  was  the 
announcement  to  the  public  that  physicians  and 
dentists  would  expect  payment  on  all  accounts  or 
the  adoption  of  a definite  installment  plan  within 
ninety  days,  and  if  this  were  not  done,  the  account 
would  automatically  be  turned  over  to  our  credit 
bureau  for  collection  and  entr>'^  in  the  master  credit 
file. 

Coincident  with  the  opening  of  our  central  credit 
bureau  a public  health  information  bureau  and  read' 
ing  room  was  established  in  our  headquarters.  The 
Christian  scientists  have  long  used  the  plan  of  hav' 
ing  their  literature  available  to  the  general  public 
in  a prominently  located  free  reading  room,  and  it 
seemed  to  us  that  this  plan  could  well  be  adapted 
to  the  education  of  the  public  in  our  field.  This 
reading  room  was  attractively  arranged  with  store 
windows  for  display  purposes  as  well  as  wall  space 
for  exhibits  of  the  best  health  education  and  anti' 
quackery  material  available.  A complete  stock  of 
pamphlets  and  posters  was  also  provided.  In  ad' 
dition,  information  was  compiled  concerning  our 
local  medical  facilities,  including  accurate  informa' 
tion  regarding  physicians  and  dentists,  as  well  as 
hospitals  and  nurses,  so  that  our  headquarters  might 


come  to  be  the  accepted  clearing  house  for  medical 
and  health  information. 

However,  we  did  not  confine  our  educational  ac' 
tivities  to  our  own  headquarters,  but  immediately 
began  to  arrange  for  important  outside  contacts. 
Since  our  headquarters  has  been  in  operation,  we 
have  conducted  the  following  lay  educational  ac' 
tivities : 

1.  Annual  health  exhibit  at  the  county  fair  in 
charge  of  our  Woman’s  Auxilary  and  Graduate 
Nurses  Associations. 

2.  Weekly  health  news  stories  carefully  censored 
by  our  headquarters  committee  and  released  to  all 
county  newspapers. 

3.  Establishment  of  a Speaker’s  Bureau,  in  which 
the  physician  and  dentist  members  are  classified  as 
speakers  acording  to  the  topics  in  which  they  are 
most  interested.  The  facilities  of  this  bureau  are 
available  to  the  service  clubs,  parent-teacher  groups 
and  other  lay  organizations. 

4.  A semi'weekly  radio  health  program  over 
our  local  station,  in  which  one  local  physician  and 
dentist  member  alternate  in  the  broadcasts. 

5.  A periodic  health  examination  week,  held 
once  a year,  in  which  talks  on  this  important  topic 
are  made  before  all  the  service  clubs  and  college 
fraternities;  motion  pictures  are  shown  in  all  the 
theaters  and  daily  news  stories  are  carried  in  the 
newspapers. 

6.  Periodic  classes  on  prenatal  care  in  coopera' 
tion  with  the  County  Health  Unit,  in  which  the 
patients  sent  by  all  supporting  physicians  receive  a 
course  of  instruction  approved  by  our  headquarters 
committee. 

After  our  headquarters  had  been  in  operation  for 
a year,  the  suggestion  was  made  that  we  provide 
twenty'four  hour  emergency  telephone  service  for 
our  physicians  and  dentists.  The  cooperation  of  the 
local  graduate  nurses  organization  was  sought,  as 
they  were  interested  in  establishing  a central  nurses’ 
registry.  The  two  projects  were  combined  under 
the  name  of  the  Doctors’  Official  Telephone  Ex' 
change  and  Nurses’  Registry.  In  various  cities  this 
type  of  service  has  been  commercialized,  so  that  the 
commercial  telephone  exchange  has  become  prac' 
tically  a broker  of  the  service  of  the  doctor  and 
nurse,  and  is  entirely  beyond  professional  control. 
The  results  have  been  most  undesirable  from  the 
standpoint  of  doctor  and  nurse.  Under  our  setup, 
however,  this  important  link  in  medical  service  is 
functioning  extremely  well.  It  enables  the  public 
to  reach  their  physician,  dentist  or  nurse,  in  any 
emergency  at  any  hour  of  the  day  of  night. 
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This  is  an  important  public  service,  and  its  pro- 
vision by  the  professions  themselves  brings  marked 
good  will  to  the  professional  groups  in  the  medical 
field.  However,  this  institution  does  more  than 
merely  locate  the  professional  men  in  an  emergency. 
It  shortly  becomes  the  medium  by  which  all  general 
information  sought  by  the  public  in  the  medical 
field  is  given  out.  The  public  uses  the  exchange  for 
information  regarding  the  standing  of  physicians, 
dentists  and  nurses,  and  for  all  manners  of  detailed 
information  concerning  hospitals,  specialists,  etc. 

The  most  delicate  problem  in  handling  this  ex- 
change service  is  the  matter  of  recommending  doc- 
tors at  the  request  of  the  public.  The  telephone  ex- 
change must  be  absolutely  non-partisan.  When  re- 
quests of  this  kind  are  received,  all  the  names  of 
the  physicians  and  dentists  who  are  members  arc 
given  with  the  specialties  designated  by  the  doctor 
himself.  This  information  is  kept  in  a carefully  pre- 
pared file  of  biographic  data  secured  from  ques- 
tionaires  submitted  to  the  various  members. 

The  nurses’  registry-,  operated  in  connection  with 
the  telephone  exchange,  maintains  a central  file  pre- 
pared by  the  local  graduate  nurses’  association,  and 
through  it  all  the  calls  for  private  duty  nursing  in 
the  home  or  hospital  are  filled. 

In  a small  community  such  as  ours  such  a pro- 
gram can  be  carried  on  w’ith  limited  financial  re- 
sources. The  office  staff  should  consist  of  (1)  a 
capable,  full  time,  lay  secretary,  trained  in  the  view- 
point of  organized  medicine,  dentistry-  and  nursing, 
w-ith  such  additional  clerical  assistants  as  necessary, 
(2)  a field  collector,  (3)  an  attorney  for  collection 
w'ork  on  a part  time  basis.  We  have  w-orked  out 
the  problem  of  providing  assistants  to  care  for  the 
day  and  night  telephone  service  by-  providing  sleep- 
ing quarters  in  our  offices  for  tw-o  premedical  stu- 
dents, who  care  for  the  calls  on  Sundays,  holiday-s 
and  at  night.  By-  virtue  of  their  training  these 
young  men  are  especially-  qualified  to  care  for  this 
type  of  work. 

Finally,  the  organization’s  structure,  by  which 
these  activities  are  kept  under  the  control  of  pro- 
fessional societies,  is  perhaps  most  important.  Under 
our  plan,  each  of  the  three  cooperating  professional 
societies  elects  or  appoints  three  of  its  members  to 
serve  on  a central  headquarters  committee  for  a 
term  of  three  years.  This  committee  acts  on  eco- 
nomics and  public  relations  for  the  three  societies, 
each  professional  society  giving  its  committee  mem- 
bers such  instructions  as  it  desires.  This  central 
committee  of  nine  establishes  the  policies,  employs 
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the  lay  staff  and  supervises  all  activities  of  the 
headquarters. 

SUMM.ARY  AND  CONCLUSIONS 

1.  A permanent  headquarters  and  trained  lay 
staff,  under  the  direction  and  control  of  the  local 
medical,  dental  and  nurses  associations,  is  a feasible 
and  effective  form  of  local  organization. 

2.  The  economic  welfare  of  the  physician,  den- 
tist and  nurse  can  be  protected  and  fostered  through 
such  an  organization  by  educating  the  public  to 
their  financial  duty  to  the  physician  and  his  co- 
workers. 

3.  The  respect  of  the  public  for  the  trained  phy- 
sician, dentist  and  nurse,  and  their  appreciation  of 
the  truths  of  scientific  medicine  in  contrast  to 
quackery  are  immeasurably  increased. 

4.  The  health  educational  work  rightfully  de- 
manded by  the  people  in  a progressive  American 
community  can  in  large  part  be  cared  for,  or  at  least 
controlled,  through  such  an  organization. 


WHAT  IS  SOCIALIZED  MEDICINE?* 
Alexander  H.  Pe.acock,  M.D. 

SEATTLE,  WASH. 

There  is  apparently  some  misinformation  as  to 
the  meaning  of  socialized  medicine.  The  first 
thought  or  impression  is  that  of  complete,  feder- 
alized or  state  medicine.  Socialized  medicine  is 
any  ty-pe  of  practice  which  takes  care  of  a body 
or  group  of  people  on  a fixed  contract  basis,  some- 
times paid  individually,  at  other  times  by-  industry-, 
governments  or  taxation.  The  mere  mention  of 
state  medicine  to  a group  of  doctors  is  usually- 
productive  of  the  remark:  “I  w-ill  quit  the  prac- 
tice of  medicine  first,”  from  someone.  Yet  w-e  have 
seven  or  eight  types  of  socialized  medicine  at  the 
present  time  practiced  in  the  State  of  Washington, 
as  for  example,  the  Industrial  Medical  Act,  the  U. 

S.  Public  Health  Service,  the  U.  S.  Veterans  Bureau, 
and  the  county  and  city  hospitals,  railroads,  hospi- 
tal associations,  the  insurance  type  as  the  longshore- 
men and  contracts  by  clinics  and  individual  doctors. 

While  socialized  medicine  has  existed  for  a hun- 
dred years  or  more  in  the  form  of  friendly  socie- 
ties in  England  and  guilds  on  the  continent  of 
Europe,  it  has  been  comparatively-  within  the  last 
few  years  that  the  subject  has  been  called  to  the 
attention  of  the  doctors  in  America.  New  thoughts 
and  ideas  are  like  plants  and  bacteria,  they  be- 
come disseminated  and  are  transplanted  through- 

•Read  before  a Meotinp  of  Kin^  County  Medical  Society, 
Seattle,  Wash..  March  14.  1932. 
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out  the  world.  They  follow  the  lanes  of  com' 
merce. 

We  must  also  remember  that  conditions  of  civ- 
ilization are  constantly  changing  and  with  it  the 
soil  in  which  our  institutions  are  growing.  The 
horse  and  buggy  age  was  very  different  from  the 
automobile  and  aeroplane  age.  The  practice  of 
medicine  must  and  is  adapting  itself  to  the  present 
needs  of  society.  The  medical  fraternity  exists 
for  society,  not  society  for  the  medical  fraternity. 
The  pertinent  question  is,  what  is  best  for  the  cit- 
izens of  the  state.  If  the  social  changes  work  a 
financial  hardship  on  those  who  practice  medicine, 
it  is  no  good  cause  to  oppose  or  reject  these  chan- 
ges. The  interests  of  the  many  are  always  greater 
than  the  interests  of  the  few.  No  other  light  but 
this  will  reveal  the  truth.  Facts  are  not  distorted 
by  looking  through  the  wrong  end  of  a telescope; 
the  incorrect  image  is  real  only  to  the  beholder’s 
eye. 

There  are  several  basic  facts  in  regard  to  society 
as  a whole.  Each  individual  should  be  self-sup- 
porting as  far  as  possible,  without  the  paternal 
care  of  the  community,  state  or  federal  govern- 
ment. If  these  later  enter  in,  he  soon  begins  to 
depend  upon  them  and  looses  his  independence 
and  self-reliance.  The  public  has  found  that  by 
cooperative  effort  they  can  buy  and  sell  to  their 
advantage.  This  principle  has  been  applied  to 
medical  care  through  the  guilds,  sickness  funds, 
hospital  associations  and  health  contracts. 

It  is  also  true  that  an  economic  upheaval  is 
going  on  throughout  the  world,  especially  in  in- 
dustrial countries.  Wage  earners  who  have  ac- 
quired and  developed  a taste  for  good  homes,  fur- 
niture, radios,  automobiles,  good  clothes,  all  man- 
ner of  electric  home  equipment,  travel,  high  grade 
food,  luxurious  hotels  and  hospitals,  to  mention 
but  a few,  now  find  their  incomes  tremendously 
decreased,  struggling  to  half  way  meet  their  for- 
mer standard  of  living.  Prices  in  nearly  all  com- 
modities have  been  greatly  reduced  in  an  endeavor 
to  match  the  decreased  income  of  the  buyer. 
Among  these  commodities  is  included  medical  ser- 
vice. Unable  to  pay  the  old  standard  fees  of 
hospitals  and  physicians,  many  are  seeking  limited 
health  contracts  with  clinics  and  hospital  associ- 
ations; others  are  applying  to  our  charity  insti- 
tutions and  a very  large  group  are  doing  without 
medical  service  entirely  rather  than  contract  bills 
they  cannot  pay. 


During  the  last  fifty  years  there  has  been  a 
new  order  of  social  thought  which  has  blossomed 
and  borne  its  fruit.  This  newer  philosophy  rightly 
takes  the  position  that  the  public  interest  is  para- 
mount and  will  ultimately  prevail.  Society  is  tak- 
ing the  stand  that  it  should  protect  its  members 
in  every  way  possible  against  sickness,  injury, 
moral  depravity,  the  hardships  of  poverty  and  old 
age.  It  is  endeavoring  to  educate  its  youth  to  fur- 
nish the  things  of  life  which  are  enjoyable,  as 
parks,  playgrounds,  music,  art  museums  and  civic 
theatres.  It  is  disposed  to  suppress  or  radically 
modify  any  agency  or  practice  which  approves 
of  the  exploitation  of  men  for  merely  financial  or 
material  gain.  This  applies  to  all  public  commod- 
ities, foods,  railroads,  clothing  material,  weights 
and  measures,  public  health,  honest  advertising 
and  other  business. 

The  medical  profession  itself  is  practicing  its 
art  by  the  privilege  of  a particular  state,  whose 
rules  and  regulations  he  must  conform  to.  How 
much  further  society  will  regulate  our  practice, 
we  do  not  know.  By  the  experience  of  other 
states  throughout  the  world,  it  will  be  safe  to 
assume  that  society  will  obtain  reasonably  com- 
petent medical  nursing  and  hospital  service  on 
terms  advantageous  to  itself.  Organized  or  un- 
organized, the  medical  profession  must  recognize 
and  meet  the  conditions  which  exist  or  society 
through  its  government  will  develop  its  own  medi- 
cal service  as  it  has  done  elsewhere.  Now  that 
we  have  looked  at  society’s  viewpoint,  let  us  look 
at  the  doctor’s. 

We  find  that  the  costs  of  a medical  education 
vary  from  ten  to  twenty  thousand  dollars,  that 
the  number  of  productive  years  of  the  average 
doctor’s  life  is  twenty  to  twenty-five  years  and 
that  his  position  in  the  community  is  expensive 
to  himself.  Forced  rests,  postgraduate  study  and 
keeping  medical  equipment  modern  is  expensive 
indeed.  The  average  doctor  is  able  to  save  but 
little.  Add  to  this  an  oversupply  of  doctors, 
twice  the  ratio  of  Europe,  and  the  constantly 
diminishing  cases  of  sickness,  with  the  wiping  out 
of  most  of  the  contagious  diseases,  the  greatly  de- 
creased number  of  accidents  in  factories  and  haz- 
ardous occupations  due  to  safety  appliances,  there 
are  fewer  and  fewer  patients  to  be  divided  among 
the  doctors  of  a community.  General  practice 
has  been  further  restricted  by  the  various  agencies 
mentioned  before,  making  it  increasingly  difficult 
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not  only  to  build  up  a new  practice  but  to  hold 
an  old  established  one. 

The  Committee  on  the  Cost  of  Medical  Care 
has  spent  five  years  in  its  study  and  found  that 
less  than  twenty' five  per  cent  of  the  total  costs  of 
medical  service  are  doctors'  fees.  The  increased 
costs  of  diagnosis,  due  to  our  modern  and  elabor- 
ate apparatus,  painstaking  laboratorj^  examinations 
and  the  hospitalization  incident  thereto,  are  addi- 
tional factors  in  the  cost  of  illness,  which  are 
difficult  to  eliminate.  A tax-supported,  commun- 
ity diagnostic  center  may  be  the  solution. 

To  the  average  doctor  contract  practice  is  prob- 
ably the  most  important  problem  of  the  day. 
Whether  it  means  a breaking  down  of  the  indi- 
vidual doctor  through  hasty,  careless  and  super- 
ficial serv'ice  or  his  development  into  an  unusually 
efficient  type,  we  do  not  know  but  have  our 
suspicions.  Industry"  and  society,  however,  seem 
to  be  favoring  this  type  of  service,  because  of  its 
centralization,  easy  control  and  lower  cost. 

There  has  been  considerable  emphasis  put  on  the 
set  up  of  our  public  school  system  as  an  ex- 
ample of  a government  service  to  society.  At 
first  opposed,  it  has  become  a fixed  institution 
in  American  life,  of  which  we  are  justly  proud. 
Its  teachers  are  active,  progressive  and  enjoy  con- 
siderable economic  security.  The  doctors  of  the 
U.  S.  Public  Health  Service  are  employed  on  a 
livable  salary-,  enjoy-  four  weeks  vacation  on  pay-, 
have  postgraduate  study  every-  few  years  and  are 
entitled  to  a pension.  The  U.  S.  Army  and  Navy 
likewise  employ  their  doctors  on  a salary.  The 
various  clinics,  railroads  and  benefit  associations 
also  are  employing  doctors  on  a salary-.  Would  it 
be  objectionable  to  put  all  doctors  on  a salary-? 

Our  profession  faces  the  question  of  whether 
It  is  desirable  or  possible  to  continue  practice  on 
the  open,  competitive  plan,  each  doctor  developing 
his  own  clientele  or  whether  we  shall  fall  in  line 
with  industry-  and  contract  to  take  care  of  society’s 
sick  and  wounded  through  clinics,  group  practice, 
state  or  federal  agencies.  That  this  question  is 
not  local  but  national  can  be  gleaned  from  the 
various  addresses  of  representative  men  at  all 
recent  medical  conferences. 

Last  June,  Judd,  president  of  the  A.  M.  A., 
stressed  the  importance  of  the  profession  really 
getting  in  contact  with  society  through  the  pr'ss, 
radio  and  public  lectures.  In  October,  at  the 
congress  of  American  College  of  Surgeons,  Kana- 
vel,  in  his  inaugural  address,  said:  “Of  late  there 


has  been  an  insistent  demand  for  a greater  sociali- 
zation of  medicine  with  some  modification  of  our 
code  of  ethics  and  attitude  towards  publicity,  con- 
tract practice,  part  pay-  clinics,  and  group  associ- 
ations formed  to  give  medical  attention  at  a mini- 
mum cost.  Social  service  and  the  expanding  con- 
ception of  medical  service  are  leaping  ahead  of 
us,  somewhat  bewildered,  hardly  know-ing  what 
they-  require,  earnestly  anxious  for  help.  If  w-e 
do  not  help  solv^  the  questions  of  competent, 
reasonably  priced  service,  ill-advised,  poorly  con- 
ceived and  unfortunately  executed  methods  of  ser 
vice  w'ill  be  forced  upon  us  with  disastrous  results 
to  the  public  and  the  profession  and  we  will  find 
ourselves,  like  King  Lear,  “roaring  at  the  storm, 
bareheaded  and  helpless.” 

Dr.  Angell,  President  of  Yale  University,  at 
the  same  congress,  expressed  the  viewpoint  of  the 
laity-,  giving  as  some  of  their  problems,  the  catas- 
trophy-  of  sickness,  loss  of  income  during  sick- 
ness, ruthless  doctors’  charges,  fee  splitting,  need- 
less operations,  useless  and  inadequate  training  of 
specialists  and  the  costly-  overlapping  of  medical 
agencies.  He  further  states:  “I  am  by  no  means 
unaware  of  the  narrow-minded  and  exclusively 
self -seeking  attitude  of  a good  many-  practitioners, 
who  see  in  every  social  movement  affecting  medi- 
cine simply  one  more  effort  to  rob  them  of  a live- 
lihood, and  forthw-ith  devote  all  their  energies  to 
digging  in  where  they  are.  Their  position  is  like 
that  of  labor,  w-hich  has  traditionally-  opposed  all 
labor  saving  machinery  and  alway-s  in  the  long  ru.i 
in  vain.” 

At  the  last  meeting  of  the  American  Dental 
Association  in  Chicago,  a large  portion  of  the 
program  was  given  over  to  the  discussion  of  eco- 
nomics. Professional  men  throughout  the  country 
are  conscious  of  the  fact  that  economic  changes 
are  taking  place,  that  society  is  assuming  a social- 
istic attitude  toward  the  medical  profession  and 
that  a fair,  equitable  plan  must  soon  be  submitted 
which  will  take  adequate  care  of  the  low-  income 
family  without  pauperizing  it,  and  still  not  destroy- 
initiative,  competition,  independence  and  reason- 
able remuneration  to  the  men  and  women  who  are 
devoting  their  lives  to  the  service  of  the  sick. 

Medicine  is  considerably  socialized  now-.  Just 
how  much  further  and  in  w-hat  manner  it  will  de- 
velop depends  to  some  considerable  extent  upon 
ourselves.  At  the  last  congress  of  the  American 
College  of  Surgeon’s,  Miller,  the  retiring  Presi- 
denet,  confined  his  entire  address  to  the  defense  of 
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medical  men  from  their  lay  critics.  Right  or 
wrong  we  are  on  the  defensive.  We  must  com 
tact  the  public  and  come  to  an  understanding  on 
medical  service,  its  cost  and  its  fair  remuneration. 


RELATIVE  VALUE  OF  MEDICAL 
MAGAZINES* 

K.  K.  Sherwood,  l€.  D. 

REDMOND,  WASH. 

A young  doctor  has  difficulty  in  finding  stand' 
ards  by  which  he  may  choose  wisely  his  medical 
magazines.  He  appreciates  the  fact  that  advances 
appear  in  the  periodical  literature  many  years  be' 
fore  they  are  incorporated  into  textbooks,  but  is 
at  a loss  to  know  just  which  magazines  will  best 
repay  the  investment  of  his  limited  funds.  In  talk' 
ing  with  older  physicians  he  has  found  little  una' 
nimity  of  opinion.  In  fact,  these  opinions  seem  to 
him  to  be  based  largely  on  chance  attachments.  In 
other  words,  the  older  physician  has  gotten  used 
to  certain  few  magazines,  and  to  him  these  appear, 
irrespective  of  their  true  value,  to  be  the  most 
“practical”. 

Another  large  factor  which  governs  a physician’s 
choice  of  reading  material  seems  to  be  the  sales' 
manship  of  the  publisher.  Salesmanship,  by  the 
way,  also  accounts  for  the  marked  disproportion 
between  the  number  of  books  and  the  number  of 
magazines  in  the  average  private  library.  Neither 
chance  attachment  nor  salesmanship  is  a trustwor' 
thy  index  of  the  inherent  worth  of  a magazine. 
Therefore,  it  seems  well  to  point  out  some  stand' 
ards  by  which  an  intelligent  choice  may  be  guided. 
This  has  been  done  in  the  fields  of  geology i,  chem' 
istry  and  mathematics,  and  the  present  study  aims 
to  do  the  same  for  medicine. 

The  procedure  on  which  this  study  was  based 
consisted  of  the  perusal  of  one  year’s  Journal  of 
the  American  Medical  Association  (July  1,  1930— 
July  1,  1931),  and  a listing  of  all  the  references 
found  in  the  footnotes  in  fifty'two  issues,  ending 
July  1,  1931.  Only  one  reference  to  a given  paper 
or  book  was  counted  for  each  article.  That  is,  if 
in  one  of  the  articles  the  author  referred  to  the 
same  paper  several  times,  it  was  counted  only  once; 
this  was  the  only  exception  in  the  numerical 
counting. 

*Read  before  a Meeting  of  Virginia  Mason  Hospital  Staff, 
Seattle,  Wash.,  Nov.,  1931. 

1.  Gross,  P.  L.  K.  and  Woodford,  A.  O. : Serial  Litera- 

ture Used  by  American  Geologists.  Science,  73:660-664, 
June  19,  1931. 


The  Journal  of  the  American  Medical  Associ' 
ation  was  selected  for  three  reasons.  First,  it  is 
the  general  magazine  and  therefore  plays  no  fav' 
orites  among  the  specialties.  Second,  its  articles 
arc  almost  exclusively  by  men  of  national  reputa' 
tion.  The  author  felt  that  their  bibliographies 
would  represent  the  magazines  which  the  best  class 
of  clinicians  at  the  present  time  considers  suffi' 
ciently  valuable  to  read.  Third,  it  is  a weekly 
and  hence  there  is  accumulated  in  the  short  time 
of  a year  sufficient  material  to  form  the  basis  of 
this  study. 

After  listing  all  the  references  had  been  com'  • 
pleted,  they  were  arranged  according  to  the  maga' 
zines  in  which  they  were  published.  Thus  it  was 
found  that  among  588  articles  (which  included  ail 
original  papers  and  clinical  notes  but  not  editor' 
ials)  there  were  556  different  magazines  referred 
to  and  a total  of  4186  references  to  magazines, 
103  references  to  personal  communications,  422 
references  to  books,  and  201  references  to  special 
reports,  bulletins  and  the  transactions  of  the  Var' 


ious  societies. 

TABLE  1. 

Articles  588 

Magazines  referred  to  5 56 

References  4912 

Personal  communications  103 

Articles  referred  to  4186 

Books  422 

Bulletins,  reports,  transactions 201 


The  date  of  publication  of  each  reference  was 
also  noted.  It  was,  therefore,  possible  to  arrange 
them  not  only  according  to  the  source  magazine 
but  according  to  the  volume  of  this  magazine 
which  was  referred  to.  Thus  it  was  possible  to 
obtain  the  proportion  between  references  to  the 
recent  volumes  of  any  given  magazine  and  to  its 
more  remote  numbers.  It  was  found  that  55  per 
cent  of  all  the  magazine  references  were  to  arti' 
cles  that  had  appeared  within  the  last  five  years. 

TABLE  II. 

DISTRIBUTION  BY  YEARS  OF  4186  ARTICLES 


Years 

References 

Percentages 

’26-' 30 

2343 

55 

'21'’25 

847 

20 

T6-'20 

322 

8 

T1'T5 

203 

5 

'06'T0 

149 

4 

’01'’05 

121 

3 

'00  and  prior 

201 

5 

In  order  to  classify  the  magazines  as  to  their 
actual  value  at  the  present  time  they  were  ranked 
in  order  of  the  frequency  with  which  they  had 
been  quoted  since  1925.  This  ranking  is  given 
in  table  III. 
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TABLE  III. 


LEADING  FIFTY  MAGAZINES 

FOR  THE  LAST  FIVE  YEARS 

WITH  THEIR  RANK  FOR  THE 
AS  A WHOLE 

SERIES  CONSIDERED 

Magazine 

Number  Rank  Rank  In 

Entire  Scries 

J.A.M.A 

....411 

1 

1 

.Am.  J.  M.  Sc 

....  82 

O 

.Arch.  Int.  Med 

....  62 

3 

3 

Surg.,  Gynec.  Obst 

....  59 

4 

4 

Klin.  Wchnschr 

....  47 

5 

13 

Arch.  Surg 

....  47 

6 

11 

Am.  J.  Obst.  a Gynec 

....  45 

7 

17 

Am.  J.  Physiol 

....  45 

8 

7 

Lancet  

....  44 

9 

6 

J.  Biol.  Chem 

....  43 

10 

14 

New  England  J.  Med 

....  42 

11 

8 

Am.  J.  Dis.  Child 

....  41 

12 

12 

Brit.  M.  J 

....  41 

1 3 

5 

Arch.  Neurol.  Psychiat... 

....  37 

14 

19 

Arch.  Dermat.  o’  Syph 

....  34 

15 

18 

Deutsche.  Med.  \X  chn.chc. 

....  30 

16 

15 

Ann.  Surg 

....  30 

17 

10 

Strahlentherapie 

....  29 

18 

22 

Muenchen  med.  Wchnschr. 

....  29 

19 

9 

Proc.  Soc.  Exp.  Biol,  o’  Med...  27 

20 

27 

Am.  |.  Roentgenol 

....  23 

21 

21 

j.  Urol 

....  23 

2”* 

20 

M.  Clin.  North  America.... 

....  18 

23 

28 

Ann.  Int.  Med 

....  17 

24 

45 

Biochem.  J 

....  17 

25 

38  ■ 

J.  Clin.  Investigation 

....  16 

26 

48 

Am.  Heart  J 

....  16 

27 

46 

J.  Lab.  & Clin.  Med 

....  16 

28 

3 3 

Pub.  Health  Rep 

....  16 

29 

30 

Am.  Rev.  Tuberc 

....  15 

30 

42 

Arch.  Path 

....  14 

31 

58 

Canada  M.  A.  J 

....  14 

32 

34 

J.  Infect.  Dis 

....  14 

3 3 

34 

South.  M.  J 

....  13 

34 

51 

Endocrinology  

1 3 

35 

49 

Arch.  f.  Gynaek  

....  13 

36 

43 

Med.  Klin 

....  13 

37 

31 

Proc.  Staff  Meet.,  Mayo  Clin.  12 

38 

65 

Brit.  J.  Surg.  : 

....  12 

39 

59 

.Am.  J.  Syph 

....  12 

40 

3 5 

J.  Exper.  Med 

....  12 

41 

16 

Science  

Zentralbl.  f.  Haut-u. 

....  11 

42 

66 

Geschlechtstr  

....  11 

43 

60 

Zentra  bl.  f.  Chir 

Arch.  f.  exp.  Path.  u. 

....  11 

44 

52 

Pharmakol  

....  11 

45 

44 

J.  Nerv.  & Ment.  dis 

....  10 

46 

61 

•Arch.  Pediat 

....  10 

47 

53 

Zentralbl.  f.  Gynaek 

J.  Pharmacol.  ^ Exper. 

....  10 

48 

40 

Therap 

....  10 

49 

36 

Arch.  f.  klin.  Chir 

....  10 

50 

24 

In  order  to  demonstrate  the 

changing 

value  of 

magazines,  and  to  render  more  concrete 

the  dif- 

ferences  in  the  two  columns  of  ranks  in 

table  III, 

it  was  determined  that 

26,  or 

over  half 

of  these 

magazines,  differed  by 

more  than  five 

points  in 

their  ranks,  when  these 

were 

ascertained  for  the 

last  five  years  or  for  all  the  references,  regardless 
of  time.  It  appears  that  the  ranking  for  the  last 
five  years  is  the  best  standard  for  choosing  maga- 
zines  now. 


It  was  found  that  the  first  ten  magazines  in 
table  III  contain  38  per  cent  (885)  of  all  the 
references.  Among  these  first  ten  there  appear 
one  German  and  one  English  magazine,  as  well  as 
two  journals  devoted  to  the  basic  sciences.  The 
first  50  magazines  contain  70  per  cent  (1638)  of 
all  the  references  and  include  11  German,  4 of 
British  origin  and  7 magazines  which  deal  exclus- 
ively with  the  basic  sciences.  No  stronger  evidence 
could  be  brought  to  light,  I believe,  in  demon- 
strating the  paramount  importance  of  foreign  and 
basic  science  periodicals  in  the  library  of  the  doc- 
tor who  wishes  to  keep  up  with  modern  medicine. 
The  great  preponderance  of  German  references 
should  be  noticed  as  well  as  the  complete  absence 
of  French  periodicals  in  this  list  of  the  leading 
50  medical  magazines  of  the  world  today. 

In  an  endeavor  to  get  more  complete  informa- 
tion on  the  question  of  the  relative  value  of  the 
various  languages,  the  first  150  magazines  in  order 
of  frequency  with  which  they  were  referred  to 
were  arranged  according  to  language  and  nation- 
ality. Table  IV.  gives  the  results. 

TABLE  IV. 

DISTRIBUTION  BY  NATIONS  OF  THE  150  MOST  FREQENTLY 
MENTIONED  MAGAZINES 


Number 

Total 

References 

References 
Since  1925 

American  

77 

2347 

1510 

British  Empire 

11 

285 

137 

German  

47 

748 

349 

French  

9 

107 

34 

Italian  

19 

10 

Scandinavian  

17 

11 

Dutch  

1 

11 

7 

This  table  very  clearly  shows  that  German  ref- 
erences occur  in  this  country  many  times  more 
frequently  than  French. 

The  author  felt  that  perhaps  magnitude  of  cir- 
culation might  be  a factor  in  the  number  of  refer- 
ences to  the  magazine,  and  in  this  manner  the  low 
rating  of  the  various  state  journals  could  be  ex- 
plained. In  order  to  determine  this  the  sworn  cir- 
culation figures  as  found  in  the  Directory-  of  the 
American  Medical  Association-  were  obtained  and 
correlated  with  the  frequency  ranking.  It  is  re- 
gretted that  not  all  American  magazines  supplied 
their  circulations  figures  but  a fairly  representative 
group  was  obtained.  A correlation  by  the  rank 
difference  method  was  done  and  a correlation  quo- 

Z.  .American  Medical  Directory;  Fourteenth  Edition,  p.*  67. 
1931. 
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tient  of  .43  was  obtained  with  a P.E.  of  .15. 
Thus  it  is  unlikely  that  there  exists  any  significant 
relation  between  circulation  and  the  degree  to  which 
a magazine  is  quoted.  This  is  very  graphically 
shown  when  this  same  group  is  arranged  according 
to  the  number  of  references  per  thousand  of  cir- 
culation. It  is  to  be  noted  that  the  leading  six 
journals  have  more  references  per  thousand  than 
any  of  the  regional  journals  with  comparable  cir- 
culation. 


TABLE  VII. 

LEADING  MAGAZINES  AMONG  THE  VARIOUS  SPECIALTIES 
AND  THE  NUMBER  OF  REFERENCES  TO  THEM  IN  THE 
LAST  FIVE  YEARS 


GENERAL  MAGAZINES 
21  oi  H-y  leading  magazines 


MEDICAL  MAGAZINES 
15  ot  36  leading  magazines 


Magazine 


26.1 

21.0 

16.4 

14.9 

10.8 


14 

15 
6 
3 

30 


TABLE  V. 

RELATION  BETWEEN  CIRCULATION  AND  FREQUENCY  OF 
REFERENCE 

Ref.  Per  1000  Freq. 
Circulation  Of  Cir.  Ranking 
Arch.  Neurol.  6?  Psychiat.  1418 

Arch.  Dermat  6?  Syph 1633 

Arch.  Surg 2871 

Arch.  Int.  Med 4153 

Am.  Rev.  T.uberc 1392 

Am.  J.  Dis.  Child 4330 

New  Eng.  J.  Med 5677 

Ann.  Int.  Med 2487 

J.  A.  M.  A 94458 

Surg.,  Gynec.  E?  Obst 15811 

Rhode  Island  M.  J 832 

Minnesota  Med 2472 

Radiology 2915 

Delaware  State  M.  J 407 

J.  Florida  M.  A 1091 

Wisconsin  M.  J 2214 

Arch.  Otolaryng 3431 

Northwest  Med 233  3 

Arch.  Ophth 2512 

Kentucky  M.  J 1875 

California  fe?  West.  Med.  5307 

J.  Maine  M.  A 758 

Hygeia  75832 

J.  Iowa  Med.  Soc 2313 

Laryngoscope  2507 

J.  Michigan  M.  Soc 3700 

Am.  J.  Pub.  Health 5880 

In  order  to  make  the  frequency  ranking  more 
easily  applicable  I have  taken  the  list  of  the  150 
leading  magazines  and  selected  83  of  them  as 
leaders  in  thfeir  special  fields.  The  fields  include 
general  magazines,  magazines  devoted  primarily  to 
internal  medicine,  general  and  orthopedic  surgery, 
urology,  dermatology  and  syphilis,  eye,  ear,  nose 
and  throat,  gynecology  and  obstetrics,  pediatrics, 
neurology,  roentgenology,  public  health  and  the 
basic  sciences.  This  table  is  self  explanatory  and 
should,  I believe,  furnish  a fairly  accurate  guide 
as  to  the  values  of  the  various  magazines  in  the 
special  fields. 

TABLE  VI. 

THE  BIG  FOUR  AMONG  THE  MEDICAL  MAGAZINES 


j.  A.  M.  A 

411 

Am.  J.  Med.  Sc 

. 82 

Klin.  Wchnschr 

47 

Arch.  Int.  Med 

. 62 

Lancet 

44 

Deutsche  med. 

New  Eng.  j.  Med 

42 

Wchnschr  

. 30 

Brit.  M.  J 

41 

Munclp  Med. 

Canad.  M.  A.  J 

14 

W chnschr 

. 29 

South.  M.  j 

13 

M.  Clin.  North.  Am.... 

. 18 

Proc.  Staff  Meet., 

Ann.  Int.  Med 

. 17 

Mayo  Clin 

12 

j.  Clin.  Investigation... 

. 16 

Wien.  Klin.  Wchnschr. 

10 

Am.  Heart.  J 

. 16 

Bull.  Johns  Hopkins 

j.  Lab.  fe?  Clin.  Med.... 

. 16 

Hosp 

9 

Am.  Rev.  Tuberc 

. 15 

Minnesota  Med 

8 

J.  Infec.  Dis 

. 14 

Illinois  M.  J 

8 

Endocrinology  

. 13 

Bull,  et  mem.  Soc.  d. 

Med.  Klin 

. 13 

hop  de  Paris  8 

California  6?  West.  Med  7 
Nederl.  tijdschr.  v. 


J.  Allergy  6 

Schweiz.  Med. 

Wchnschr 6 


9.46 

12 

gen.'Cest 

7 

DERMAT.  SYPHILIS 

7.40 

11 

New  York  State  J. 

4 of  8 leading  magazines 

6.80 

24 

Med - 

6 

Arch.  Dermat  bi'  Syph. 

34 

4.35 

1 

Ugesk  f.  laeger  

5 

Am.  J.  Syph 

12 

3.73 

4 

M.  J.  Australia 

5 

Zentralbl  f.  Haut-u. 

3.60 

122 

Wisconsin  M.  J 

4 

Geschlechtskr 

11 

3.32 

57 

Gaz.  d.  hop 

4 

Dermat.  Wchnschr.  ...... 

8 

3.04 

54 

Northwest  Med 

4 

BASIC  SCIENCE  MAGAZINES 

2.46 

1 50  plus 

SURGICAL  MAGAZINES 

10  of  2 5 leading  magazines 

1.83 

1 50  plus 

10  of  13  leading  magazines 

Am.  J.  Physiol 

45 

1.80 

98 

burg.,  (Jync.  b'  Obst 

5.9 

J.  Biol.  Chem 

43 

1.75 

76 

Arch.  Surg 

47 

Proc.  Soc.  Exper.  Biol. 

1.73 

103 

Ann.  Surg 

30 

& Med 

27 

1.58 

97 

Bnt.  J.  Surg 

12 

Biochem.  J 

17 

1 57 

120 

Centralbl  f.  Chir 

11 

Arch.  Path 

14 

1.32 

64 

Arch.  f.  Klin.  Chir 

10 

J.  Exper.  Med 

12 

1.32 

150  plus 

J.  Bone  bf  joint  Surg... 

7 

Science 

11 

1.32 

1 50  plus 

Am.  J.  Surg 

7 

Arch.  f.  exp.  Path.-u. 

1 29 

119" 

Deutche  Ztschr.  f.  Chir. 

7 

Pharmakol 

1 1 

1.20 

132 

Arch.  f.  exper.  Path. 

J.  Pharmacol  & Exp. 

1.08 

105 

u.  Pharmakol  

7 

Therap 

10 

1 02 

77 

UROLOGIC  MAGAZINES 

Am.  J.  Anat 

9 

The  4 leading  magazines 

NERV.  AND  MENT.  DIS 

J.  Urol 23 

Ztscher.  f.  Urol 7 

Verhandl.  d.  deutsch 

Gerellsch  f.  Ur 7 

Ztechr.  f.  Urol.  Chir...  4 

E.  E,  N AND  T MAGAZINES 

4 of  7 leading  magazines 

Arch.  Otolaryng 6 

Arch.  Ophthal 4 

Ann.  Otol.  Rhin.  6? 

Laryng 3 

Laryngoscope  3 

OBS.  E?  GYNEC. 

5 of  9 leading  journals 
Surg..  Gynecol.  ^ Obst.  59 
Am.  J.  Obst.  6?  Gynec.  45 

Arch.  f.  Gynaek 13 

Zentralbl.  f.  Gynaek 10 

Ztschr.  f.  Geburtsh.  u. 

Gynaek 4 


4 of  8 leading  journals 
Arch.  Neurol.  & 

Psychiat 3 7 

J.  Nerv.  6?  Mental  Dis.  10 

Am.  J.  Psychiat 7 

Ztschr.  f.  d.  ges.  Neur- 
ol. u.  Psychiat 6 

ROENTGENOLOGY 
4 of  7 leading  journals 

Strahlentherapie  29 

Am.  J.  Roetgenol 2 3 

Radiology 9 

Verhandl.  d.  deutsch. 
Roentgen-Gesellsch  ..  6 

PEDIATRICS 

The  4 leading  journals 
Am.  J.  Dis.  Childhood..  41 

Arch.  Pediat 10 

Arch.  Dis.  Childhood..  6 
Ztschr.  f.  Kindehr 4 


Total  Refer. 

Refer,  since  1925 

J.  A.  M.  A 

588 

411 

Am.  J.  M.  Sc 

137 

82 

Arch.  Int.  Med 

105 

62 

Surg..  Gynec.  & Obst. 

....  104 

59 

Totally  934  or  22  per  cent  Totally  614  or  26  per  cent 

. of  all  references. 

of  all  references  in  tbe 

last  five  years. 


Before  giving  a cursory  analysis  of  the  books 
and  pamphlets  used  as  references,  I wish  to  men- 
tion the  question  of  whether  my  data  are  not  un- 
duly favorable  to  the  publications  of  the  American 
Medical  Association,  on  account  of  my  having 
used  one  of  their  publications  as  a source.  My 
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only  answer  for  this  is  that  in  other  sciences,  in 
which  this  evaluation  has  been  performed,  it  has 
been  demonstrated  that  as  long  as  one  keeps  to  a 
national  magazine  of  recognized  merit,  the  results 
are  not  appreciably  influenced  in  favor  of  the 
magazine  used  as  a source. 

Turning  now  to  books  and  similar  sources,  we 
find  that  there  were  422  references  to  books  and 
201  to  miscellaneous  pamphlets,  reports,  bulletins 
and  the  transactions  of  various  societies.  It  is  thus 
seen  that  magazines  make  up  85  per  cent  of  all 
references,  while  other  sources  contribute  only  a 
scant  15  per  cent. 

Among  the  books  there  are  frequent  references 
to  volumes  published  prior  to  1900.  These  arc 
used  as  source  material  for  historical  references 
and  constitute  15  per  cent  of  the  books  referred 
to.  Among  the  modern  or  near  modern  books 
there  is  a very  decided  scattering,  only  22  volumes 
being  mentioned  more  than  once.  These  22  vob 
umes  are  mentioned  66  times  and  thus  constitute 
16  per  cent  of  all  the  references  to  books. 

Because  of  the  wide  scattering  of  the  references 
among  the  books  the  value  that  should  be  at- 
tached  to  the  few  that  are  mentioned  more  than 
once  is  very  dubious.  About  all  that  can  be  said 
is  that  such  a list  is  interesting,  and  it  is  here 
included. 
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Among  the  bulletins,  special  reports  and  trans- 
actions of  the  various  societies  were  accumulated 
201  references.  Thus  these  are  referred  to  about 
one-twentieth  as  often  as  are  magazines.  It  was 
found  in  this  group  as  in  the  group  of  books  that 
historical  documents  were  the  largest  single  group, 
comprising  14  per  cent.  The  Proc.  of  the  Royal 
Soc.  of  Med.  were  second  with  9 per  cent,  while  the 


Trans,  of  the  Ass’n.  of  American  Physicians  were 
third  with  7 per  cent.  There  were  none  others 
that  accounted  for  over  2 per  cent  of  the  refer- 
ences. 

CONCLUSIONS 

1.  By  subscribing  to  four  magazines  one  can 
obtain  one-fourth  of  all  noteworthy  advances  in 
medicine  in  the  original  article. 

2.  The  leading  50  magazines  contain  70  per 
cent  of  all  noteworthy  original  articles. 

3.  There  is  a distinct  tendency  on  the  part  of 
clinicians  to  underestimate  the  value  of  both  for- 
eign journals  and  those  dealing  exclusively  with 
the  basic  sciences. 

4.  At  the  present  time  German  is  the  most 
valuable  foreign  language  for  the  use  of  a phy- 
sician. 

5.  From  available  data  it  seems  logical  to  con- 
clude that  the  fifty  leading  medical  magazines 
have  at  least  3.5  references  per  thousand  of  circu- 
lation per  five  year  period,  and  that  the  degree  to 
which  they  are  referred  to  bears  little  if  any  re- 
lation to  their  volume  of  circulation. 

6.  In  the  quest  for  source  material  books  are 
refered  to  only  about  one-tenth  as  frequently  as 
magazines. 

7.  Bulletins,  special  reports  and  the  transactions 
of  various  societies  are  referred  to  only  about  one- 
twentieth  as  often  as  magazines.  The  two  societies 
whose  transactions  are  most  frequently  mentioned 
are  the  Royal  Soc.  of  Med.  and  the  Ass’n  of 
American  Physicians. 


Hemorrhage  Into  the  Stroma  of  Both  Ovaries: 
Sequel  of  Mitral  Stenosis.  George  J.  Rukstinat,  Chi- 
cago (Journal  A.M.A.,  May  14,  1932.),  reports  an  in- 
stance of  hemorrhage  into  the  stroma  of  both  ovaries  in 
a fatal  case  of  mitral  stenosis.  In  sections  of  both  ovaries 
the  prominent  feature  was  the  vast  fresh  hemorrhage.  The 
red  blood  corpuscles  were  well  preserved  and  all  vessels, 
arteries,  veins  and  capillaries  were  hugely  distended.  In 
all  sections  the  walls  of  the  arteries  were  intact,  although 
frequently  they  were  entirely  surrounded  by  blood  that 
saturated  the  stroma.  Follicles  in  any  stage  of  develop- 
ment were  few  but  corpora  albicantia  were  in  evidence, 
often  with  multiple  peripheral  bloody  impregnations  con- 
tinuous with  the  interstitial  extravasations.  In  many  re- 
gions nothing  but  blood  was  discernible  in  the  central 
portions  of  the  ovary,  but  toward  the  germinal  regions 
columns  of  blood  cells,  one  cell  wide,  alternated  with  a 
single  layer  of  spindle-shaped  cells  from  the  shredded 
stroma.  The  source  of  bleeding  in  both  ovaries  was  the 
capillaries  and  smaller  veins,  in  many  of  which  actual 
rupture  of  the  vessel  was  demonstrable.  These  vessels 
were  usually  some  distance  from  follicles,  and,  indeed, 
were  best  seen  when  associated  with  small  extravasations 
in  an  otherwise  unchanged  stroma.  It  was  quite  plain 
that  bleeding  from  many  places  in  the  medullary  part  of 
each  ovary  had  converted  them  into  roughly  oval  masses 
with  bloody  propections,  in  shape  somewhat  like  mulber- 
ries. These  excrescences  were  easily  seen  grossly  through 
the  serosa. 
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THE  IRRITABLE  COLON 

A DEFICIENCY  DISEASE* 

John  C.  Brougher,  M.  D. 

VANCOUVER,  WASH. 

The  physician  in  general  practice  is  often  con- 
sulted by  patients  complaining  of  vertigo,  head- 
ache, malaise,  asthenia,  nervous  instability,  numb- 
ness and  tingling  of  hands  and  feet,  twitchings 
of  the  eyelids,  palpitations,  precordial  pain,  shift- 
ing pains  throughout  the  abdomen,  back  and  chest, 
faintness,  insomnia,  creeping  sensation  over  the 
body,  and  hot  and  cold  flashes.  Because  of  these 
peculiar  and  seemingly  unrelated  symptoms,  at 
first  thought  he  feels  he  may  be  dealing  with  a 
neurasthenic.  However,  when  these  complaints 
are  connected  with  such  symptoms  as  anorexia, 
nausea,  pain  in  the  abdomen,  constipation,  gas 
eructations,  distention,  fullness  after  eating,  some- 
times emesis  and  discharge  of  mucus  from  the 
colon,  it  is  evident  that  pathology  is  present. 

Upon  further  questioning,  the  patient  may  state 
that  several  years  previously  she  had  an  opera- 
tion for  chronic  appendicitis,  felt  relieved  for  a 
while  and  then  gradually  grew  worse  and  more 
discouraged.  She  has  been  told  repeatedly  that 
she  was  nervous  but  that  no  organic  lesion  existed. 
She  may  further  state  that  later  her  gallbladder 
was  removed  or  drained,  and  then  after  two 
years  she  had  her  adhesions  broken  up.  but  still 
has  the  same  trouble. 

She  is  unable  to  eat  certain  raw  fruits  or  coarse 
vegetables  because  of  gas  accompanied  by  a full- 
ness and  burning  sensation.  Abdominal  pain  is  a 
more  or  less  constant  symptom,  simulating  organic 
conditions,  such  as  chronic  appendicitis,  cholecysti- 
tis or  peptic  ulcer.  Many  of  these  individuals 
are  subjected  to  laparotomy  with  little  or  no  im- 
provement, and  in  many  instances  the  nervous 
and  abdominal  symptoms  are  more  severe  follow- 
ing surgery. 

Shermant  reported  a case  of  irritable  bowel 
having  symptoms  resembling  those  of  a duodenal 
ulcer;  the  roentgenogram  showed  a definite  de- 
formity of  the  bulb  suggestive  of  duodenal  ulcer. 
The  patient  failed  to  improve  on  the  Sippy  treat- 
ment. After  three  months  he  was  placed  on  bowel 
management  for  irritable  colon  and  given  tincture 

♦Read  before  the  Nineteenth  Annual  Meeting  of  the  Alumni 
Association.  University  of  Oregon  Medical  School.  Portland. 
Ore.,  March  8,  1932. 

(The  parathormone  was  kindly  supplied  by  the  Eli  Lilly 
Co.  and  the  viosterol  by  Mead  .lohnson  and  Co.) 

1.  Sherman,  G.  A.:  Irritable  Bowel:  Confusion  with  Pep- 
tic Dicer.  Report  of  a Case,  J.  Mich.  M.  Soc..  29:768-770, 
Nov.  9,  1930. 


belladonna;  his  symptoms  disappeared  after  a 
short  time. 

The  mode  of  living  and  eating  of  the  present 
generation,  with  the  rush  and  hurry  of  daily 
routine,  lack  of  regular  meals,  proper  foods  and 
daily  bowel  evacuation,  contribute  greatly  to  this 
condition.  The  routine  of  the  individual  superim- 
posed upon  a none  too  stable  nervous  mechanism 
predisposes  to  the  condition  termed,  “irritable 
bowel.”  This  unstable  nervous  system  may  be  in- 
herited or  acquired. 

On  examination  one  finds  a rather  discouraged, 
nervous  individual,  usually  underweight  and 
anemic.  Often  the  tongue  is  coated  and  the 
breath  foul.  The  abdomen  usually  reveals  a pal- 
pable, tender  colon,  especially  along  the  course 
of  the  descending  portion.  The  cecum  sometimes 
feels  distended.  The  hands  and  feet  are  usually 
cold  and  the  skin  very  often  dry.  The  nails  may 
be  brittle.  The  blood  pressure  may  be  low  and 
the  pulse  accelerated.  These  well  recognized  symp- 
toms of  irritable  bowel  or  irritable  colon  dosely 
simulate  the  symptoms  of  mild  or  chronic  para- 
thyroid tetany.  Because  of  the  similarity  of  symp- 
toms, it  has  been  thought  that  a calcium  deficiency 
exists  in  patients  with  irritable  bowel  as  well  as 
in  those  having  tetany. 

Higgins2  states  that  in  tetany  increased  motility 
and  spastic  contractions  of  the  stomach  and  in- 
testines have  been  observed. 

Rhinehart^  advanced  the  theory  that  irritability 
of  the  alimentary  canal  is  a deficiency  disease, 
caused  by  insufficient  vitamine  D or  its  physio- 
logic equivalent  with  a consequent  disturbance  in 
calcium  utilization.  He  describes  the  symptoms 
of  irritability  of  the  gastrointestinal  tract  as  ir- 
regular, fixed  and  shifting  pains  throughout  the 
abdomen,  back  and  chest,  nervous  irritability,  pal- 
pitations of  the  heart,  headaches,  nausea,  vomit- 
ing, constipation,  discharge  of  mucus  from  the 
colon,  distention,  eructations  of  gas,  faintness, 
weakness,  increase  or  loss  of  appetite,  cankers  in 
the  mouth  and  apprehension. 

The  majority  of  these  patients  because  of  con- 
stipation partake  very  largely  of  a bulky  diet, 
thus  receiving  a deficient  amount  of  animal  pro- 
ducts as  meat,  milk,  eggs  or  butter,  all  rich  sources 
of  vitamine  D.  Rhinehart  treats  these  cases  by 
giving  a concentrated  diet,  prdhibiting  bulky  food 

2.  Hippins.  Wm.  H.:  Abdominal  Manifestations  of  Tetany. 
Virginia  M.  Monthly,  56:6.63-658.  Jan.  9,  1930. 

3.  Rhinehart,  B.  A.:  Irritability  of  Alimentary  Canal, 

with  it.s  Treatment,  J.  Arkansas  M.  Soc.,  27:53-58,  Ang  7 
1930. 
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and  cellulose.  He  believes  that  physiologic  consti- 
pation does  not  exist  in  the  presence  of  a con- 
centrated diet  with  sufficient  vitamine  D. 

Infections  have  in  many  cases,  at  least,  lowered 
the  resistance  of  the  bowel.  Exposure,  too  much 
smoking,  bad  water,  ice  water,  and  poor  food  are 
other  predisposing  causes.  Other  etiologic  factors 
that  should  be  mentioned  are  (1)  functional 
neuroses,  (2)  abuse  of  strong  purgatives,  (3) 
disturbance  of  internal  secretion,  (4)  local  inflam- 
matory- changes  in  the  intestinal  wall,  (5)  alco- 
holic liquor,  (6)  drugs,  such  as  arsenic  and  lead, 
(7)  proctitis  and  cry-ptitis. 

A classification  of  functional  disorders  of  the 
colon  by  Spriggs'^  gives  a very  interesting  distri- 
bution of  lesions  or  disorders  of  the  colon  noted 
in  four  thousand  consecutive  cases.  The  largest 
group  consisted  of  disorders  of  tone  and  segmen- 
tation. As  regards  redundancy  of  the  colon, 
Spriggs  recognizes  the  fact  that  large  colons  are 
sometimes  congenital  and  y-et  his  impression  is  that 
much  of  the  redundancy-  seen  is  acquired.  As  he 
suggests,  if  the  muscle  of  the  bowel  is  abnormally- 
relaxed  the  gut  will  be  longer  as  well  as  wider 
and  continued  sluggishness  might  he  expected  to 
lead  to  a gradual  development  of  a state  which 
is  on  the  way  to  what  we  see  in  chronic  obstruc- 
tion. 

Nearly-  every  author  is  agreed  that  the  immedi- 
ate cause  of  functional  disorder  of  the  colon  is 
constipation.  Wilson^  refer  to  the  symptoms  of 
colospasm  as  paroxysmal,  a complaint  occurring 
in  the  mentally  active,  and  especially  at  times 
of  overv.-ork  or  emotional  distre-s  He  describes 
these  attacks  as  being  ushered  in  by  various 
acute  sy-mptoms  such  as  rapid  pulse,  oppression, 
shivering,  vertigo  and  numbness;  these  may-  be 
severe  and  alarming. 

Smith  et  al.^  state  that  a prepyloric  spasm  fre- 
quently accompanies  spastic  colitis.  They-  ob- 
served an  exaggeration  of  the  spasm  by  distending 
the  colon.  In  two  instances  no  barium  was  seen 
to  pass  into  the  duodenum  during  the  period  in 
which  the  colon  was  distended.  The  ty-pe  of  pain 
mentioned  by  these  authors  is  localized  in  the 
epigastrium  and  often  to  the  right  and  above  the 
umbilicus.  It  may  occur  at  intervals  of  from  one 
to  three  hours  after  meals  and  is  described  as  a 

4.  Spriggs.  E.  T.  :Functional  Disorders  of  Colon.  Quart. 
.7.  Med..  24;533-565,  July.  1931. 

5.  Wilson,  T.  S. : Tonic  Hardening  of  the  Colon,  London, 
1927.  Lancet,  215:1316,  1928. 

6 . Smith,  h-.  M.,  Miller.  G.  H.  and  Fowler.  W.  M.:  The 
Gastric  Manifestations  Associated  with  a Spastic  Colon,  J.  A. 
M.  A.  93:1932  1934.  Dec  21.  1929. 


sensation  of  fullness,  burning,  gnawing  or  a cramp- 
like  distress.  These  features  of  discomfort  re- 
semble closely  those  of  a peptic  ulcer.  They-  are 
associated  with  gas  over  the  lower  abdomen  which 
is  not  relieved  by  taking  soda  unless  accompanied 
by  belching.  Gastric  hydrochloric  acid  is  usually 
low. 

Irritable  colon  and  colitis  are  sometimes  thought 
to  have  an  allergic  basis  analogous  with  asthma, 
uticaria  and  angioneurotic  edema".  The  role  that 
the  endocrine  system  plays  in  irritability  of  the 
colon  and  gastrointestinal  tract  is  uncertain,  but 
undoubtedly-  important.  Some  of  the  clinical  sy-mp- 
toms often  attributed  to  mild  hy-perthyroidism 
such  as  nervousness,  fine  tremor,  paresthesias  of 
extremities,  vertigo,  and  fatigue  may-  be  hypopara- 
thyroid  sy-mptoms  associated  with  irritable  colon. 

The  roentgenologic  diagnostic  criteria  by  which 
the  condition  may  be  diagnosed  are  (1)  the 
length  of  the  colon,  and  the  presence  or  absence 
of  redundancy-,  (2)  the  rate  at  which  the  colon 
fills  and  empties,  (3)  the  appearance,  depth  and 
frequency-  of  haustral  markings,  (4)  the  diameter 
of  the  colon  under  a certain  head  of  pressure, 
and  with  filling  of  the  cecum,  (5)  the  absence 
of  sensation  or  the  occurrence  of  distress  to  the 
patient  during  the  passage  of  the  enema. 

TRE.ATMENT 

The  diagnosis  and  treatment  of  this  condition 
assumes  a more  important  consideration  when  it 
is  realized  that  seventy-  per  cent  of  the  patients 
who  consult  the  man  doing  general  medical  prac- 
tice complain  of  sy-mptoms  referable  to  the  gas- 
trointestinal tract.  Eggleston^  found  a ratio  of 
75  females  to  25  males. 

Because  of  the  interesting  similarity-  of  tetany 
to  the  sy-mptoms  manifested  in  irritable  bowel, 
every-  patient  having  such  a condition  was  placed 
on  a routine  designed  to  raise  scrum  calcium  and 
relieve  tetany.  In  a previous  paper  the  author  re- 
ported five  cases  of  parathyroid  tetany-  treated  by- 
viosterol  with  favorable  results^.  If  the  irritability- 
of  the  colon  is  due  to  a vitamine  and  calcium  defic- 
iency, improvement  should  be  noted  when  the  pa- 
tient is  place  on  regime  insuring  a sufficient  amount 
of  these  elements  in  his  diet. 

Treatment  varied  as  to  the  severity-  of  the  clini- 
cal picture.  The  basic  management  consisted  of  a 

7.  .Jordan.  S.  M.  and  Kiefer,  E.  D.:  The  Irritable  Colon. 
.7.  A.  M.  A.  93 :592-59.->.  Ansr.  24.  1929. 

8.  Ect-'leston.  E.  L. : Coliti.s.  The  Spastic  Type.  J.  A. 
M.  A.  91:2049-2052.  Dec.  29,  1928. 

9.  Hroupher.  J.  C.:  Visoterol  (Irradiated  Erposterol)  in 

Treatment  of  Parathyroid  Tetany.  J.  A.  M.  A.  94:471-473. 
Feb.  15.  1930. 
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low  residue,  nonirritating  diet,  essentially  high 
in  mineral  and  vitamine'rich  foods.  Because  of 
vitamine  content  meat  and  milk  are  given  liber- 
ally. All  vegetables  are  put  through  a sieve  or 
ricer  to  remove  the  fibrous  part  until  the  clinical 
condition  improves.  Viosterol,  drops  10,  two  times 
a day,  powders  consisting  of  three  parts  calcium 
gluconate  and  one  part  bismuth  subnitrate  are 
given  in  a dosage  of  one  dram  in  a glass  of  water 
thirty  minutes  after  each  meal. 

If  numbness,  tingling  and  muscle  cramps  were 
predominating  symptoms  or  if  blood  were  present 
in  the  stool,  parathormone,  one  cc.,  was  given 
twice  a week  until  symptoms  of  calcium  deficiency 
disappeared.  Tincture  of  belladonna  was  used  in 
a few  cases  where  colospasm  was  quite  frequent, 
but  better  results  were  obtained  with  parathor- 
mone and  viosterol.  No  enemas  or  cathartics  are 
allowed.  Plain  oil  and  agar  emulsion  is  adminis- 
tered in  dram  dosage  twice  a day  in  water.  Relief 
from  pain  and  constipation  is  usually  experienced 
in  a few  days. 

If  a patient  disregards  his  dietary  instructions 
and  eats  indiscriminately  fresh  fruits,  raw  vege- 
tables and  melons,  thereby  leaving  a large  indi- 
gestible residue  to  ferment  and  irritate  the  bowel 
as  well  as  diminishing  the  intake  of  calcium  and 
vitamine  D,  the  symptoms  or  irritability  may  re- 
turn. However,  these  usually  clear  up  promptly 
when  the  diet  is  corrected. 

Nervous  or  mental  strain,  excitement  and  even 
the  menstrual  period  predispose  to  colon  irritabil- 
ity. The  colon  irritability  at  the  menstrual  period 
may  be  explained  perhaps  by  the  fact  that  mens- 
trual blood,  being  rich  in  calcium  up  to  16  or  18 
milligrams  per  100  cc.  of  blood,  causes  much  cal- 
cium loss^*^.  The  patient  may  experience  head- 
ache, nausea,  gas  and  fatigue.  Usually  parathor- 
mone will  relieve  these  symptoms  but  it  is  import- 
ant to  remember  at  all  times  that  the  patient  needs 
assurance  and  encouragement  from  the  physician. 

Bulgarian  milk  and  lactodextrin  were  used  in 
some  cases  but  any  benefit  derived  could  be  ex- 
plained by  the  calcium  and  vitamine  intake.  Daily 
exercise,  especially  walking,  is  deemed  very  im- 
portant in  correcting  the  functional  irritable  colon. 
In  some  cases  of  constipation  due  to  an  atonic 
colon,  in  patients  having  a low  basal  metabolic  rate, 
benefit  was  obtained  by  thyroid  administration. 
Daily  bowel  evacuation  was  insisted  upon  and  the 
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habit  time  is  of  benefit.  There  were  no  cases  of  food 
allergy  discovered  in  this  series,  although  skin  tests 
were  made  on  those  in  which  there  was  a suspicion 
from  the  history  of  food  allergy.  Elimination  diets 
were  used  in  two  cases  but  no  offending  food  was 
discovered.  These  cases  subsequently  improved  on 
above  named  therapy. 

SUMMARY 

Fifty  cases  of  irritable  colon  have  been  studied 
during  the  time  from  which  the  following  case 
history  reports  were  taken.  Only  a few  histories 
and  examinations  with  treatment  are  presented, 
but  these  are  considered  to  be  typical  of  the  en- 
tire group. 

CASE  REPORTS 

Case  1.  Mrs.  G,  age  36,  married.  Has  two  children 
living  and  well. 

Chief  complaint;  Nervousness,  fatigue,  exhaustion,  gas, 
constipation,  pain  in  left  side,  numbness  and  tingling  in 
hands  and  feet,  vertigo,  halitosis,  sensation  of  a bad 
taste  in  the  mouth  with  a sweetish,  metallic  character. 

Patient  was  well  up  to  the  time  she  had  some  type 
of  dysentery  in  the  Hawaiian  Islands.  Since  that  time 
she  has  had  intervals  in  which  she  feels  fairly  well  and 
then  times  when  she  complains  of  the  above  named  symp- 
toms. 

Past  history  essentially  negative. 

Examination:  Patient  nervous  and  irritable.  Positive 
physical  findings  consist  of  coated  tongue  and  a very 
tender,  palpable  descending  colon  especially  low  in  left 
inguinal  region. 

Laboratory:  Urine  negative.  Blood:  Wassermann  neg- 

ative, hemoglobin  94  per  cent,  erythrocytes  5,040,000, 
leucocytes  11,450,  polynuclear  neutrophiles  68  per  cent, 
small  lymphocytes  28  per  cent,  large  mononuclear  4 per 
cent.  Stool,  watery,  frothy;  blood,  trace;  mucus  negative; 
yeast,  ++. 

Roentgenography:  Spastic  descending  colon.  Patient 

complained  of  burning  sensation  as  barium  entered.  In- 
competent ileocecal  valve.  Marked  ileal  regurgitation. 

Treatment  and  progress:  The  patient  was  sent  to  the 
hospital  for  two  weeks  rest  and  treatment.  She  was  given 
a bland  diet,  plain  oilanagar,  one  dram  twice  a day  in 
a glass  of  water.  Powder  consisted  of  calcium  gluconate 
and  bismuth  subnitrate.  Because  of  the  numbness  and 
vertigo  she  was  given  parathormone  and  viosterol.  In 
three  days  she  was  improved  but  it  was  necessary  to  con- 
tinue parathormone  for  one  month  and  viosterol  for  two 
months.  She  does  not  now  have  spells  of  vertigo  and 
insomnia.  Neither  does  she  have  times  when  she  feels 
as  if  she  were  losing  her  mind  or  sinking  into  space.  Un- 
der some  mental  or  nervous  strain  and  occasionally  at  her 
menstrual  periods  she  may  notice  some  numbness  of  lier 
hands  but  viosterol  invariably  relieves  it.  The  pain  and 
burning  that  she  had  experienced  over  the  abdomen  and 
especially  in  the  left  inguinal  region  disappeared.  The 
patient  had  been  told  that  she  needed  an  operation  be- 
cause the  cause  of  her  trouble  was  either  an  inflamed  tube 
or  a cystic  ovary. 

Case  2.  Miss  X,  age  25,  single. 

Chief  complaint:  Nausea,  sense  of  fullness  after  eat- 

ing. belching,  gas,  burning  sensation  and  pain  below  the 
sternum,  loss  of  weight. 
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History  of  present  complaint:  Patient  perfectly  well 

up  to  nine  months  ago,  when  she  began  having  nausea. 
Has  had  a sense  of  fullness  this  length  of  time.  Belching 
gives  some  relief  and  also  has  tried  bisodol  with  some 
relief.  Has  never  awakened  at  night  with  pain.  Has  no 
hunger  sensation.  She  claims  that  the  pain  has  more  of 
a cramping  character  than  a gnawing  pain.  Fats  make 
this  condition  worse.  Unable  to  eat  apples  and  cabbage 
gives  considerable  distress.  Because  of  this  pain  and  burn- 
ing just  below  the  sternum  the  patient,  being  a nurse, 
thought  she  had  a duodenal  ulcer  or  an  infected  gall- 
bladder. 

Past  history:  Patient’s  general  health  is  good  but  as 

a child  she  at  times  had  spells  of  indigestion  and  consti- 
pation. Has  taken  agar  agar  at  times  and  cascara,  but 
the  latter  causes  her  to  cramp  severely.  Past  history 
otherwise  negative. 

Examination:  Positive  findings.  Patient  tender  over 

the  upper  abdomen  just  below  the  tiphoid  process;  also 
seems  slightly  tender  over  the  pyloric  and  gallbladder  re- 
gion. The  transverse  and  descending  colon  are  palpable 
and  the  latter  half  of  the  transverse  colon  is  rather  tender. 

Laboratory:  Urine  negative.  Gastric  analysis:  Free  hy- 
drochloric, 20.5;  total  acidity,  40;  blood  normal. 

Progress:  The  patient  was  given  a diet  high  in  proteins, 
low  in  fats,  and  starches;  uncooked  vegetables  and  fruits 
except  citrus  were  omitted.  She  was  also  given  plain  oil- 
anagar,  calcium  gluconate  and  viosterol.  Her  nausea  and 
distress  disappeared,  and  she  has  normal  bowel  movements 
daily.  The  burning  sensation  is  entirely  gone  and  she 
seldom  has  any  sensation  of  bloating  after  eating. 

Case  3.  Master  B,  age  13,  white. 

Chief  complaint:  Nausea,  gas,  headache,  weakness, 

cough,  cold  hands  and  feet,  vertigo,  pain  in  abdomen, 
vomiting,  constipation,  night  sweats,  numbness  and  ting- 
ling in  hands  and  feet. 

History  of  present  complaint:  Present  attack  began 

about  three  days  ago  with  pain  in  abdomen,  gas  and 
vomiting.  His  mother  brought  him  to  the  office  because 
of  these  repeated  so-called  bilious  attacks.  She  stated 
that  his  first  attack  came  when  he  was  five  years  of  age. 
Since  then  has  had  such  attacks  every  three  or  four 
months. 

The  patient  has  been  examined  repeatedly  with  the 
usual  diagnosis  of  biliousness  or  indigestion  and  often 
no  treatment  but  castor  oil.  He  has  never  had  a roentgen 
examination.  His  mother  also  stated  that  the  boy  was 
very  apathetic,  did  not  care  to  play  as  other  boys  did 
and  seemed  to  tire  very  easily.  His  father  would  poke 
fun  at  him  and  call  him  a sissy,  and  would  often  whip 
him  for  laziness.  At  times  he  would  have  spells  of  vertigo 
with  his  so-called  biliousness  and  would  become  very  pale, 
and  complained  of  sinking  away  in  space. 

Physical  examination:  Patient  was  very  tall,  thin,  un- 

dernourished, and  presented  an  apathetic,  tired  appear- 
ance. Chief  physical  finding  was  tenderness  over  trans- 
verse and  descending  colon. 

Roentgenography:  Showed  redundant  sigmoid  colon 

and  spastic  descending  colon. 

Laboratory:  Urine  negative;  blood  normal;  stool,  bloody 
mucus,  occult  blood+,  pus  cells+,  mucus+  +. 

Treatment:  Bland  diet,  calcium  and  viosterol,  petrol- 

agar  plain. 

In  ten  days  the  patient  seemed  almost  a different  in- 
dividual. He  had  a ravenous  appetite  and  his  mother 
said  that  he  acted  like  a normal  boy  now.  He  gained  in 
weight  consistently,  became  less  irritable,  and  has  had 
no  more  bilious  attacks  or  fainting  spells.  It  is  unneces- 
sary to  give  him  laxatives  to  get  his  bowels  to  move. 


Case  4.  Miss  S,  aige  10. 

Chief  complaint:  Diarrhea,  cold  hands  and  feet,  ane- 

mia, weakness,  pain  in  abdomen,  cramps,  headache,  skin 
eruption. 

History  of  present  complaint:  About  ten  months  ago 

patient  had  an  attack  of  diarrhea  and  cramps.  Hot  water 
bottle  on  abdomen  and  enema  usually  relieved  gas  and 
pain.  For  past  month  has  had  eruption  on  abdomen  and 
in  axillae  which  itches  badly. 

Past  history:  Has  had  chicken-pox,  measles,  mumps 

and  pyelitis. 

Examination:  Patient  pale,  thin,  undernourished,  and 

languid;  neck  negative,  heart  negative,  lungs  negative, 
abdomen  thin,  no  papable  masses,  tender  over  descending 
colon. 

Laboratory:  Urine  negative,  blood  negative;  stool 

watery,  light  brown,  fibres  of  undigested  food,  blood 
positive. 

Progress:  On  bowel  movement  and  use  of  petrolagar, 
viosterol  and  calcium  gluconate,  patient  recovered  and 
had  only  one  or  two  spells  of  cramping  and  diarrhea. 
These  only  lasted  a short  time  and  she  now  has  gained 
in  weight  and  is  very  bright  and  active.  Her  mother  is 
indeed  grateful  because  the  child  does  not  complain  of 
bloating  every  time  she  eats  and  it  is  unnecessary  to  give 
her  any  more  enemas  or  castor  oil. 

Case  5.  Mrs.  D,  age  32,  married. 

Family  history  negative. 

Chief  complaint:  Gas,  sense  of  fullness  after  eating, 

nervousness,  pain  in  lower  part  of  back,  nausea,  consti- 
pation, bitter  taste  in  mouth,  ribbon-shaped  stools. 

History  of  present  complaint:  Patient  in  good  health 
up  to  twelve  years  ago  when  she  had  a ruptured  appen- 
dix. Two  years  later  was  again  operated  upon  for  gall- 
bladder adhesions.  Three  years  later  she  had  third  oper- 
ation for  removal  of  ovarian  cysts  and  adhesions.  Follow- 
ing the  first  operation  she  became  very  nervous.  Since 
her  first  operation  enemas  distress  her  and  has  always 
had  the  uncomfortable  sensation  of  flatulence  after  eating 
but  gallbladder  operation  did  not  relieve  it.  There  has 
been  some  mucus  in  her  stool  since  the  second  operation. 

Past  history:  General  health  good  up  to  1919.  Has 

spells  of  vertigo  and  feels  as  if  floating  about  in  space. 
She  is  constipated  and  has  some  mucus  in  stool.  Com- 
plains of  palpitations  at  times.  Has  slight  edema  of  ankles 
and  puffiness  under  eyes  occasionally.  She  is  annoyed 
with  numbness  and  tingling  in  hands  and  feet.  The  ex- 
tremities are  usually  cold. 

Examination:  Patient  is  very  tender  over  cecum,  as- 

cending, transverse  and  especially  the  descending  colon. 

Laboratory:  Stool  mucous,  vegetable  fibres,  few  yeast 

cells.  Gastric  analysis:  Free  acid  42,  total  66,  mucus  +. 
Urine  negative.  Blood  83  per  cent,  reds  3,960,000,  whites 
5,800,  small  lymphocytes  43  per  cent,  polys  52  per  cent. 

Progress:  Patient  placed  on  bland  diet,  calcium  glu- 

conate and  bismuth  subnitrate  powders,  viosterol  and 
plain  oilanagar.  Stools  now  daily  and  regular,  normal  in 
size  and  shape.  She  has  no  nausea  or  burning  sensation 
and  has  very  little  gas.  She  is  still  nervous  but  much 
less  so  and  is  gaining  in  strength  and  weight. 

Case  6.  Mrs.  F,  age  41,  married. 

Chief  complaint:  Gas,  constipation,  ribbon-shaped 

stools,  mucus  in  stool,  nervousness,  headache,  vertigo, 
periodic  spells  of  enterospasm,  and  numbness  and  ting- 
ling of  hands  and  feet. 

History  of  present  complaint:  Patient  has  had  gas 

since  just  a girl;  at  times  has  taken  soda  and  if  she  could 
belch  would  get  some  relief.  When  twenty-two  years  of 
age  she  had  very  severe  acute  indigestion,  following  severe 


June,  1932 


COLITIS — BROOKE  AND  DIXON 


281 


constipation.  Since  then  she  has  had  periodic  attacks  of 
acute  gas  attacks.  Apparently  she  is  worse  at  night  and 
belchs  more.  If  able  to  vomit,  relief  is  obtatined  from 
the  gas  and  distress.  At  times  she  seems  to  have  hunger 
sensations.  Occasionally  has  slight  pain  after  eating.  This 
pain  and  nausea  after  eating  have  only  been  present  for 
about  a year.  For  about  six  months  she  took  acidine  and 
seemed  to  get  a little  relief.  Has  never  had  tarry  stools. 
She  has  been  told  by  different  physicians  that  she  needed 
to  have  her  gallbladder  removed,  and  has  also  been  given 
magnesium  sulphate  for  months  at  a time  and  has  also 
taken  caroid  and  bile  tablets  in  large  quantities. 

Family  history  essentially  negative. 

Personal  history  negative  except  that  she  has  trouble 
in  sleeping  if  the  gas  is  very  bad. 

Examination:  Essentially  negative  except  that  she  is 
tender  over  the-  colon  and  especially  the  transverse  and 
descending  portions. 

Laboratory  work:  Wassermann  negative,  urine  nega- 

tive, blood  count  normal,  gastric  analysis,  free  acid  27, 
total  70. 

Roentgenography:  Barium  enema  revealed  a typical 

picture  of  an  irritable  colon. 

Patient  was  placed  on  a bland  diet  and  given  oilan- 
agar,  viosterol  and  parathormone.  After  the  first  injec- 
tion of  parathormone  her  numbness  and  tingling  disap- 
peared. Later  it  returned  but  viosterol  relieved  it  and 
she  often  commented  how  gratifying  it  was  to  have  vios- 
terol  available  that  could  releive  her  numbness. 

Progress:  In  a week's  time  the  patient  felt  greatly 

relieved.  Had  much  less  gas  and  said  that  she  was  not 
nearly  so  nervous  and  the  numbness  and  tingling  had 
returned  but  on  taking  viosterol  again  these  disappeared. 

Case  7.  Mr.  D,  age  35,  married. 

Chief  complaint:  Gas,  bloating  after  eating,  vertigo, 

nausea,  nervousness,  sensation  of  falling,  weakness,  pal- 
pitations, numbness  and  tingling  in  hands  and  feet. 

History  of  present  complaint:  Two  years  ago  patient 

had  first  attack  of  burning  sensation  in  abdomen  follow- 
ing the  grape  season.  He  had  eaten  a very  large  amount 
of  grapes.  Shortly  after  this  he  began  having  periodic 
spells  of  pain  over  the  right  lower  quadrant.  He  soon 
found  that  he  was  unable  to  eat  cabbage,  weiners  or 
pickles.  Three  months  before  coming  to  the  office  he 
had  had  twelve  colonic  irrigations  but  did  not  improve. 
Two  months  later  he  had  an  appendectomy  but  still  had 
gas,  bloating  and  vertigo. 

Physical  examination:  General  appearance:  patient 

well  developed  and  moderately  well  nourished.  Apparent- 
ly rather  a nervous  individual.  Head  and  chest  negative. 
Abdomen,  descending  colon  palpably  tender.  Rectal,  two 
small  internal  hemorrhoids.  There  is  considerable  inflam- 
mation of  the  rectum.  The  anal  sphincter  is  spastic. 

Laboratory:  Urine  negative,  stool  positive  for  blood, 

mucus  and  pus.  Gastric  analysis,  free  hydrochloric  acid 
20,  total  30. 

Roentgenography:  Irritable  colon. 

Treatment:  Patient  placed  on  a bland  diet,  powders 

of  calcium  gluconate,  bismuth  subnitrate,  viosterol  and 
advised  more  exercise.  Because  of  numbness,  parathor- 
mone, 1 cc.  was  given  twice  weekly  for  three  weeks  un- 
til patient  felt  much  improved.  Now  he  is  able  to  study 
and  perform  office  work  better  than  since  the  onset  of 
his  trouble. 

I have  not  desired  to  leave  the  impression  that 
calcium,  viosterol  or  parathormone  can  cure  every 
case  of  irritable  colon,  but  I do  believe  the  results 


obtained  in  this  series  of  patients  warrant  a fur- 
ther use  of  the  treatment  as  outlined.  Because  of 
the  emphasis  placed  on  the  calcium  factor  in  re- 
ducing muscle  spasticity  and  relieving  symptoms 
of  tetany,  I do  not  wish  to  minimiiic  the  other 
important  causes  of  irritable  colon. 

Early  recognition  of  these  cases  with  adequate 
dietary  and  medical  treatment  will  prevent  many 
operations  for  chronic  appendicitis,  and  will  lessen 
the  number  of  dissatisfied  patients  seeking  relief 
in  the  office  of  some  nonmedical  practitioner. 


SHADOW-BOX  COLITIS* 

Banner  R.  Brooke,  M.  D. 

William  Dixon,  M.  D. 

PORTLAND,  ORE. 

The  roentgen  study  of  colonic  conditions  by 
opaque  enemas  is  one  of  our  accepted  diagnostic 
aids.  The  procedure  of  investigation  by  this 
method  has  become  so  common  that  it  is  routine 
in  practically  every  office,  clinic  and  hospjtal. 
The  colonic  shadow  is  familiar  to  any  doctor,  to 
most  of  the  cultists,  pathists  and  quacks.  In  fact, 
many  of  the  laity  know  their  colon  films  quite 
well. 

However,  solely  for  the  purpose  of  illustrating 
some  remarks  concerning  the  rather  common  con- 
dition known  as  shadow-box  colitis,  let  us  show 
a few  roentgen  films  of  usual  colonic  conditions 
demonstrated  by  barium  enema.  We  shall  run 
through  these  slides  quickly  so  that  we  may  have 
these  pictures  in  mind  for  purposes  of  compar- 
ison. 

Fig.  1.  The  typical  simple  colitis. 

Fig.  2.  Spasticity  or  irritability,  right  and  middle. 

Fig.  3.  Three  exposures  on  one  plate  to  show  the 
tremendous  irritability  of  the  former  case,  1 , 10  second 
exposure,  intervals  of  five  seconds. 

Fig.  4.  Another  picture  of  the  same  common  condi- 
tion. 

Fig.  5.  Another  case  of  irritability. 

It  is,  of  course,  well  known  to  all  that  these 
conditions  of  colonic  irritability  arc  readily  treated 
by  smooth  diet  and  the  use  of  antispasmodics, 
usually  belladonna.  The  results  of  this  procedure 
have  apparently  satisfied  the  profession  and  we 
pass  this  condition  now  with  no  further  comment, 
for  the  purpose  of  considering  the  similar  and 
more  obstinate  ailment  known  as  “shadow-box 
colitis.” 

The  term  “shadow-box”  calls  to  some  minds  the 
picture  of  a perspiring  athlete  who  swings  his 
arms  at  an  imaginary  opponent.  In  the  brain 
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Fig.  1.  Simple  colitis,  produced  by  overfilling  with  pres- 
sure. 

Fig.  2.  Right  sided  and  traverse  irritability  (spasticity). 
Produced  by  defecatory  strain  and  restraint. 

Fig.  3.  The  same  with  three  exposures  on  one  film  to 
show  more  clearly  the  intensity  of  the  spasm.  (1-10  second 
exposure,  intervals  of  5 seconds). 


Fig.  4.  Descending  limb  in  fibrillation,  produced  by  in- 
serting a test  tube  filled  with  hot  water  (110°)  into  anus. 

Fig.  5.  -\nother  ' spastic  shadow."  jiroduced  by  defectory 
strain  with  restraint. 

Fig.  6.  Save  for  considerable  sigmoid  redundancy,  not  a 
bad  colonic  shadow,  but  a very  bad  case  of  colitis. 


cells  of  some  others  the  words  may  mean  a bit  of 
frosted  glass  set  in  a frame,  with  an  electric  bulb 
behind,  in  other  words,  an  illuminating  cabinet 
for  the  examination  of  roentgenographic  films. 

In  the  field  of  medicine,  considering  particular' 
ly  the  syndrome  called  colitis,  one  finds  the  term 
shadow'box  applicable  in  both  senses.  The  ilium' 
inated  box  outlines  a shadow  and  a doughty 
physician  makes  savage  onslaught  upon  his  invis' 
ible  and  frequently  nonexistent  foe. 

For  the  purpose  of  illustrating  the  common  and 
quite  baffling  condition  known  as  shadow'box 
colitis,  let  us  examine  the  former  slides  again, 
with  the  additional  information  of  personal  hiS' 
tory  and  clinical  data. 


Case  1.  A healthy  medical  student,  whose  total  free' 
dom  from  colonic  or  rectal  pathology  and  lack  of  any 
colitis  history  and  symptom  render  him  an  excellent  sub- 
ject for  our  purpose.  The  classic  shadow  was  produced 
solely  by  overfilling  his  colon  and  producing  pressure. 

Case  2.  Another  healthy  specimen,  a medical  student 
who  was  given  a barium  enema  and  then  told  to  exercise 
defectory  strain  with  restraint. 

Case  3.  The  same  case  with  mild  rectal  dilatation 
to  produce  spasm  (three  exposures  on  one  film). 

Case  4.  A similar  case,  a test  tube  filled  with  water 
at  110°  inserted  in  anus. 

Case  5.  Another  sad  case  of  a normal  medical  student 
badly  affected  with  shadow-box  colitis. 

It  is  unnecessary  to  show  the  kind  of  shadows 
from  anal  and  rectal  pathology,  from  piles,  fis- 
sure, abscess,  fistula,  contracture,  papillitis,  polyp, 
crypt,  proctitis  and  other  minor  conditions  of  the 
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sphincteric  area.  These  latter  cast  sad  images  in- 
deed. Their  colonic  shadows  show  most  aggra- 
vated colonic  disturbance. 

In  a series  of  experiments  carried  out  upon  nor- 
mally healthy  medical  students,  the  authors  were 
amazed  at  the  ease  with  which  peculiar  colonic 
outlines  could  be  shown  by  minor  adjustments  in 
technic.  Assuming  that  a percentage  of  these 
volunteers  did  have  some  discreet  colonic  mal- 
function, yet  it  became  quite  evident  that  an  ob- 
scure and  baffling  physical  disorder  might  readily 
be  ascribed  to  an  innocent  bowel.  An  odd  or  un- 
usual shadow  on  screen  or  film  is  too  often  re- 
garded as  the  end  of  the  diagnostic  search. 

Years  ago  there  used  to  be  found  in  ever  doc- 
tor’s office  a large  waste  basket  in  a conspicuous 
corner.  It  was  labeled  neurasthenia,  and  patient 
after  patient  was  tossed  therein.  A basket  fouled 
with  so  much  waste  naturally  became  offensive 
after  years  of  overuse.  Now  each  medic  has 
secured  one  of  the  newer  type,  labeled  colitis, 
fully  as  commodious  and  quite  as  often  used,  in 
fact  overused.  It  begins  to  appear  that  colons  are 
being  overdone.  It  is  a frequent  occurrence  now- 
adays to  meet  in  almost  any  physician’s  office  a 
solemn  faced  neurotic  who  is  loaded  to  the  muzzle 
with  deadly  nightshade  and  slippery  food.  He 
has  had  an  opaque  enema  and  the  diagnosis  has 
been  given.  He  has  been  told  that  he  has  colitis. 
His  diet  is  very  smooth,  consisting  of  any  edible 
that  slides  suavely  through  a sieve,  with  a bit  of 
belladonna  on  the  side.  His  is  truly  an  unhappy  lot. 

Now  it  is  quite  possible  that  all  physicians  arc 
more  or  less  aware  of  this  situation.  Naturally 
many  roentgenologists  have  long  been  cognizant 
of  it.  It  may  be  that  the  abnormal  colonic 
shadow  is  quite  easily  produced.  Possibly  it  is  so 
easily  produced  that  it  is  difficult  to  avoid.  It 
is  probably,  furthermore,  not  decisively  diagnostic 
of  anything,  anyhow.  It  certainly  does  not  call 
for  a lifelong  sentence  to  antispasmodics  and 
sieved  diet. 

The  word  colitis  has  become  almost  as  broad 
as  the  medical  horizon.  Nowadays  it  seems  to 
mean  any  alimentary,  neaurologic  or  other  condition 
existing  alongside  of  an  atypical  colonic  shadow.^ 
The  aforesaid  shadow  may  demonstrate  a lack  of 
haustrations  in  a certain  colonic  area  or  too  many 
elsewhere,  the  shadow  may  be  too  mobile  or  too 
immobile,  too  high,  too  low,  too  thin,  too  thick, 

1.  Brown,  P.  \V.:  Colitis  and  So-Callfd  Colitis  (Mayo  re- 
ports ) . 


too  much  or  too  little.  All  such  findings,  in  a 
great  measure,  depend  upon  the  technic  of  the 
roentgenographer,  his  experience  and  knowledge. 
And  in  the  end  such  findings  may  amount  to 
very  little  in  purely  functional  cases,  when  meas- 
ured beside  a painstaking  clinical  investigation  of 
the  individual  patient.  Certainly  a barium  progress 
meal  should  be  given  to  check  the  findings.  (Fig. 
6.  Bad  case  of  colitis.  Good  colonic  shadow  with 
opaque  enema) . 

The  belladonna  and  mush  treatment  is  not  the 
cure-all  that  many  suppose.^  There  are  possibly 
fewer  colonic  cases  benefited  by  the  foregoing 
procedure  than  by  high  caloric  diet.  Also  there 
are  likely  fewer  irritable  colonic  cases  than  there 
are  of  stasis. 

A more  searching  study  of  the  patient  behind 
the  shadow  has  shown  some  cases  of  shadow  box 
colitis  to  be  Grave’s  disease.  Others  are  diverti- 
culosis,  duodenal  diverticula,  duodenal  ulcer  or  di- 
latation. Far  more  commonly  we  have  varieties 
of  anal  and  rectal  pathology,  especially  anal  fis- 
sure, ulcer  or  stenosis.^ 

It  is  time  that  the  profession  realize  the  sad 
joke  of  shadow-box  colitis.  It  is  time  that  we  in- 
sist upon  more  exact  and  careful  colonic  study 
and  diagnosis.  We  have  real  conditions  to  deal 
with  in  the  great  class  called  colitis,  conditions 
that  require  more  than  a barium  enema  for  recog- 
nition. It  is  time  that  we  refuse  to  accept  the 
shadow  for  the  substance.  In  addition,  we  have 
real  weapons  to  fight  these  real  and  tangible  con- 
ditions. As  it  is,  there  can  be  no  question  that 
we  are  far  too  often  resorting  to  atropa  belladonna 
and  screenings. 

But  what  is  there  to  do?  A short  consideration 
of  some  remedial  measures  directed  at  this  state 
of  affairs  is  perhaps  not  amiss.  And  first  comes 
a consideration  of  some  of  the  things  that  influ- 
ence colonic  motility,  spasm,  and  peristalsis.  Brief- 
ly let  us  set  down  some  factors  that  are  herein 
concerned : 

1 . Emotional  disturbances. 

2.  Distension. 

a.  Technical  (pressure). 

b.  Gaseous  (question  of  diet,  nervousness,  prepar- 
ation). 

c.  Anatomic  (obstruction,  new  growth,  congenital 
anomaly) . 

?.  Heat  and  cold  (thermic). 

2.  Barkrr.  L.  F. : On  the  of  Si)astir  ('(*lon 

and  Mucous  (^olopathy,  Ksj)Ocia)]y  in  Hvpcrva  Liotonic  Per- 
sons. Ain.  .].  M.  Sc.  178:606-61.').  1929. 

Barker.  L.  F. : On  the  Concomitants  of  Intestinal  Mal- 
ady ('omnionly  Known  as  Mucous  C’olitis.  Proc.  Internat.  As- 
semh.  Interstate  Post-Grad.  M.  A.  North  America  (1928), 
526-530.  1929. 
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Fig.  7.  Shows  a large  colon  that  we  could  not  show 
completely  upon  a single  film.  The  medical  student  was 
asked  to  contract  his  abdominal  muscles  only. 

Fig.  8.  Observe  how  the  colon  shadow  contracted  into 
the  field  with  room  to  spare. 


4.  Drugs. 

5.  Anal  or  colonic  pathology. 

6.  Kinks,  bands,  adhesions,  ptoses,  diverticula,  etc. 

7.  Muscular  tension  (abdominal). 

8.  Physical  condition  of  patient  (general). 

No  doubt  there  are  other  factors  fully  as  im- 
portant. However  that  may  be,  a consideration 
of  the  above  mentioned  factors  gives  certain  def- 
inite suggestions.  The  effect  of  the  emotional  con- 
dition of  the  patient  cannot  be  overestimated.  The 
organ  is  under  the  control  of  the  sympathetic 
nerv'ous  system  which  is  the  register  of  the  human 
emotions.  The  emotional  state  is  a legitimate  fac- 
tor of  consideration  here  just  as  it  is  in  basal 
metabolic  calculations  or  cardiography. 4 The  effect 
of  emotional  disturbances  on  blood  and  urine  sugar 
is  acknowledged.  It  is  quite  probable  that  in  the 
colonic  field  this  sympathetic  factor  is  considerable. 
It  was  not  in  any  sense  noticeable  in  the  medical 
students  who  were  voluntary  victims  of  these  ex- 
periments. 

Distension  should  be  watched  carefully.  Mod- 
erate pressure  should  be  maintained  in  filling.  If 
a pressure  spasm  is  started  it  may  endure  for 
many  minutes.  5 If  gas  or  fecal  distension  already 
exist  in  the  colon,  the  shadow  may  be  deceptive 
and  perhaps  worthless.  A preparatory  diet  or  a 
routine  food  withdrawal  management  during  the 
day  or  two  preceding  is  helpful.  The  colon  should 

4.  Gatewood.  W.  K.:  Mechanics  of  Colon,  Northwest  Med. 
29:1-7,  Jan.,  1930. 

5.  Kantor.  J.  L. : A Clinical  Study  of  Some  Common  An- 
atomical Abnormalities  of  the  Colon.  .-Vm.  .1.  Roentgenol.  I. 
II.  Ill,  IV.  V,  VI.,  1924-1930. 
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be  cleansed.  Anatomic  distension 
may  be  the  result  of  such  condi- 
tions as  newgrowth,  adhesion,  con- 
striction or  congenital  anomaly.  6 

The  effect  of  heat  and  cold  has 
long  been  recognized.  A change 
of  even  a few  degrees  has  its  ef- 
fect in  animal  experimentation  up- 
on peristaltic  activity.  Consequent- 
ly all  roentgen  enemata  should  be 
of  uniform  temperature  at  the  en- 
e m a - 1 i p,  and  the  temperature 
should  be  closely  guarded. 

All  drug  treatment  should  be 
stopped  for  a period  before  ex- 
amination. Drugs  that  are  particu- 
larly noticeable  in  peristaltic  ex- 
perimentation are  all  cathartics, 
belladonna,  ergot,  birmuth  (which 
casts  a shadow  on  the  screen),  nitrites,  mercury 
and  many  others." 

The  most  careful  exclusion  of  anal,  rectal  and 
colonic  pathology  must  be  practiced.  Kinks,  bands, 
adhesions,  ptoses  or  diverticula,  which  produce  ei- 
ther irritability  or  distension,  are  especially  to  be 
remembered.  Muscular  tone  of  the  abdominal  wall 
must  be  noted.  The  effect  of  contracted  abdom- 
inal muscles  is  a much  more  noticeable  factor 
where  there  is  tonus  than  where  there  is  flaccid- 
ity,  such  as  exists  in  asthenic  conditions,  following 
abdominal  operations  or  after  labor  (figs.  7 and 
8). 

The  general  physical  condition  of  the  patient 
is  a matter  for  legitimate  inquiry.  For  instance, 
one  might  expect  an  excited  colon  in  Grave’s 
disease,  hyperacidity,  gallbladder  disease  and  many 
other  conditions.  8 A most  notable  case  that  went 
the  rounds  in  the  Northwest  was  cured  after  a 
urologist  had  dilated  a strictured  area  in  a ureter. 
A wise  roentgenologist  will,  of  course,  inquire 
concerning  the  clinical  condition  of  the  patient. 
This  is  certainly  called  for.  The  roentgenologist 
is  a physician  interested  in  the  problem  of  diag- 
nosis. He  should  be  and  frequently  is,  as  a mat- 

6.  Weber.  H.  M.:  Factors  of  Krror  in  the  RoentjjenoloKic 
Diajfnosis  of  Diseases  of  Crlon.  Radiology.  14:460*467.  May. 
1930. 

7.  Upson.  W.  O. : Technique  for  Roenttrenolotrical  Study 
of  the  Colon.  Am.  J.  Roentkenol.  16:419-426.  Nov..  1926. 

8.  Fortis.  S A.:  Clinical  Si^nificanc**  of  Roentjrenolojric 
Finding?*  of  Nonmalijrnant  (’olon.  Radiolopv.  15:681-6‘*4. 
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ter  of  fact,  the  wisest  physician  of  us  all.  We 
should  give  him  a fair  chance  at  any  data  that 
will  help  him  to  help  us.  Such  care  on  his  part 
and  on  ours  will  correct  the  sad  condition  that 
Bargen  and  Brown  report  at  Rochester,  several 
thousand  cases  coming  to  The  Mayo  Clinic  mis- 
called colitis^.  I wonder  how  many  of  these 
brought  along  with  them  a colon  barium-enema 
film. 

Our  quest  as  physicians  is  always  to  be  more 
exact,  more  certain  and  more  precise.  If  we  are 
more  precisely  and  exactly  to  understand  and 
more  intelligently  and  effectively  to  treat  the 
whole  host  of  people  now  suffering  from  shadow- 
box  colitis,  from  slippery  diet  and  deadly  night- 
shade, there  are  certain  necessary  requirements. 
Among  these  are  more  careful  roentgen  technic 
and  diagnosis,  more  careful  clinical  study  and 
observation,  and  a wise  cooperation  between  pa- 
tient, attending  physician  and  roentgenologist.  It 
is  only  by  such  means  that  we  may  be  able  to 
penetrate  beyond  the  colonic  malfunction  to  its 
cause. 

A patient  disturbed,  frightened,  uncooperative 
or  rebellious  is  not  a good  subject  for  colonic 
roentgen  enema.  Technic  in  the  matter  of  pres- 
sure, preexamination  preparation,  temperature  and 
other  physical  factors  must  be  careful  and  uni- 
form. The  diagnostic  conclusion  of  the  roentgen- 
ologist is  necessarily  a conclusion  based  upon  com- 
parative experience  and  observation.  A change 
from  the  exact  uniformity  of  physical  conditions 
may  cause  him  to  err  unnecessarily.  These  factors 
of  error  are  his  to  avoid.  The  factors  of  clinical 
examination,  history  and  observation,  the  attitude 
of  the  patient  in  large  measure,  and  all  matters 
pertaining  to  coexisting  disease  and  anatomic  and 
pathologic  influences  are  certainly  the  function  of 
the  doctor  intelligently  cooperating  on  the  case. 
Both  physician  and  roentgenologist  should  watch 
the  enema  and  progress  meal  under  the  fluoro- 
scope.  There  is  more  to  be  learned  from  the 
screen  than  from  the  film. 

Some  conclusions  that  these  observations  and 
experiences  induce  are: 

1.  Malfunction  of  the  colon  is  more  than  the 
roentgen  shadow  of  a barium  colon. 

2.  The  barium  colonic  roentgenogram  is  more 
negatively  than  positively  valuable.  In  other  words, 
the  roentgenogram  is  of  more  use  in  showing  ab- 

9.  Bargen.  J.  A.;  Conditions  Commonly  Called  Colitis.  A. 
J.  Roentgenol.  25:308-313,  March,  1931. 


sence  of  anatomic  lesion  than  in  clinching  a diag- 
nosis of  functional  colonic  disorder. 

3.  In  functional  investigation  the  opaque  meal 
is  likely  more  informative  than  the  enema,  but 
both  are  desirable. 

4.  Colonic  diagnosis  is  not  solely  the  field  of 
the  roentgenologist. 

5.  There  is  no  routine  colonic  management. 
On  the  other  hand,  it  is  possible  that  there  is  no 
field  of  medicine  that  requires  so  much  individual 
study  and  such  particularized  therapeutic  atten- 
tion. 

6.  The  word  colitis  is  not  the  name  of  a spe- 
cific disease,  but  rather  a general  term  applied 
loosely  to  all  forms  of  colonic  malfunction.  In 
the  field  of  diagnosis  it  is  not  an  end  but  a 
beginning. 


THE  GREAT  OMENTUM  AND  OMENTAL 
THROMBOSIS* 

A.  Holmes  Johnson,  M.  D. 

PORTLAND,  ORE. 

Historically,  the  greater  omentum  has  been  a 
subject  of  medical  interest  for  3600  years  and  is 
still  an  organ  of  profound  mystery.  At  that 
time,  according  to  an  account  by  Bloomhardt, 
Andrews  and  Hetherington,  Egyptian  priests,  while 
embalming  bodies,  would  tell  fortunes  by  this 
organ.  If  the  relatives  were  well-to-do,  these 
would  be  of  good  “omen”  which,  with  the  Egyp- 
tian suffix  “um”,  gives  it  its  name.  Hippocrates 
(460-385  B.  C.)  wrote  of  it  as  the  regulator  of 
the  fluid  content  of  the  peritoneal  cavity.  Aris- 
totle (384-322  B.  C.)  thought  it  to  be  a light 
membrane  covering  the  intestines  to  preserve  the 
innate  heat  of  the  body,  a view  accepted  and  ex- 
panded by  Galen.  John  Meckel  (1714-1744)  gave 
the  nature,  origin  and  anatomy  of  the  mesogastri- 
um.  Malpighii  (1628-1694)  considered  it  the 
cause  of  ascites  and  the  storehouse  of  fat.  Mystic 
theories  have  been  numerous.  Fabricus  thought 
it  to  be  the  “seat  of  those  winds  which  so  torture 
hypochondriacs,”  and  Cordeus  taught  it  to  be  a 
second  stomach  or  food  reservoir  similar  to  that 
in  ruminant  beastsi. 

Emhryologically,  the  greater  omentum  appears 
first  as  a mesentery  of  the  stomach  with  the  same 
structural  characteristics  as  the  mesentery  of  the 
small  intestines.  There  are  two  laminae  of  meso- 

*Read  before  the  Fifty-Seventh  Annual  Meeting  of  Oregon 
State  Medical  Society,  Eugene,  Ore.,  Oct.  22-24,  1931. 

1.  Hertzler.  A.  E. : Diseases  and  Injuries  of  the  Great 
Omentum.  The  Peritoneum,  2:743-763.  C.  V.  Mosby,  1919. 
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thelium  with  connective  tissue,  between  which  are 
found  the  blood  vessels.  With  the  rotation  of  the 
stomach  a growth  center  of  its  own  is  demonstrated 
independent  of  the  stomach  movements-.  With  the 
formation  of  the  lesser  sac  its  floor  is  extended 
downward  to  form  a broad  fold  in  front  of  the 
transverse  colon  and  small  intestine.  About  the  time 
of  birth  or  soon  after  adhesions  occur  to  transverse 
mesocolon  and  colon,  between  the  surfaces  of  the 
mesogaster.  The  portion  of  the  mesogaster  extending 
caudally  from  the  transverse  colon  constitutes  the 
great  omentum.  Histologic  changes,  meanwhile,  arc 
deposit  of  fat  and  masses  of  lymphoid  cells  between 
the  mesothehal  layers.  During  childhood  the 
omentum  continues  to  grow  downward  with  much 
deposition  of  fat  and  the  structure  becomes  very 
vascular.  The  fat  increases  as  the  body  fat  and 
decreases  in  wasting  diseases^. 

Histologically,  the  structure  is  a serous  mem' 
brane  made  up  of  a delicate  layer  of  fibroclastic 
tissue,  although  with  few  fibers  and  scant  nuclei, 
which  supports  the  mesothelium  and  is  markedly 
eosinophilic  in  reaction,  a syncytial  network  which 
contains  lymph  channels  at  tw'enty  centimeters,  al- 
though these  degenerate  so  that  they  probably 
never  function  as  a drainage  system  for  the  struc- 
ture. The  covering  of  the  stroma  consists  of  en- 
dothelial cells. 

Grossly,  the . structure  is  a smooth,  glistening 
membrane  containing  slender  blood  vessels,  the 
larger  arteries  always  surrounded  by  much  fat.  It 
it  attached  to  the  stomach  and  transverse  colon, 
hanging  apron-like  from  these  structures,  four  lay- 
ers of  peritoneum,  between  which  are  found  ar- 
teries, veins,  fat  and  fibrous  tissue.  The  periton- 
eum from  the  liver  caudad  divides,  the  anterior 
layer  going  down  in  two  folds  which  divide  and 
pass  around  the  stomach,  uniting  again  at  the  in- 
ferior border  and  continuing  downward  to  pelvis 
and  back  again  posteriorly  to  the  transverse  colon, 
thus  forming  four  layers. 

The  arteries  in  the  anterior  leaf  originate  from 
the  gastroepiploic,  six  or  eight  branches  dipping 
downward  with  the  omentum  and  anastomosing 
with  those  of  the  posterior  leaflet  originating  from 
the  arteries  of  the  colon  or  pancreas.  The  vessels 
are  extremely  slender  normally  and  toward  the 
periphery  send  off  numerous  branches  almost  at 
right  angles,  arteries  being  accompanied  by  veins 
•w'hich  empty  into  the  portal  system.  There  are 

2 Poynter,  C.  W.  M. : Concernin^2:  Great  Omentum.  M. 

Clin.  North  America.  12:499-505.  Sept..  1928. 

Kallius,  E.:  Editor,  Zeitschrift  fur  Anatomie  und  En- 
twicklunj^s  Geschichte. 


many  avascular  areas  which  are  nourished  by  im- 
bibition, constituting,  according  to  Bloomhardt, 
one-half  to  three-fourths  of  the  free  surface  of  the 
organ.  In  peritonitis  little  vessels  are  thrown  into 
this  avascular  area,  making  it  soon  highly  vascular, 
which  fact  plays  a large  part  in  combatting  infec- 
tion. The  anastomosis  is  directly  to  veins  making 
the  organ  almost  devoid  of  capillaries.  The  chief 
lymph  glands  follow  the  blood  vessels.  Soon  small 
channels  seem  to  open  to  the  surface  with  sphinc- 
teric  action.  Numerous  lymph  glands  are  found 
at  the  upper  border.  A good  nerve  supply  is 
derived  from  the  nerve  trunks  of  the  stomach  and 
transverse  colon. 

The  ommtum  has  no  normal  position  in  the 
abdomen.  In  ten  per  cent  it  is  reasonably  spread 
out  over  the  intestines;  in  others  is  is  tucked 
under  the  liver  or  between  the  folds  of  small  in- 
testine or  against  the  stomach.  According  to 
Higgins  and  Bain  the  omentum,  after  partial 
excision,  can  regenerate  to  its  original  si^e-i. 

Its  physiology  is  still  shrouded  in  mystery. 
Many  functions  have  been  ascribed  to  it  by  var- 
ious authors.  The  earliest,  that  of  a thermal  and 
mechanical  protective  coat  for  the  intestines,  is 
untenable  because  of  the  position  of  the  omentum. 
Irritation  to  it  may  cause  a great  dilatation  of  its 
vessels  so  that  one-fourth  of  the  blood  of  the 
body  may  be  held  therein  but  there  is  no  proof 
that  this  is  one  of  its  functions.  There  is  also 
little  proof  that  it  is  for  leucocytogenesis  as  de- 
clared by  Norris,  nor  that  it  is  specialized  for 
peripheral  lymph  regulation. 

One  of  its  functions  is  the  nourishment  of  vis- 
cera which  have  been  detached  from  their  pedicles, 
finally  absorbing  them,  thus  being  an  accessory 
source  of  nutrition^.  Another  important  function 
is  its  action  as  an  accessory  venous  return  when 
this  is  hindered  by  a cirrhotic  liver. 

A most  important  function  is  its  defensive  re- 
action to  intraabdominal  inflammation  or  irrita- 
tion, peculiarly  possible  because  of  its  migratory 
properties.  It  has  been  called  the  abdominal 
policeman,  philanthropist  or  fireman  (Deaver) 
who  hastens  at  the  first  alarm  to  smother  the 
blaze.  We  call  this  action  migratory  because  it 
is  not  a true  movement  as  the  omentum  is  devoid 
of  muscle  tissue.  The  cause  for  its  movement  has 
been  a subject  of  some  recent  study.  Robinson 

4.  HigKins.  G.  M.  and  Bain.  C.  G. : Absorption  and 
Transfnrencp  of  Bartioulate  Material  iiy  Great  Omentum. 
Surg.  Gynec.  Obst..  .50:851-860,  May,  1930. 

5.  Robinson,  B. : The  Abdominal  and  Belvic  Brain.  F.  S. 

Betz.  1907. 
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thinks  it  to  be  a result  of  intraabdominal  pressure 
“like  a cork  in  eddies  which  finally  settles  in  the 
quietest  spot.” 

Shut2;6  states  that  the  greatest  movements  of 
the  omentum  take  place  after  it  has  become  in- 
filtrated  and  rigid  so  that  movements  of  the  in' 
testines  could  not  affect  it.  He  does  not  sup' 

port  the  view  of  Hertzler  that  the  chemotactic  at' 
traction  between  the  area  of  irritation  and  the 
leucocytes  in  the  filtrated  omentum  exert  a 
mutual  pull,  because  in  his  experiments  the  omen' 
turn  migrated  in  the  absence  of  leucocytic  infib 
tration. 

His  conclusions  are  logically  worked  out  by  ex' 
periments  as  follows:  When  any  irritation  occurs 

in  the  peritoneal  cavity  the  first  change  in  the 
omentum  is  generalized  active  hyperemia  which 
is  followed  by  serous  and  cellular  exudate  in  its 
substance  and  on  its  surface.  As  the  blood  fills 
the  vessels  they  become  dilated  and  tend  to  lose 
their  tortuosity  and  straighten  out,  pulling  the 
light  membrane  of  the  omentum  with  them  toward 
the  pelvis  and  also  toward  the  lateral  walls,  thus 
covering  the  entire  abdomen.  When  part  of  it 
reaches  the  point  of  irritation  it  adheres,  perhaps 
now  by  chemiotaxis,  and  becomes  fast.  Other 
portions  are  then  drawn  into  this  adhesive  mass 
until  a water'tight  wall  is  formed.  This  adhesion 
forming  is  not  different  from  any  peritoneal  sur' 
face,  the  omentum  being  of  greater  aid  because  of 
its  migratability.  This  is  applicable  to  local  in' 
fections  or  irritations  occurring  with  a ruptured 
ulcer  which  is  often  entirely  sealed  by  the  omeii' 
turn. 

Another  function  of  the  omentum  is  that  of 
cleansing  the  abdomen  of  foreign  or  harmful 
materials.  This  has  been  investigated  by  several 
men.  Shipley  and  Cunningham'^  immersed  the 
omentum  in  different  solutions  to  test  its  absorb' 
ability  and  rapid  transference  of  the  solution  to 
the  portal  vein  and  liver,  an  action  which  was  not 
affected  by  ligating  the  thoracic  duct  in  the  neck, 
which  led  them  to  think  that  the  lymphatics 
played  a very  small  part  in  absorption.  Higgins 
and  Bain,  on  the  other  hand,  showed  graphite  par' 
tides  in  the  abdomen  to  give  rise  to  great  phagO' 
cytosis  and  grouping  of  cells  about  the  blood 
vessels  but  not  in  them.  They  then  followed  up 

6.  Schutz.  C.  B. : Mechanism  Controlling:  Migration  of 
Omentum.  Surg.  Gynec.  Obst.,  50:541-544,  March,  1930. 

7.  Shipley,  P.  G,  and  Cunningham.  R.  S. : Studies  on 

Absorption  from  Serous  Cavities.  The  Omentum  as  a Factor 
in  Absorption  from  the  Peritoneal  Cavity.  Am.  ,1.  Physiol. 
40:75-81.  JIarch.  1916. 


around  the  dorsal  surface  of  the  stomach  to  the 
caudate  lobe  of  the  liver,  then  to  the  central 
tendon  of  the  diaphragm  and  to  the  anterior 
mediastinal  lymph  nodes. 

Poynter  states  that  irritation  causes  the  omen' 
turn  to  react  as  other  peritoneal  surfaces  by  the 
formation  of  adhesions  but  that,  when  inert  ma' 
terials  were  used,  it  shows  a much  different  re' 
action.  That  is,  intraperitoneal  injections  of  India 
ink,  ultramarine  blue,  carborundum  or  crystalloid 
dye  solutions  showed  as  follows  in  his  experi' 
ments;  If  the  animals  were  killed  five  minutes 
after  injection,  it  was  possible  to  wash  off  the 
foreign  matter  from  all  the  abdomen  except  the 
omentum  which  remained  deeply  stained,  the  dye 
particles  being  held  fast  to  the  surface  by  a coag' 
ulum.  When  several  hours  were  allowed  to 
elapse  the  coagulum  was  greater,  the  amount  of 
dye  greater  and  many  small  round  cells  were 
scattered  through  the  mass. 

As  the  action  proceded  the  omentum  became 
thicker,  the  blood  vessels  became  dilated,  the 
mesothelial  boundaries  disappeared  where  they 
were  in  contact  with  the  coagulum,  and  the  dye 
was  transported  through  the  intercellular  spaces 
toward  the  blood  vessels.  Observing  after  a few 
weeks,  more  and  more  dye  w^as  found  to  have 
been  taken  up  and  given  over  to  the  blood  vessels 
which  took  it  via  the  portal  vein  to  the  liver. 
Small  round  cells  appear  which  are  not  part  of 
the  scanty  peritoneal  fluid  and  do  not  come  from 
the  blood  stream,  probably  endotheliocytes.  Later 
macrophages  are  added,  then  polymorphonuclear 
leucocytes  and  lymphocytes.  After  a longer  or 
shorter  time  the  omentum  again  becomes  normal. 

To  show  that  this  process  was  not  due  to 
phagocytosis,  particles  too  large  for  this,  lycopo' 
dium  spores,  were  injected,  which  were  caught  up 
by  the  omentum  in  an  identical  manner.  The 
particles  seem  to  pass  through  mesothelial  walls 
without  regard  to  cell  boundaries  and  leave  no 
evidence  of  their  penetration.  Crystaloids  are 
rapidly  taken  up  and  may  be  recovered  from  the 
portal  vein  within  a few  minutes  of  the  time  of 
injection. 

Pathologically,  special  emphasis  will  be  given  to 
thrombosis.  Why  thrombosis  cannot  occur  in  the 
vessels  of  the  great  omentum  and  be  considered  a 
disease  entity  as  truly  as  such  a condition  in  the 
mesenteric  vessels  is  difficult  to  understand,  ah 
though  a careful  search  of  the  literature  fails  to 
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Fig.  1.  The  large  vessels  were  filled  with  firmly  attached 
thrombus.  Polymorphonuclear  leucocytes  infiltrated  the  vessel 
walls  and  extended  into  surrounding  tissues. 

Fig.  2.  Blood  vessels,  large  and  small  were  filled  with 
firmly  organized  thrombus  attached  to  vessel  walls.  There 


was  much  hemorrhage  about  the  vessels  with  disintegration 
and  infiltration  of  walls  by  polymorphonuclear  leucocytes. 

Fig.  3.  The  larger  vessels  stood  up  from  remaining  omen- 
tal tissue  as  hard,  firm  cords.  The  entire  mass  was  grossly 
dicolored  with  hemorrhage  and  beginning  gangrene.  Vessels 
were  not  rotated  nor  crossed  in  their  paths  at  any  point. 


reveal  a single  report  of  such  a primary  condition. 
Owing  to  this  rarity  it  is  felt  that  a report  of 
such  a case  will  be  of  interest. 

CASE  REPORT 

An  obese  plethoric  gentleman,  age  63,  weight  260. 
of  florid  complexion,  was  admitted  to  Good  Samaritan 
Hospital  on  April  21,  1930,  suffering  from  dyspnea  and 
precordial  distress,  with  chronic  cough,  weakness  and 
edema  of  the  extremities.  Physical  examination  was  per- 
formed by  his  attending  physician.  Dr.  E.  E.  Cable,  and 
disclosed  a moderate  aortic  regurgitation  and  stenosis 
with  some  involvement  of  the  mitral  valve.  He  was  put 
on  cardiac  treatment  and  his  general  condition  improved 
greatly  until  May  3,  twelve  days  later,  when  we  were 
called  into  surgical  consultation. 

At  this  time  the  patient’s  history  disclosed  excellent 
previous  health,  except  malaria  in  1891,  until  the  begin- 
ning of  his  present  cardiac  trouble  about  two  years  ago, 
with  occasional  dizzy  spells  and  some  stiffness  of  the 
joints.  He  gave  no  record  of  any  illness,  accident  or 
operation  except  a right  inguinal  herniorrhaphy  one  year 
ago.  Yesterday  afternoon  he  had  a fever  of  99.4°  and 
noticed  some  pain  in  his  right  lower  quadrant  with  some 
nausea.  This  pain  gradually  became  worse  until  this  noon 
it  is  very  severe  and  sharp  in  character  but  steady  and 
persistent  in  the  same  area  over  McBurney's  point.  The 
patient  complains  of  continuous  nausea  and  gagging,  al- 
though there  has  been  no  vomiting.  Bowels  have  moved 
regularly  and  other  systems  are  negative. 

Physical  examination  reveals  an  elderly  man  as  above 
described,  mentally  sluggish,  skin  dry  and  ruddy,  pupils 
reacting  sluggishly,  teeth  absent,  throat  slightly  injected, 
signs  of  aortic  valvular  disease  with  good  compensation, 
pulse  running  from  50  to  80  during  twenty-four  hours, 
of  good  quality;  blood  pressure,  120/80;  temperature  at 
this  time  97.2°;  respirations,  24;  lungs  with  normal  res- 
onance and  breath  sounds.  Abdomen  is  obese,  flabby, 
tender  throughout  the  right  lower  quadrant  of  indefinite 


border;  great  rigidity  of  entire  right  rectus  muscle.  No 
ascites.  Examination  otherwise  negative  except  slightly 
hyperactive  knee  jerks. 

Laboratory  findings  at  this  time  show  a white  cell 
count  of  15,400,  with  81  per  cent  polymorphonuclear 
leucocytes,  16  per  cent  small  mononuclears,  2 per  cent 
large  mononuclears  and  1 per  cent  eosinophiles.  Red 
blood  cells  numbered  5,000,000  with  92  per  cent  hema- 
globin.  Wassermann  negative. 

Diagnosis  was  made  of  acute  suppurative  appendicitis 
with  localized  peritonitis,  indications  for  operation  being 
the  pain,  tenderness  and  rigidity  of  the  right  lower  quad- 
rant, with  polymorphonuclear  leucocytosis  and  mild  pros- 
tration. 

The  abdomen  was  opened  through  a right  rectus  in- 
cision and,  upon  entering  the  abdominal  cavity,  the 
omentum  was  disclosed,  much  thickened,  infiltrated  and 
partially  gangrenous,  with  tip  adherent  to  old  hernial 
incision  in  right  groin.  These  distal  adhesions  were  lig- 
ated and  severed  which  permitted  the  delivery  of  the 
mass  from  the  abdominal  wound  and  showed  it  to  consist 
of  omentum  only,  coursing  through  which,  pro.ximally 
distally,  and  not  twisted  in  their  course  at  any  point, 
were  large,  firm,  thrombotic  vessels  standing  out  in  relief 
from  about  their  proximal  one-third.  Below  this  area  the 
omentum  was  grossly  congested  and  infiltrated,  with  black 
discoloration.  Above  it  were  normal  vessels  and  normal 
omentum.  The  vessels  were  ligated  and  cut  well  above 
their  involved  portion  and  the  pathologic  part  of  the 
omentum  removed.  The  appendix  was  removed  and  the 
abdomen  closed  without  drainage. 

The  pathologic  report  by  Dr.  C.  H.  Manlove  is  as 
follows:  Gross:  The  specimen  consists  of  a thickened, 

firm  omentum.  The  surfaces  reveal  much  black  discolor- 
ation. Running  across  one  surface  is  a thrombosed  vessel, 
and  coursing  through  the  tissue  can  be  palpated  other 
firm  vessels.  The  omentum  when  cut  shows  a surface 
through  which  there  is  extensive  hemorrhage  and  vessels 
filled  with  coagulum. 

Histologic:  Sections  of  appendix  show  lumen  obliter- 

ated with  fibrous  tissue  and  the  muscle  shows  fibrosis. 
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Sections  of  the  omentum  through  the  region  of  the  larger 
vessels  reveals  a diffuse  hemorrhage  into  surrounding 
omentum.  There  is  also  disintegration  and  an  infiltration 
of  the  walls  of  the  vessels  with  polymorphonuclear  leu- 
cocytes  which  extend  into  the  perivascular  tissues.  The 
intima  reveals  areas  of  thickening  characteristic  of  aster- 
iosclerosis,  to  which  in  places  thrombus  is  attached  and 
is  undergoing  organization.  The  lumen  of  the  vessel  is 
filled  with  recent  thrombus.  The  medium  sized  vessels 
show  considerable  perivascular  inflammatory  cell  reaction 
and  hemorrhage  extending  through  the  fatty  tissue.  The 
more  minute  vessels  show  little  or  no  change  in  their 
structure  (figs.  1,  2,  3). 

Diagnosis:  Thrombosis  of  vessels  of  omentum  with 

hemorrhage  and  disintegration  (acute)  of  vessel  walls. 

The  postoperative  course  was  uneventful.  The  patient 
left  the  hospital  on  the  fourteenth  day  in  good  health. 
Follow-up  reports  two,  four  and  ten  months  after  showed 
no  abdominal  pain  and  excellent  health  in  general. 

The  etiologic  factor  in  this  condition  was  prob- 
ably the  slowing  of  the  blood  stream  through  the 
omentum,  first,  by  the  fixation  of  the  organ  to  the 
old  incisional  scar;  and,  second,  by  the  added 
weakness  of  the  heart  and  the  arteriosclerotic 
condition  of  the  vessel  walls.  As  thrombosis  might 
occur  in  any  such  condition,  why  should  not  a 
disease  entity  be  described  as  omental  thrombosis? 
Then,  too,  in  a search  of  the  literature,  a num- 
ber of  cases  are  described  under  other  headings 
which  might  more  logically  be  placed  in  this  cate- 
gory, as  will  be  pointed  out  in  the  following. 

Torsion  is  the  most  commonly  referred  to  condi- 
tion. Of  one  hundred  cases  in  the  literature  cited 
by  Porzelt,8  fifteen  had  no  cause  for  inflammation 
or  twisting  which,  he  concludes,  might  be  due  to 
epiploitis  from  certain  causes  or,  he  goes  on  to 
say,  it  may  be  an  embolism  or  thrombosis  which 
causes  a firm  mass  tending  to  form  a pedicle  at- 
tachment to  the  uninvolved  portion  which  might 
tend  toward  rotation  and  torsion.  Schomburg 
attributes  it  to  “idiophathic  epiploitis,”  Sellheim 
to  repeated  rotations  of  the  body.  The  histologic 
picture  depends  upon  the  degree  of  torsion,  com- 
plete torsion  giving  gangrene.  In  lesser  degrees 
cellular  activity  is  increased.  Usually  many  red 
cells  have  extravasated  and  a few  leucocytes  are 
present  and  the  connective  tissue  loses  its  specific 
staining  properties.  Could  not  many  of  these 
cases  be  grouped  primarily  under  the  head  of 
omental  thrombosis? 

Inflammatory  tumors  of  the  great  omentum 
come  next  in  frequency  of  mention.  Braun  was 
the  first  to  call  attention  to  this  condition  and  re- 
viewed thirty  cases  in  the  literature,  Zesas  and 

8.  Porzplt.  \V'.:  Ziir  Trace  der  Entstehunc  der  freien 

Netztorsion  in  der  Bauchhoehle.  Zentrabbl.  f.  Cliir.,  ,S7:400- 
402,  Pet).  I.*).  19.S0. 


Hollander  later.  The  essential  factor  is  chronic- 
ity.  The  condition  begins  with  an  infection  in  a 
neighboring  organ  and  enlargement  of  the  omen- 
tum takes  place  for  three  to  six  months.  This 
enlargement  then  subsides  and  again  becomes  nor- 
mal in  three  more  months.  Hertzler  also  men- 
tions that  an  acute  development  may  take  place, 
simulating  a general  peritonitis  which  is  accom- 
panied by  venous  thrombosis  which  he  says  may 
be  due  to  trauma  or  torsion.  As  he  states,  no 
specific  organism  has  been  discovered,  and  the 
question  arises,  could  not  many  of  these  idio- 
pathic conditions  be  due  to  a primary  thrombosis? 

Porzelt  mentions  such  a case  operated  on  for 
acute  appendicitis,  in  which  no  disease  of  the  ap- 
pendix was  found  but  instead  a coexisting  heart 
disease.  This  author  mentions  that  most  epiploit- 
is is  due  to  incarceration  of  the  omentum  in  a 
hernial  sac  or  extension  of  inflammatory  processes, 
but  says  it  is  conceivable  also  that  vascular  dis- 
turbance may  lead  to  such  a condition.  Haller 
mentions  three  cases  of  pseudoappendicitis  which 
turned  out  to  be  “chronic  epiploitis”  and  Emer- 
son9  cites  three  cases  of  “omentitis  hypertrophica” 
which  might  possibly  be  due  to  vascular  changes 
such  as  thrombosis.  Thevenard  mentions  a sim- 
liar  case.  Hertzler  also  states  that  a hemorrhagic 
exudate  due  to  toxic  or  mechanical  causes  might 
produce  this  condition  by  causing  a “torsion”  just 
not  sufficient  to  produce  gangrene. 

Irritation  by  silk  ligatures  used  at  former  opera- 
tions is  given  a high  rating  as  an  etiologic  factor 
in  inflammatory  tumors.  In  the  true  inflammatory 
tumor,  the  histologic  picture  cited  in  the  literature 
is  a cellular  element  made  up  largely  of  polymor- 
phonuclear leucocytes  in  acute  cases  and  large 
round  cells  with  ovoid  nuclei  in  chronic  cases. 
The  tumor  mass  may  be  made  up  largely  of  cells, 
or  may  be  edematous  fibrous  tissue.  Within  the 
meshes  of  the  connective  tissue,  which  early  loses 
its  specific  staining  reaction,  may  be  a granular 
fibrin  and  often  red  blood  cells.  Actual  abscess 
formation  may  result,  or  an  attempt  at  organiza- 
tion characterized  by  the  presence  of  spindle  form 
cells,  simulating  young  connective  tissue  cells. 

Abscess  formation  in  the  omentum  was  recently 
discussed  by  Arnold, lO  his  cases  being  postopera- 
tive. In  some  of  the  case  histories  presented  it 
would  be  difficult  to  know  whether  the  abscess 
were  primarily  omental  or  whether  the  omentum 

9.  Emerson,  C. : Omentitis  Hypertrophica.  A New  Clini- 

cal Entity.  Nebraska  Med.  J..  14:29-31,  Jan..  1929. 

10.  Arnold.  H.  R.:  Postoperative  Abscess  Formation  in 

Omentum.  West.  J Surf!:.  38:520-523,  Sept.,  1930. 
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had  not  wrapped  itself  about  the  focus  in  the 
abdomen  and  walled  off  the  abscess  there  as  the 
whole  was  greatly  bound  up  in  adhesions.  In 
another  case  it  may  have  been  a necrotic  soften' 
ing  in  the  center  of  one  of  the  other  mentioned 
conditions  of  the  omentum.  Nearly  all  of  the 
omental  abscesses  in  the  literature  have  been  post- 
operative,  following  some  acute  condition  in  the 
abdomen.  One  case  of  traumatic  abscess  was  re- 
ported.  11 

New  growths  of  the  omentum  have  been  re- 
viewed and  ably  discussed  by  Mandelstammi- 
who  lists  fifty-four  reported  cases  consisting  of 
dermoid  and  simple  cysts,  tuberculomata  and  fib- 
romata under  benign  growths  and  various  sar- 
comata under  malignant  tumors. 

To  these  conditions,  found  in  the  present  litera- 
ture, this  paper  desires  to  add  that  definite  patho- 
logic entity  which  forms  the  subject  of  the  paper, 
thrombosis  of  the  great  omental  arteries,  in  .which 
the  etiology  is  ( 1 ) accompanying  heart  disease, 
(2)  adhesions  to  omentum  from  previous  opera- 
tions, particularly  hernias,  (.’)  partial  torsion  or 
infection,  causing  interference  with  blood  supply, 
(4)  arteriosclerosis.  Pathologically,  we  find  a 
thickened,  firm  omentum  with  resulting  gangrene, 
omental  vessels  felt  as  hard,  raised,  dilated  cords, 
with  hemorrhage  into  omental  tissues  about  the 
vessels. 

Histologically,  are  found  hemorrhage  about  the 
vessels  and  disintegration  and  infiltration  of  vessel 
walls  with  polymorphonuclear  leucocytes  which 
extend  into  the  perivascular  tissues.  Thrombus  is 
found  attached  to  the  walls  of  the  vessels  which 
are  filled  with  thrombi. 

Symptomatology:  (!•)  Pain  over  involved  area, 
(2)  suddent  onset,  (3)  rigidity  of  overlying  recti, 
(4)  tenderness  over  involved  area,  (t)  moderate 
nausea  and  vomiting,  (6)  rapid  pulse  with  fever 
later,  (7)  history  of  heart  disease,  former  opera- 
tion, arteriosclerosis,  (8)  possibly  palpation  of 
tumor  mass,  (9)  moderate  shock. 

Treatment  is  that  of  an  acute  surgical  abdomen, 
from  which  it  will  not  be  mistaken,  immediate 
laparotomy,  where  diagnosis  will  be  made  or  con- 
firmed and  resection  of  the  involved  omentum 
done  well  above  its  involved  portion.  Prognosis 
is  good  if  operated  upon  early. 

11.  Sowles.  H.  K.:  Traumatic  Abscess  of  Omentum  Xew 

linpland  .1.  Med..  199:554,  Sept.  20.  1928. 

12,  Mandelstamm.  Alexander:  Ueber  Sarkome  des  grossen 
Xetzes.  .Arch.  f.  Gynaeck,  140:25.3-284.  1930. 


SUPPURATIVE  PERICARDITIS 

A SURGICAL  CONSIDER.ATION  WITH  CASE  REPORT* 

W.  H.  Bueerm.ann,  M.D.,  Ph  D. 

PORTLAND,  ORE. 

The  presentation  of  unusual  or  infrequently 
seen  clinical  entities  would  not  be  justified  from 
the  standpoint  of  general  medical  interest  alone. 
When,  however,  such  an  entity  has  not  received 
the  general  attention  that  the  benefits  of  a proper 
application  of  well  defined  diagnostic  and  surgical 
pinciples  seems  to  warrant,  it  merits  exposition 
and  discussion.  Pyopericardium  or  suppurative 
pericarditis  may  be  considered  as  such  an  entity. 

It  is,  however,  interesting  to  note  that  the  gen- 
eral attention  to  this  problem  has  been  growing 
in  the  past  decade  as  indicated  by  the  increasing 
literature  and  the  reports  of  advancement  in  the 
diagnosis  and  surgical  technic  of  the  surgery  of 
the  pericardium.  It  is,  therefore,  reasonable  to 
presume  that  with  the  application  of  surgically 
sound  principles  the  approach  to  the  surgical 
treatment  of  suppurative  pericarditis  should  soon 
offer  the  same  reduced  operative  hazards  now 
encountered  in  suppurative  processes  of  the  pleura 
or  other  serous  cavities. 

HISTORICAL 

According  to  Heyde,i  pericardial  incision  was 
practiced  in  some  form  by  the  ancients.  Galen 
was  reported  to  have  obtained  a cure  by  removing 
a portion  of  the  sternum  and  anterior  wall  of  the 
pericardium  from  a soldier  who  had  developed  a 
suppurative  pericarditis  following  a neglected 
wound  of  the  chest.  Morgagni  and  Rondelet 
mentioned  an  inflammatory  exudate  of  the  peri- 
cardial sac  in  their  writings.  In  1649  Riolan 
advocated  tapping  the  pericardial  sac  for  effusion, 
and  according  to  Kocher,  in  1653,  he  practiced 
trephining  and  resection  of  the  sternum  to  afford 
access  to  the  pericardium.  Senac,  in  1794,  again 
proposed  the  suggestion  of  Riolan,  and  in  1798, 
Desault  and  Larrey  each  attempted  to  evacuate 
the  pericardium  by  different  routes  but  failed. 
Laennec,  in  1819,  again  advised  Riolan’s  plan. 
However,  Romero  of  Barcelona  performed  the 
first  successful  pericardiotomy  in  1819.  He  per- 
formed this  operation  three  times,  twice  success- 
fully, for  serous  pericarditis. 

♦Read  before  the  Fifty-S »venth  Annual  ileelinj:  of  Oregon 
State  Medical  Society.  Eugene.  Ore..  Oct.  ‘22**24.  1931. 

1.  Heyde:  Quoted  by  Winslow,  X.  and  Shipl?y.  A.  M., 

vide  infra. 
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To  Hilsman,  in  1844,  belongs  the  credit  not 
only  of  being  the  first  to  perform  pericardiotomy 
for  pyopericardium  but  also  of  being  the  first  to 
cure  a patient  of  purulent  pericarditis  by  this 
means.  Langenbeck,  in  1850,  operated  on  a patient 
with  an  equally  satisfactory  result.  The  first 
operation  of  rib  resection,  combined  with  incision 
and  drainage  of  the  pericardium,  was  successfully 
performed  by  Rosenstein  of  Leyden,  in  1879,  and 
it  was  his  report  in  1881,  covering  this  case, 
which  established  surgical  intervention  as  the  treat- 
ment of  choice,  and  superior  to  the  conservative 
measures  of  aspiration  and  medical  management 
which  invariably  had  terminated  fatally.  How- 
ever, in  spite  of  the  valuable  statistical  studies  by 
Roberts-  (1897),  Porter^  (1900),  Eliot‘S  (1909), 
Rhodes^  (1915)  and  Poole*’  (1921),  which  point- 
ed out  the  advantages  of  operative  interference 
over  more  conservative  measures,  the  medical  pro- 
fession has  been  slow'  to  advise  surgical  drainage 
of  the  pericardial  sac  in  the  presence  of  pus,  even 
though  a directly  opposite  attitude  has  been  gen- 
erally adopted  towards  the  management  of  sup- 
purative peritonitis  and  pleuritis  or  empyema. 
From  the  standpoint  of  therapeutic  indications  the 
three  conditions  are  strikingly  similar. 

INCIDENCE 

The  incidence  of  purulent  pericarditis  appar- 
ently depends  largely  upon  the  source  from  which 
the  figures  are  taken. 

Barkan  and  Lucas,"  reviewing  the  3248  autopsy 
records  of  the  Harvard  Medical  School  from  1896 
to  1911,  found  366  cases  of  pericarditis  with  6,  or 
1.6  per  cent,  purulent.  Cnopf®  found  7 cases  of 
suppurative  pericarditis  in  a total  of  130  autopsies, 
while  Wood  reports  this  condition  found  in  4 
per  cent  of  all  autopsies.  Alexander**  found  3 
cases  in  31,016  hospital  cases. 

Stonel**  found  a purulent  pericarditis  in  44,  or 
14.5  per  cent,  of  300  autopsies  performed  on  pa- 
tients dying  of  pneumonia,  patients  in  whom  the 

2.  Roberts.  J.  B.:  Value  of  Pericardiotomy  in  Diagnosis 

and  Treatment.  Arch.  Surg.  6:101*117,  Jan.,  1923. 

3.  Porter.  C.  B.:  Sui)purative  Pericarditis  and  its  Sur- 

gical Treatment,  witii  an  Analysis  of  Fifty-One  Cases  Re- 
ported in  Literature.  Ann.  Surg.  32:769-801,  Dec.,  1900. 

4.  Eliot,  E.:  Suppurative  Pericarditis,  Ann.  Surg.  49: 

60-85.  Jan..  1909. 

5.  Rhodes.  G.  B. : Suppurative  Pericarditis,  Ann.  Surg. 

62:660-667,  Dec.,  1915. 

6 Pool.  E.  H. : Pericarditomy  for  Suppurative  Peri- 

carditis, Ann.  of  Surg.  73:393-416,  April,  1921. 

7.  Barkan,  H.  and  Lucas,  \V.  P.:  Acute  Suppurative 

Pericarditis  in  Infancv,  Boston  M.  & S.  J.  166:444-448. 
1912. 

8.  Cnopf : Quoted  by  Williamson.  E.  G. : Purulent  Peri- 

carditis in  Childhood.  Ann.  Surg.  85:659-667,  May.  1927. 

9.  Alexander.  E.  G. : Suppurative  Pericarditis  from  Sur- 

gical Viewpoint.  Ann.  Surg.  88:801-822,  Nov.,  1928. 

10.  Stone,  W.  J.:  Pericarditis  as  Complication  in  Pne\i- 

monia,  J.A.M.A.  73:254-258,  July  26,  1919. 


diagnosis  was  made  before  death.  Cowan,  in  324 
autopsies  of  all  types  of  pericarditis,  found  23 
instances  of  suppurative  pericarditis,  or  7.4  per 
cent.  Boginsky  states  that  among  children  peri- 
carditis constitutes  about  1.5  per  cent  of  all  illness. 

ETIOLOGY 

Purulent  pericarditis  is,  with  the  single  excep- 
tion of  direct  trauma  (penetrating  wounds)  with 
infection,  always  secondary  to  some  other  infec- 
tious condition.  The  most  frequent  disease  pro- 
cesses giving  rise  to  purulent  pericarditis  are  pneu- 
monia, empyema,  the  acute  specific  fevers,  osteo- 
myelitis, tuberculosis  and  rheumatism.  An  idio- 
pathic purulent  pericarditis  is  to  be  doubted.  An- 
ders stated  that  every  case  of  pericardial  injury 
ended  in  infection;  however,  Rehn,  Simon  Muller 
and  others  have  observed  cases  of  pericardial  in- 
jury without  infection. 

The  hematogenous  and  lymphogenous  mode  of 
infection  is  most  frequently  seen  in  purulent  peri- 
carditis, especially  following  infections  of  the 
pleura  and  lung.  In  infants  the  greatest  per- 
centage of  cases  occur  during  acute  pulmonary  in- 
fection such  as  empyema  or  pleurisy,  with  acute 
endocarditis  the  etiologic  factor  in  the  older  child- 
ren. The  most  common  focus  for  the  hemato- 
genous origin  of  suppurative  pericarditis  in  chil- 
dren is  acute  osteomyelitis,  and  metastasizing  infec- 
tions such  as  umbilical  infections  of  the  new  born. 
Of  66  cases  collected  from  the  literature,  17  were 
of  this  origin  in  children. 

The  pneumococcus  is  the  offending  organism 
most  frequently  seen  in  infants,  whereas  the  strep- 
tococcus and  staphylococcus  are  most  commonly 
the  causal  agents  in  adults  and  older  children. 

DIAGNOSIS 

The  diagnosis  of  suppurative  pericarditis  is 
often  difficult,  even  though  one  may  be  on  the 
lookout  for  it,  because  of  the  severity  of  the 

associated  disease.  CabotH  states  that,  of  68 
cases,  only  seven  were  recognized  during  life  and 
77  per  cent  of  all  cases  of  pericarditis  were  missed 
clinically  at  the  Massachusetts  General  Hospital. 
Albutt  and  Rolleston  also  mentioned  the  frequency 
with  which  purulent  pericarditis  was  overlooked 
in  childhood  until  the  postmortem  examination. 

A correct  and  early  diagnosis  often  depends 

upon  the  recognition  of  the  type  of  diseases  in 

which  purulent  pericarditis  may  be  a complication. 

11.  Cabot.  R. : Facts  on  the  Heart,  W.  B.  Saunders 

Co..  1926. 
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The  following  symptoms  and  signs  are  of  diag' 
nostic  value  in  most  cases  as  pointed  out  by 
Thomas. 

1.  Pericardial  friction  rub.  This  is  not  a re' 
liable  sign  in  cases  of  suppurative  pericarditis, 
since  it  is  frequently  absent  or  may  be  found  only 
as  a transitory^  sign.  Conner^^  demonstrated  that 
the  friction  rub  was  often  present  during  the 
period  of  beginning  effusion  only  and  later  disap' 
peared. 

2.  Increased  pericardial  dullness.  This  usually 
assumes  the  characteristic  peacshaped  or  triangular 
shadow,  showing  an  increase  particularly  in  an  up' 
ward  direction  so  as  to  occupy  the  second  left 
intercostal  space.  The  lower  border  of  the  heart 
frequently  extends  to  the  right,  beyond  the  border 
of  the  sternum,  especially  in  the  fifth  space  (Rotch’s 
sign),  and  to  the  left  beyond  the  apex  beat. 

3.  Intrapericardial  pressure  symptoms.  When 
only  a small  amount  of  pus  is  present  in  the 
pericardial  cavity,  the  symptoms  may  be  entirely 
constitutional.  However,  as  the  exudate  increases 
to  the  limits  of  the  pericardial  sac  elasticity,  the 
classic  signs  and  symptoms  of  pericardial  effusion 
will  be  present.  When  the  elasticity  of  the  sac 
is  overcome  and  exceeded  by  the  amount  of  exu- 
date present,  the  stage  of  “her^druck,”  with  its 
associated  symptoms,  is  produced  by  the  intra- 
pericardial  pressure  exceeding  the  intraauricular 
pressure.  These  symptoms  are  usually  character- 
ized by  feeble  or  absent  apex  beat,  muffled  or  absent 
heart  sounds,,  cyanosis,  respiratory  embarrassment, 
distension  of  the  cervical  veins,  irregular  pulse, 
precordial  pain,  a feeling  of  oppression  in  the 
chest,  orthopnea  and  frequently  a pain  radiating 
down  the  left  arm.  In  children  we  often  find  as- 
sociated with  these  symptoms  a precordial  bulging, 
and  at  times  also  a marked  restlessness  and  jactita- 
tion. Direct  vagus  or  phrenic  nerve  involvement, 
as  well  as  direct  diaphragmatic  involvement,  is 
frequently  manifested  by  singultus  or  persistent 
daily  emesis.  A sudden  rise  in  temperature  with 
chills  often  indicates  that  a serous  pericarditis  has 
changed  to  a purulent  form,  with  later  fluctuating 
temperature  and  leucocytosis. 

The  three  most  important  diagnostic  symptoms 
and  signs  are  increased  pericardial  dullness,  signs 
of  increased  intrapericardial  pressure  and  an  en- 
larged characteristic  shadow  on  roentgen  examina- 
tion. 

12.  Conner.  L.  A.:  Diagnosis  of  Pericardial  Effusion, 

with  Special  Reference  to  Physical  Signs  on  Post  i-ior  As- 
pect of  Thorax.  Am.  Heart  J.  l:421-4H:t.  April.  1926. 


Paracentesis  pericardii,  as  a diagnostic  measure, 
has  caused  considerable  discussion  since  it  was 
first  advocated.  Before  the  days  of  roentgen- 
ography the  diagnosis  of  pericardial  effusion  was 
often  difficult  and  it  seemed  that  any  accessory 
means  of  establishing  the  nature  of  the  fluid, 
whether  serous  or  purulent,  was  justifiable,  pro- 
vided that  it  could  be  done  with  a minimum 
degree  of  danger.  Puncture  of  the  heart,  over- 
lying pleura  or  lung  is  always  imminent,  and  in- 
jury of  the  internal  mammary  artery,  which  runs 
about  1 cm.  to  the  left  of  and  parallel  to  the 
sternal  border,  is  also  an  ever-present  danger. 

Sick,  Dwight  and  others  have  demonstrated  that 
the  median  reflection  of  the  left  pleura  lies  under 
cover  of  the  left  edges  of  the  sternum  at  the  fifth 
costal  cartilage  and  usually  also  under  the  sixth. 
Under  the  seventh  costal  cartilage,  however,  there 
is  an  interval  between  the  pleura  and  the  edge 
of  the  sternum.  It  is  usually  only  at  this  level 
that  the  pericardial  cavity  can  be  entered  with- 
out passing  through  overlapping  pleura.  Ana- 
tomic variations  often  alter  the  pleural  reflections. 
Delorme  and  Mignon^^  have  demonstrated  that 
distention  of  the  pericardial  sac  with  effusion  has 
little  or  no  effect  in  displacing  the  median  pleural 
reflection  outward. 

However,  one  must  remember  that  serous  dis- 
tention is  not  purulent  distention  and,  according 
to  Eliot,  Gluck  has  demonstrated  that  with  puru- 
lent effusion  the  left  lung  is  displaced  so  far  out- 
ward, and  the  pleura  as  well,  that  a puncture 
made  just  within  the  outermost  limits  of  cardiac 
dullness  readily  penetrates  the  distended  pericard- 
ium without  damage  to  the  lung  or  investing 
pleura,  and  is  safer  than  puncture  near  the  sternal 
margin.  In  purulent  pericarditis  sufficient  ob- 
literation of  the  pleura  has  already  taken  place 
prior  to  operation  that  the  danger  of  injury  to 
the  pleura  or  pleural  cavity  is  minimized. 

Skoda  taught  that,  when  the  pericardium  was 
distended  with  serous  exudate,  the  heart  receded 
from  the  chest  wall  and  was  separated  from  it  by 
a wall  of  fluid.  Curschmann,!'^  Schaposchnikoff i 
and  others  have  demonstrated  that,  irrespective  of 
the  amount  of  effusion  or  its  nature,  the  heart 
lies  close  to  the  anterior  chest  wall  and  can  assume 
no  other  position,  because  the  points  of  fixation 
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at  the  great  vessels  entering  the  heart  keep  the 
basal  portion  fixed,  whereas  the  apex  is  allowed 
considerable  freedom  of  motion  against  the  chest 
wall.  This  fact  explains  why  injury  to  the  heart 
may  readily  occur  during  pericardiocentesis,  even 
though  the  pericardium  may  be  greatly  distended. 
Venus  pointed  out  that  only  one  death  has  result' 
ed  from  94  cases  of  pericardiocentesis. 

According  to  Thomases  the  diagnosis  of  peri' 
cardial  effusion  can  be  made  today  with  a fair 
degree  of  certainty  with  the  aid  of  good  roentgen' 
ograms.  In  the  cases  where  the  effusion  is  sec' 
ondary  to  some  pyogenic  infection  it  is  almost 
certain  that  the  fluids  will  eventually  become 
purulent,  so  that  exploratory  pericardiocentesis  is 
superfluous  and  should  be  replaced  by  immediate 
exploration  of  the  pericardium  and  drainage  of  the 
purulent  exudate. 

With  'certainty  of  diagnosis,  however,  obtained, 
surgical  treatment  is  indicated  and  it  should  be 
emphasized  that,  regardless  of  the  opinions  one 
may  hold  about  pericardiocentesis  ,as  a diagnostic 
measure,  it  has  no  place  in  the  treatment  of  puru' 
lent  pericarditis.  Free  drainage  is  essential. 

PROGNOSIS 

Cases  of  purulent  pericarditis  bearing  a grave 
outlook  are  not  hopeless.  Of  25  cases,  listed  as 
moribund,  there  were  15  recoveries  and  10  deaths; 
hence  even  in  moribund  cases  cures  have  been  ob' 
tained.  A critical  study  of  results  obtained  by  the 
various  methods  of  treatment  may  give  some  indi' 
cation  of  the  surgical  method  of  choice,  regardless 
of  technic. 

Of  93  cases  reported  from  the  literature  by 
Klose  and  Strauss,!'^  29  were  treated  by  puncture 
alone  with  only  4 recoveries,  or  a mortality  of 
87.2  per  cent  . Of  27  cases  treated  by  intercostal 
incision  only  10  recovered,  giving  a mortality  rate 
of  63  per  cent.  Of  37  cases  treated  by  wide  ex' 
posure  of  the  pericardium  with  open  drainage,  21 
recovered,  or  a mortality  rate  of  56.7  per  cent. 
Cases  of  purulent  pericarditis  treated  by  non' 
operative  procedures  were  universally  fatal. 

Shipley  and  Winslow^s  state  that  cases  of  puru' 
lent  pericarditis  following  osteomyelitis  are  gen' 
erally  associated  with  a poorer  prognosis  than 
those  secondary  to  empyema,  pneumonia  or  pene' 
trating  wounds  of  the  pericardium. 

16.  Thomas,  T.  M. : Case  of  Purulent  Pericarditis  Fol- 

lowing Acute  Osteomyelitis,  Arch.  Dis.  Childhood.  4:67-75. 
April,  1929. 

17.  Klose,  H.  and  Strauss,  H. : Surgery  of  Pericardium. 

Arch.  f.  klin.  Chir.  119:467-519,  April,  1922. 

18.  Winslow,  N.  and  Shipley,  A.  M.:  Pericardiotomv 

for  Pyopericardium,  Arch.  Surg.  15:317-350.  Sept.,  1927. 


Brookei9  collected  36  cases  of  purulent  peri' 
carditis  secondary  to  osteomyelitis  in  which  peri' 
cardiostomy  was  performed.  This  series  included 
three  cases  of  his  own  with  two  recoveries.  The 
mortality  rate  for  the  series  was  94  per  cent 
which  he  attributes  to  the  fact  that  in  cases  of 
osteomyelitis  the  purulent  pericarditis  is  due  to 
the  rupture  into  the  pericardial  cavity  of  a small 
hematogenous  metastatic  abscess,  originating  in  the 
myocardium,  whereas  in  pneumonia  and  empyema 
the  infection  of  the  pericardium  is  caused  usually 
by  direct  extension  from  the  adjacent  serous  cav' 
ity.  In  contrast,  it  is  interesting  to  note  that  of 
14  cases  of  purulent  pericarditis  following  gunshot 
or  stab  wounds  there  was  a 100  per  cent  re' 
covery. 

The  last  review  of  the  literature  with  additional 
case  reports  by  Loucks,20  in  1929,  brought  the 
total  number  of  reported  cases  of  purulent  peri' 
carditis  surgically  treated  to  133.  Of  this  num' 
ber  75,  or  56.4  per  cent,  of  the  cases  rc' 
covered.  However,  recovery  seems  to  depend,  as 
much,  if  not  more,  upon  the  etiology  of  the  lesion 
than  upon  any  particular  method  used  in  the 
surgical  treatment  of  the  pericardium. 

TREATMENT 

The  essential  principle  underlying  the  surgical 
treatment  of  purulent  pericarditis  is  free  and  ade' 
quate  drainage.  Of  all  the  various  methods  report' 
ed  in  the  literature  as  being  of  value  in  the  sur' 
gical  treatment,  none  has  proven  its  superiority 
to  pericardiostomy  without  tube  drainage.  Re' 
coveries  by  aspiration  methods,  simple  intercostal 
incision  without  rib  resection  and  the  closed  drain' 
age  method  have  given  only  sporadic  results,  have 
necessitated  repeated  operative  procedures  to  in' 
sure  drainage  and  have  not  given  the  relatively 
satisfactory  results  obtainable  by  pericardiostomy 
after  resection  of  one  or  several  costal  cartilages. 

Poole  has  summarized  the  two  features  gener' 
ally  accepted  in  the  surgical  treatment  of  puru' 
lent  pericarditis,  and  first  mentioned  the  dictum 
that  the  approach  and  drainage  should  be  to  the 
left  of  the  sternum  and  then  that  no  procedure 
should  be  employed  which  does  not  drain  the  low' 
est  part  of  the  pericardium.  To  accomplish  this 
end  numerous  methods  have  been  devised,  such  as 

19.  Brooke.  R. : Early  Pericarditomy  in  the  Treatment 

of  Pericarditis,  Secondary  to  Osteomyelitis  of  Bone.  Lancet 
2:319-320,  Aug.  16,  1924. 

20.  Loucks,  H.  H. : Suppurative  Pericarditis;  Reports 

of  Two  Cases  Drained  by  Posterior  Route.  Arch.  Sug.  18: 
852-867.  March,  1929. 
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resection  of  tlie  sixth  cartilage  (Voinitsch,-! 
Kocher),  resection  of  the  fifth  and  sixth  cartilages 
(Delorme  et  Mignon),  resection  of  the  sixth  and 
seventh  cartilages  with  adjacent  sternum  (Voin' 
itsch,  Rehn) , resection  of  the  seventh  cartilage 
(Mintz),  and  resection  of  the  fifth,  sixth  and 
seventh  cartilages  (Poole),  and  the  epigastric  route 
suggested  by  Allingham.22 

Poole’s  suggestion  for  obtaining  dependent  and 
adequate  drainage  is  perhaps  the  most  logical  and 
practical  one.  If  the  edges  of  the  pericardium 
are  sutured  to  the  adjacent  muscles  or  skin,  a 
delayed  closing  of  the  pericardiostomy  opening  is 
assured.  Tube  drains  are  not  essential  and  may 
cause  actual  harm  by  the  irritation  and  pressure 
changes  caused  against  the  epicardium.  The 
movement  of  the  heart  tends  to  preclude  the  for' 
mation  of  pockets  in  the  pericardial  sac,  especially 
if  those  present  at  the  time  of  the  operation  were 
broken  up  as  part  of  the  operative  procedure. 

A large  number  of  different  solutions  have 
been  recommended  as  being  of  value  in  irrigating 
the  pericardial  cavity  during  the  postoperative 
period  of  convalescence.  Saline  irrigation,  accord- 
ing to  Brown’s  experience,  has  been  found  to  in- 
crease the  amount  of  fibrin,  whereas  Dakin’s  so- 
lution irrigations  have  decreased  the  amount  of 
fibrin  and  reduced  the  temperature.  Of  interest 
are  Beckys  and  Moore’s  conclusions  that  in  the 
normal  pericardium  Dakin’s  solution  will  give  rise 
to  firm  pericardial  adhesions;  however,  when  ap- 
plied to  the  infected  and  fibrin-covered  pericardial 
lining  the  reverse  action  was  noted.  As  a rule, 
with  Dakin’s  solution  irrigations,  the  thick  pus 
with  fibrin  clots  adherent  to  both  pericardium  and 
epicardium  become  thinner  and  decreased  in  vol- 
ume, the  fibrin  masses  loosen  from  the  tissue  to 
which  they  have  become  adherent  and  are  washed 
out  with  the  irrigating  fluid,  gradually  sterilizing 
the  pericardial  cavity. 

When  should  surgery  be  performed?  Gaston 
advocates  open  drainage  at  the  earliest  possible 
moment.  Winslow  and  Shipley  have  found  that, 
regardless  of  the  time  elapsed  between  the  diag- 
nosis and  the  operation,  the  proportion  of  cures 
maintains  a fairly  uniform  level;  hence,  some  other 
factor  than  early  operation  may  be  responsible. 

21.  Yoinitsch:  Quoted  by  Pool,  K.  H.,  vide  supra. 

22.  Ogle,  C.  and  Allingham.  H. : A Suggestion  for  a 

Method  of  Opening  the  Pericardial  Sac.  Lancet  3993:693- 
695.  March  10.  1900. 

23.  Beck.  C.  S. : Kffect  of  Surgical  Solution  of  Chlorin- 

ated Soda  (Dakin’s  Solution)  in  Pericardial  Cavitv.  Arch. 
Surg.  18:1659-1671.  April.  1929. 


Klose  and  Strauss  express  the  opinion  that  it  is 
best  to  operate  before  the  exudate  becomes  puru- 
lent. Four  cases  recorded  in  the  literature  were 
operated  on  while  the  exudate  was  infected  but 
nonpurulent  with  recovery  in  all.  Since  the  prob- 
lem of  pus  in  the  pericardial  cavity  assumes  al- 
most a reversed  relationship  to  pus  in  the  pleural 
cavity,  it  would  seem  that  early  pericardiostomy 
in  cases  of  serous  pericarditis,  potentially  purulent, 
may  not  only  reduce  the  mortality  rate  but  the 
postoperative  morbidity  as  well. 

Early  recognition  and  prompt  treatment  of  pur- 
ulent pericarditis  would  no  doubt  materially  lessen 
the  postoperative  period,  most  often  consumed  in 
chemically  removing  the  attachments  of  organized 
fibrin  between  the  parietal  and  visceral  pericard- 
ium by  means  of  irrigations.  It  is,  of  course,  pre- 
supposed that  the  primary  focus  has  received  ade- 
quate surgical  attention. 

A review  of  29  cases  available  for  postoperative 
follow-up  in  Winslow  and  Shipley’s  series  does 
not  support  the  opinion  that  adherent  pericardium 
is  the  inevitable  consequence  of  purulent  peri- 
carditis, in  spite  of  surgical  treatment.  Of  the 
29  cases,  25  were  alive  and  well  at  the  time  of 
the  report,  with  cardiac  borders  within  normal 
limits,  and  an  elapsed  postoperative  period  ranging 
from  6 months  to  21  years.  Two  patients  of  this 
group,  or  7 per  cent,  had  developed  intrapericard- 
ial  adhesions. 

It  is  an  interesting  observation  that  the  mortal- 
ity rate  for  the  surgical  treatment  of  purulent 
pericarditis  has  dropped  from  60  per  cent  in  the 
first  25  cases  reported,  to  28.5  per  cent  for  the 
last  28  cases  reported.  The  mortality  rate  of  43.7 
per  cent,  recorded  for  the  entire  series,  should  be 
a source  of  encouragement  to  internist  and  sur- 
geon alike,  since  it  represents  that  progress  is 
being  made  in  a potentially  fatal  yet  surgically 
curable  condition. 

CASE  REPORT 

The  patient,  a girl  4 years  of  age,  was  admitted  to 
the  Doernbecher  Memorial  Hospital  for  Children,  on 
May  13  1930,  complaining  of  a painful  right  ankle  which 
had  been  present  about  two  weeks. 

The  family  history  was  essentially  negative,  and  with 
the  exception  of  recurring  attacks  of  tonsillitis  the  patient 
had  been  free  from  the  usual  diseases  of  childhood. 

While  visiting  with  her  mother  in  a Washington 
lumber  camp,  the  child  injured  her  ankle  in  a fall  through 
a hole  in  a corduroy  road.  The  following  day  she  again 
injured  the  same  ankle  by  a b'ow  from  a falling  window 
fram".  One  week  following  these  injuries  the  patient 
complained  of  pain  in  the  right  leg  and  right  ankle  region. 
The  chills  and  fever  initiating  the  attack  were  diagnosed 
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Fig.  1 

Fig.  1.  Roentgenogram  showing  the  typieal  widening  of 
the  pericardial  shadow  with  effusion  before  operation. 

Fig.  2.  Roentgenogram  one  month  after  operation  (peri- 
cardiosomy). 

as  malaria  by  the  mother,  because  the  child  had  used 
swamp  water  for  drinking  purposes  the  preceding  week. 
No  history  of  rheumatism  was  obtained. 

Examination  revealed  a somewhat  poorly  nourished 
white  girl  of  4 years  of  age.  lying  in  bed  with  a badly 
swollen  right  leg  flexed  on  the  thigh.  The  face  was  flushed 
and  warm.  The  head  showed  the  typical  rachitic  confor- 
mation. The  eyes,  ears  and  nose  were  essentially  negative. 
The  tonsils  were  enlarged  and  red.  The  pharynx  was  red. 
The  anterior  cervical  glands  were  enlarged  and  there  was 
no  cervical  rigidity. 

The  chest  examination  revealed  no  abnormal  findings 
in  either  the  heart  or  the  lungs.  The  abdomen  was  sym- 
metrical, with  no  evidence  of  rigidity  nor  areas  of  tender- 
ness. The  right  leg  was  very  swollen,  bluish,  puffy  and 
very  tender  to  pressure,  especially  over  the  lower  portion 
of  the  tibia.  There  appeared  to  be  areas  of  necrosis  be- 
neath the  skin,  ready  to  break  in  several  places. 

Laboratory  Examination:  The  urine  was  essentially  neg- 
ative. The  hemoglobin  was  70  per  cent,  with  3,611,000 
erythrocytes  and  13,950  leucocytes.  There  were  66  per 
cent  neutrophiles,  29  per  cent  small  lymphocytes  and  3 
per  cent  large  lymphocytes  present  upon  admission.  The 
throat  cultures  were  negative  for  diphtheria.  Roentgen 
examination  of  the  right  leg  revealed  an  osteomyelitis  in- 
volving the  lower  third  of  the  right  tibia,  also  considerable 
roughening  and  a little  destruction  around  the  anterior 
aspect  of  the  upper  third  of  the  tibia. 

Treatment:  The  osteomylitis  of  the  right  tibia  was 

incised  and  drained  by  Dr.  Elmer  Carlson  on  the  day  of 
admission,  and  about  eight  ounces  of  a foul  smelling  pus 
evacuated,  after  which  the  lower  third  of  tibia  was  drilled 
and  pus  evacuated.  No  exploratory  incisions  were  made 
into  the  bone. 

The  patient  had  daily  coughing  spells  for  about  five 
days  following  the  operation.  On  May  19,  the  respiration 
became  more  labored  and  a respiratory  grunt  was  noticed. 
The  temperature  during  this  period  varied  between 
100.8°  and  103°  F.  with  a pulse  varying  between  140 
and  155  and  respirations  about  40.  From  May  19  to  22, 
there  was  considerable  cough  and  some  emesis  after  meals. 
Roentgenograms  taken  on  May  19  showed  a heart  shadow 
which  was  greatly  enlarged  with  the  typical  configuration 
of  pericardial  effusion.  On  May  23,  (figs.  1,  2)  the 
patient  complained  of  severe  precordial  pain  and  the 
respirations  were  quite  labored  with  the  temperature 
102°,  pulse  152  and  respiration  48. 

After  surgical  consultation,  on  May  23,  it  was  decided 
to  do  a diagnostic  pericardiocentesis.  The  pericardial  sac 


Fig.  2 Pig.  3 

B'ig.  3.  Roentgenogram  of  chest  taken  one  year  after 
pericardiostomy. 

was  entered  about  1 cm.  to  the  left  of  the  sternal  margin 
in  the  fifth  interspace  and  10  cc.  of  creamy  yellow  pus 
evacuated.  A culture  was  made  which  showed  B.  staphy- 
lococcus aureus.  On  May  26,  a pericardiostomy  for  puru- 
lent pericarditis  was  made  under  local  anesthesia. 

The  technic  employed  was  as  follows:  A vertical  in- 
cision was  made  about  2 cm.  to  the  left  of  the  sternal 
border  and  a 1 % inch  piece  of  the  fourth,  fifth  and  sixth 
costal  cartilage  was  resected.  The  internal  mammary  artery 
was  ligated  in  the  upper  and  lower  angles  of  the  incision 
and  the  pleural  reflection  displaced  laterally.  The  peri- 
cardium was  exposed  through  a vertical  incision  corres- 
ponding to  the  vertical  skin  incision  and  incised  verti- 
cally for  a distance  of  about  2^  inches  (fig.  4,  5,  6). 
There  was  some  cloudy  fluid  evacuated  (about  2 drams). 
The  inner  surface  of  the  pericardium  was  injected  and 
covered  with  an  edematous  appearing  fibrinopurulent 
coagulum  which  was  adherent  to  the  pericardium  and 
caused  bleeding  when  dislodged.  A large  portion  of  the 
cpicardium  was  also  covered  with  this  type  of  organized 
fibrinous  exudate  which  seemed  to  more  or  less  fix  the 
heart  in  the  pericardial  cavity.  Motion  of  the  heart 
seemed  restricted.  Digital  examination  of  the  pericardial 
cavity  revealed  a considerable  amount  of  this  fibrin. 

The  edges  of  the  pericardium  were  sutured  to  the 
muscles  of  each  side  in  order  to  keep  the  pericardial 
cavity  open.  The  pericardial  sac  was  then  carefully  ir- 
rigated with  saline  by  means  of  a 14  F.  catheter  inserted 
gently  into  each  of  the  two  pericardial  fossae  posteriorly. 
The  patient  complained  of  pain  when  the  parietal  peri- 
cardium was  irritated  from  within  by  the  finger  but  touch- 
ing the  epicardium  gave  no  pain  sense.  The  entire  oper- 
ation was  done  with  infiltration  novocaine  anesthesia  with 
the  patient  in  a half-sitting  position.  There  seemed  to  be 
very  little  disturbance  of  the  circulation  or  of  the  heart 
action  during  the  operative  procedure. 

The  first  three  days  after  operation  the  patient 
became  increasingly  comfortable  with  marked  relief  of 
the  cough.  The  temperature  dropped  to  99.4°  F.  on  May 

30,  with  a pulse  of  120  and  respiration  30.  Irrigation 
of  the  pericardial  cavity  was  done  three  times  a day 
with  1:12  Dakin’s  solution  (hychlorite)  and  on  May 

31,  was  reduced  to  twice  a day  with  a 1:8  solution  of 
hychlorite  (fig.  7).  On  June  1 the  temperature  again  rose 
to  103.6°  F.  and  the  patient  presented  the  typical 
varicella  eruption.  On  June  5,  the  solution  for  irrigation 
was  again  increased  in  strength  to  a 1:7  for  irrigation 
twice  daily  and,  with  each  irrigation  clumps  of  fibrin 
were  carried  away.  Convalescence  from  the  varicella 
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Fig.  4 Pig.  5 

Fig.  4.  The  so-called  points  of  election  for  pericardiocen- 
tesis, advocated  by  various  writers.  2,  5,  6,  7 lie  within  the 
“triangle  of  safety’’  and  should  be  selected  to  avoid  the 
pleura  (Cutler). 

Fig.  5.  Position  of  incision  (a)  for  pericardiosomy  (Cutler). 


Pig.  6 

Pig.  6.  Successive  steps  in  the  operation  of  pericardios- 
tomy. a.  The  costal  cartilages  of  the  fourth,  fifth  and  sixth 
ribs  have  been  removed,  b.  The  internal  mammary  vessels 
and  the  triangularis  sterni  muscle  are  shown  beneath  the 
cartilages,  c.  The  pericardium  is  opened  and  the  heart  has 
been  exposed  (Cutler). 


Fig.  7.  Demonstrating  method  of  irrigating  the  pericar- 
dial cavity  with  Dakin’s  Solution. 


attack  was  uneventful  and  the  patient’s  strength  and 
general  condition  showed  daily  improvement. 

On  June  13  the  pericardial  sinus  began  to  show  signs 
of  closing  and  on  the  14th  she  was  taken  to  the  surgery 
and  under  gas  anesthesia  the  sinus  tract  was  dilated,  and 
an  attachment  between  the  apex  and  the  lower  angle  of 
the  wound  was  separated.  The  pericardial  cavity  was 
digitally  explored  and  found  to  be  free  from  the  fibrin 
clumps  previously  found.  The  epicardium  was  clear  and 
ghstening. 

Irrigation  was  continued  from  June  1?  until  the  sinus 
entirely  healed.  A 1:7  hychlorite  solution  was  employed 
twice  daily  during  this  time. 

During  the  latter  part  of  the  patient's  convalescence 
she  developed  pertussis  and  for  a period  of  several  weeks 
had  almost  daily  cough  paroxysms  with  emesis.  Her  blood 
count  during  this  period  showed  the  characteristic  lym- 
phocytosis and  we  felt  certain  that  the  phrenic  and  vagus 
symptoms  were  due  to  the  complication  with  pertussis 
rather  than  to  any  disturbance  of  the  pericardial  cavity. 
The  wound  healed  about  eight  weeks  after  the  first  oper- 
ation and  the  patient  was  discharged  from  the  hospital  on 
August  9. 

The  child  was  reexamined  on  May  23,  1931  at  the 
Doernbecher  Hospital.  At  this  time  she  was  feeling  well 
and  apparently  had  no  symptoms  referable  to  the  cardio- 
vascular system. 

Physical  examination  revealed  a child  5 years  of  age, 
41  inches  in  height  and  weighing  17.2  Kg.  The  general 


examination  was  negative.  The  left  chest  showed  a de- 
pressed area  over  the  precordial  region,  corresponding  to 
the  incision  scar  which  was  about  5 cm.  in  length.  The 
cardiac  impulse'  was  clearly  visible  beneath  this  area  and 
the  scar  was  not  adherent  to  the  underlying  heart.  The 
cardiac  dullness  was  slightly  increased  both  to  the  right 
and  left,  with  a normal  rhythm.  No  friction  rubs  or 
murmurs  were  audible. 

The  blood  pressure  reading  was  104/68  lying  down, 
and  106/70  sitting  up.  Roentgenograms  of  the  heart 
showed  a slight  broadening  of  the  transverse  diameter, 
without  definite  evidence  of  intrapericardial  fluids  (fig. 

3). 

Dr.  Homer  Rush  gave  the  following  report  based  upon 
electocardiograph  studies.  “Tracings  were  taken  in  three 
different  positions  to  determine  somewhat  the  shift  of 
the  heart.  The  fact  that  there  was  a pronounced  change 
in  Lead  I,  when  moving  from  the  right  to  the  left  side, 
suggests  that  there  was  but  little  evidence  of  adhesive 
pericarditis.  The  waves  showed  good  muscular  activity. 

“Examination  of  the  heart  showed  practically  normal 
function,  there  being  no  evidence  that  would  suggest  de- 
compensation. The  size  of  the  heart  did  seem  somewhat 
large  for  a child  of  this  age  and  the  configuration  sug- 
gested some  left  ventricular  prominence.  As  a rule  we 
usually  see  in  a child  of  this  age  a right  heart  promi- 
nence. 

CONCLUSIONS 

1.  Suppurative  pericarditis  is  practically  always 
secondau/  to  some  other  infectious  focus  in  the 
body. 

2.  The  diagnosis  of  suppurative  pericarditis 
is  often  made  difficult  of  recognition  because  of 
the  severity  of  the  associated  primary  infection. 

3.  Pericardiocentesis,  as  a diagnostic  measure 
in  suppurative  pericarditis,  should  be  used  only 
preparatory  to  surgery. 

4.  The  prognosis  of  cases  of  suppurative  peri- 
carditis is  usually  dependent  upon  that  of  the 
primary  infectious  process. 

5.  Free  and  adequate  drainage  is  the  surgical 
method  of  choice,  preferably  by  resecting  one  or 
more  costal  cartilages  overlying  the  pericardium. 
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POSTOPERATIVE  PARATHYROID 
TETANY* 

Edwin  A.  Nixon,  M.  D. 

SEATTLE,  WASH. 

There  are  two  major  accidents  which  can  occur 
in  the  course  of  thyroid  surgery  and  they  may 
be  properly  classified  as  tragedies  for  the  surgeon. 
One  is  a bilateral  injury  to  the  laryngeal  nerves; 
the  other  is  chronic  postoperative  parathyroid 
tetany.  The  importance  and  methods  of  avoiding 
the  nerves  are  well  recognized.  Therefore,  it  is 
our  purpose  in  this  paper  to  review  the  necessity 
for  preserving  all  of  the  parathyroid  glands  when 
doing  goiter  surgery,  and  to  offer  some  suggest 
tions  in  operative  technic  which  should  make  this 
more  easily  accomplished.  The  treatment  of  tet' 
any  will  also  be  summarized  in  the  light  of  recent 
additions  to  our  therapeutic  armamentarium. 
HISTORICAL 

For  a long  time  the  presence  of  the  parathyroid 
glands  escaped  the  eye  of  the  anatomist  because 
his  attention  was  focused  upon  the  more  promin' 
ent  thyroid  gland.  And  then,  upon  discovery, 
they  were  given  no  particular  attention.  Credit 
has  been  given  to  Sandstrom^  who  in  1880  made 
the  original  discovery  of  these  glands  in  the  bodies 
of  fifty  men  at  postmortem,  and  he  preceded  to 
follow  up  this  discovery  by  studies  in  animals. 
Gley,  in  1891,  established  for  the  first  time  the 
important  physiologic  function  of  the  glandules, 
and  he  showed  that  tetany  following  thyroidec' 
tomy  was  due  wholly  to  removal  of  the  parathy- 
roids and  in  no  way  connected  with  the  thyroid 
as  had  been  previously  supposed.  In  America, 
McCallum2  deserves  credit  for  adding  much  ex- 
perimental data  to  the  work  of  Gley.  And  this 
has  proven  of  great  clinical  value  in  medicine  and 
surgery. 

It  is  to  the  surgeon,  however,  that  these  glands 
have  appealed  most  strongly  on  account  of  the 
question  of  postoperative  tetany.  This  condition 
was  not  unknown  to  earlier  surgeons,  and  such 
men  as  Billroth,  Reverdin  and  Mikulicz  had  a 
high  percentage  of  tetanies  following  complete 
removal  of  the  thyroid  gland.  Modern  surgery, 
based  on  the  increasing  knowledge  of  the  anatomy 
and  physiology  of  the  parathyroids,  is  gradually 
obviating  such  untoward  results.  * 

‘Read  before  a Meeting  of  King  County  Medical  Society, 
Seatle,  Wash.,  March  7,  1932. 

‘From  Thyroid  Clinic  of  Dr.  B.  T.  King,  Harhorview 
Hospital. 

1.  Ochsner  and  Thompson:  Surgery  and  Pathology  of  the 
Thyroid  and  Parathyroid  Glands.  C.  V.  Moshy  Co.,  St.  Louis, 
1913. 

2.  McCallum,  W.  S. : Textbook  of  Pathology,  pp.  394,  895. 
W.  B.  Saunders  Co..  Philadelphia,  1930. 


ANATOMY  AND  PHYSIOLOGY 

The  parathyroid  glands  arise  from  the  walls  of 
the  third  and  fourth  branchial  clefts  and  come  to 
lie  in  various  locations  around  the  thyroid  gland. 
In  the  anatomic  consideration  of  these  bodies,  the 
following  observations  have  been  made:  first,  that 
the  parathyroid  glands  are  seldom  intimately  at- 
tached to  the  true  capsule  of  the  thyroid;  second, 
that  almost  without  exception  they  are  located 
in  the  loose  connective  tissue,  commonly  called 
the  surgical  capsule  which  surrounds  the  thyroid; 
third,  that  while  they  commonly  lie  in  contact 
with  the  posterior  surface  of  the  gland,  they  may 
occur  at  any  point  on  the  exterior  of  the  thyroid; 
fourth,  they  show  a special  tendency  to  lie  in 
contact  with  the  large  vessels  of  the  thyroid,  from 
which  they  receive  their  blood  supply  by  way  of 
small  arterioles;  fifth,  that  in  general  appearance 
they  are  yellowish  in  color  and  not  easily  dif- 
ferentiated grossly  from  small  lobules  of  fat; 
sixth,  that  there  are  said  to  be  four  glands  present 
usually,  but  as  many  as  eight  have  been  found  in 
a single  postmortem  specimen.  They  have  also 
been  found  at  postmortem  embedded  in  the  sub- 
stance of  the  thyroid  gland  and  recently  we  found 
a parathyroid  gland  present  in  a persistent  thymus 
of  a young  adult  on  the  necropsy  table. 

Physiologically,  there  is  conclusive  evidence  pro- 
duced by  McCallum  and  others  to  support  the 
conception  that  the  parathyroid  is  an  organ  presid- 
ing in  some  sense  over  the  calcium  metabolism  in 
the  body. 

TETANY 

Osler^  describes  tetany  as  a hyperexcitability  of 
the  neuromuscular  system  with  bilateral  chronic  or 
intermittent  spasms  of  the  muscles  of  the  extrem- 
ities. There  is  also  a heightened  electric  excita- 
bility. Much  literature  has  sprung  up  in  the 
past  few  years  in  a vain  attempt  to  show  the 
presence  of  some  poison  in  the  blood,  but  the 
disturbance  of  calcium  metabolism  is  practically 
the  only  finding  in  blood  chemistry  on  which  the 
various  observers  agree. 

In  general,  tetany  may  be  divided  into  two 
varieties  (1)  infantile  and  (2)  adult.  In  dis- 
cussing infantile  tetany  Harris^  feels  that  the  eti- 
ologic  factor  is  a perversion  of  the  calcium  metab- 
olism, arising  from  a lack  of  vitamin  D.  Two 
stages  are  recognized,  one,  the  more  severe  in 
which  spasmophilic  symptoms  occur;  the  other, 

3.  Osier,  Sir  Wm. : Principles  and  Practice  of  Medicine. 

D.  Appleton  Co.,  New  York,  p.  902.  1926. 

4.  Harris,  C.  F. : Treatment  of  Infantile  Tetany.  Prac- 

titioner, 125:131,  July,  1930. 
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latent,  without  symptoms  but  having  objective 
signs  of  tetany.  The  symptoms  of  manifest  tetany 
can  only  be  relieved  by  the  administration  of 
calcium  salts.  The  disorder  can  be  cured  only 
by  putting  an  end  to  the  deficiency  of  vitamin  D 
which  has  brought  it  about.  The  final  proof  of 
recovery  is  the  restoration  of  calcium  in  the  serum 
to  normal  level,  which  is  given  as  9 to  11  milli- 
grams  per  100  cubic  centimeters  of  blood. 

Adult  tetany  may  be  produced  as  a result  of 
a number  of  different  conditions.  It  may  follow 
surgical  removal  of  the  thyroid  gland,  but  in- 
fections, typhoid  fever  and  successive  pregnancies 
are  not  uncommon  causes.  In  these  cases  the  syn- 
drome of  tetany  is  characterized  by  the  finding 
of  low  blood  calcium. 

Another  form,  which  is  the  so-called  gastric 
tetany,  produces  similar  general  symptoms  of  dis- 
turbance in  the  neuromuscular  system,  and  in 
addition  results  in  an  obstruction  in  the  stomach. 
This  is  fundamentally  different  from  the  other 
forms  of  tetany  and  McCallum  and  others  have 
shown  that  this  is  not  due  to  lowering  of  the 
calcium  content  of  the  blood  but  to  a loss  of 
chlorides  in  the  vomited  gastric  juice.  The  chlor- 
ide content  of  the  blood  and  urine  is  greatly 
reduced,  the  reaction  of  the  blood  tends  toward 
the  alkaline  side,  and  the  condition  can  only  be 
relieved  or  prevented  by  the  introduction  of  suf- 
ficient chlorides  to  repair  the  loss. 

TRE.VTMENT 

In  the  treatment  of  the  other  types  of  tetany, 
latent,  chronic  or  acute,  three  different  medicinal 
substances  enter  into  consideration.  All  three 
must  be  employed  simultaneously  and  must  sup- 
plement each  other.  They  are: 

1.  Endocrine  substitution  therapy.  Christ^  has 
offered  experimental  and  clinical  evidence  to  prove 
that  transplantation  of  the  parathyroid  glands  is 
of  little  value  to  patients  suffering  from  removal 
or  damage  to  these  structures.  However,  this 
form  of  treatment  is  being  discarded  since  the  dis- 
cover>"  of  a method  of  preparing  an  extract  of 
the  glands  by  Collip,  at  the  University  of  Alberta. 
This  extract  is  marketed  under  license  by  Eli 
Lilly  and  Company  and  is  a fairly  stable  aqueous 
solution,  which  can  be  administered  subcutaneous- 
ly, intramuscularly  or  intravenously.  It  has  proved 
to  be  a boon  for  many  a goiter  patient  and  a safe 
retreat  for  many  a harassed  surgeon.  The  dosage 

5.  Christ.  A.:  Ueber  Post-operative  and  Experimental 

Tetanie.  Deutsche  Ztschr.  f.  Chir.,  226:34-45.  1930. 


is  figured  in  units  which  are  determined  by  bio- 
logic tests,  using  dogs.  The  method  consists  in 
determining  the  rise  of  serum  calcium  in  these  ani- 
mals, receiving  test  doses  of  the  parathormone. 

In  patients  with  true  tetany,  20  or  30  units 
may  be  expected  to  cause  relief.  This  dosage 
may  be  repeated  two  or  three  times  in  twenty-four 
hours,  and  the  amount  may  then  be  decreased 
until  ten  units  are  given  every  other  day.  In 
infantile  tetany,  ten  units  may  be  used  and  re- 
peated in  one  hour  if  the  symptoms  are  not  re- 
lieved. The  sustaining  dose  for  infants  is  about 
one-fifth  the  initial  dose.  The  drug  may  also 
be  used  in  the  preoperative  preparation  of  pa- 
tients who  have  an  increased  coagulation  time. 
Fifteen  units  may  be  given  eight  hours  before 
operation.  It  must  be  used  whth  caution  in  pa- 
tients who  have  renal  or  cardiac  disease.  Symp- 
toms of  overdosage  are  anorexia,  vomiting,  diar- 
rhea and  weakness. 

2.  Calcium.  In  chronic  tetany  the  administra- 
tion of  calcium  is  not  absolutely  necessary,  for  the 
symptoms  are  due  to  the  lack  of  capability  of  the 
body  to  utilize  it  correctly.  There  are  usually 
sufficient  quantities  of  calcium  present.  In  the 
acute  forms  of  tetany  the  calcium  must  be  given 
intravenously  and  in  most  cases  the  imminent 
danger  to  life  is  thereby  averted  for  the  moment. 
Calcium  gluconate  has  been  found  to  be  the  best 
and  most  easily  assimilated  calcium  preparation 
for  intravenous  or  intramuscular  use. 

Intravenous  use  of  calcium  chloride  has  been 
discontinued,  following  the  presentation  of  a paper 
in  Seattle  by  Luckhardt  of  Chicago.  He  em- 
phasized the  clinical  and  experimental  evidence 
which  he  had  collected,  shoving  the  dangers  con- 
nected with  its  use.  These  consisted  chiefly  in 
extensive  thrombosis  and  clotting  of  blood  in  ex- 
perimental animals.  Calcium  gluconate  was  highly 
recommended  as  the  safe  and  efficient  salt  of  cal- 
cium to  be  employed  intravenously,  and  calcium 
lactate  given  by  mouth  is  quite  satisfactory  hut 
slower  in  producing  a rise  in  the  serum  calcium. 

3.  Viosterol.  A part  of  the  function  of  the 
parathyroid  glands  consists  in  the  preparation  of 
biologically  active,  colloidal,  organic  calcium  com- 
pounds. In  spite  of  the  administration  of  cal- 
cium and  parathyroid  extracts,  the  body  is  not 
capable  of  forming  these  important  calcium  com- 
pounds when  the  parathyroid  glands  are  absent. 
This  appears  to  be  possible,  only  when  a supply 
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of  vitamin  D is  available.  Seeds  and  Reed*’  were 
able  to  control  tetany  in  humans  by  the  intraven- 
ous  administration  of  0.5  cc.  of  an  8000  D pre- 
paration in  oil.  There  were  no  ill  effects  from  oil 
emboli.  It  may  be  assumed  that  viosterol  has  a 
vicarious  action  on  calcium  and  decreases  the  ir- 
ritability of  the  neuromuscular  system  by  increas- 
ing the  permeability  of  the  tissues  for  calcium 
compounds. 

All  three  substances,  the  organic  extract,  cal- 
cium and  viosterol,  are  necessary  for  the  cure  of 
tetany,  and  they  must  supplement  each  other. 
If  employed  properly  and  at  the  correct  time,  they 
cojointly  assure  successful  results. 

CLINICAL  REPORT 

Mrs.  R.  O.,  No.  7718,  age  34,  was  admitted  to  Har- 
borview  Hospital  complaining  of  dizzy  spells,  confusion, 
nervousness,  goiter  and  choking  spells.  Her  attacks  began 
two  weeks  before  admission  and  she  would  have  a dozen 
or  more  convulsive  seizures  daily. 

Eleven  months  before  admission  she  had  a thyroidec- 
tomy and  this  procedure  was  repeated  six  months  before 
coming  to  this  institution.  No  reports  were  obtainable  as 
to  the  findings  or  operative  procedure  at  the  time  of 
either  operation.  She  had  been  pregnant  four  times. 

On  admission,  the  essential  findings  were  a blood  cal- 
cium of  3.4  mgm.  and  the  basal  metabolic  rate  was  plus 
3.6.  The  blood  showed  marked  secondary  anemia.  The 
general  examination  revealed  a small  tumor  in  the  region 
of  the  left  lobe  of  the  thyroid  gland.  There  were  twitch- 
ings  of  the  facial  muscles,  Chvostek's  sign,  and  carpopedal 
spasms  during  the  repeated  convulsive  seizures  which  she 
was  having.  The  laryngologist  reported  the  left  vocal 
cord  in  the  cadavaric  position  and  fixed  on  respiration 
or  phonation. 

Intravenous  calcium  gluconate  controlled  her  convul- 
sions fairly  well,  until  one  day  she  was  suddenly  seized 
by  an  attack  while  in  the  bathroom  and  we  despaired 
of  her  life.  The  use  of  30  units  of  parathormone,  re- 
peated in  two  hours  returned  her  to  a reasonably  normal 
condition.  The  blood  calcium  on  the  day  of  the  convul- 
sion was  7.6  milligrams. 

By  continuing  calcium  by  mouth,  along  with  cod-liver 
oil,  we  reduced  the  parathormone  to  10  units  daily.  She 
gained  in  weight  and  strength  and  the  blood  hemoglobin 
showed  twenty-five  per  cent  increase.  She  was  discharged 
with  orders  to  receive  ten  units  of  parathormone  every 
other  day,  ca'cium  lactate  by  mouth  and  viosterol. 

The  treatment  of  this  patient  well  illustrated 
the  futility  of  depending  upon  calcium  in  con- 
trolling postoperative  parathyroid  tetany.  The 
satisfactory  progress  was  made  only  after  employ- 
ing the  three  types  of  medication,  namely,  organic 
extract,  calcium  and  vitamin  D. 

PRESERVATION  OF  THE  PARATHYROIDS  IN  GOITER 

SURGERY 

Parathyroprivic  tetany  is  becoming  less  of  a 
complication  following  thyroidectomy,  because  we 

6.  Seeds,  L.  and  Reed,  C.  I.:  Administration  of  Viosterol 
in  Human  Parathyroid  Tetany.  Proc.  Soc.  Kxper.  Biol,  and 
Med.,  28:379-380,  Jan.,  1931. 


Fig.  1.  Anterior  view  of  the  thyroid  gland,  showing  some 
of  the  common  locations  of  the  parathyroids.  The  proper  ap- 
plication of  a forcepts  and  reflection  of  the  glandule  are  il- 
lustrated. 

Fig.  2.  The  common  sites  of  parathyroids  on  the  posterior 
surface  of  the  thyroids  are  shown.  The  total  number  rarely 
exceeds  eight. 

have  a more  complete  knowledge,  not  only  of  the 
blood  supply  but  also  of  the  variations  in  the 
positions  of  the  parathyroid  glands.  The  descrip- 
tions given  in  textbooks  about  the  location  of 
these  glands  are  many  and  varied,  and  so  an  at- 
tempt has  been  made  to  show  in  figures  1 and  2 the 
usual  as  well  as  some  of  the  unusual  places  where 
they  have  been  found  in  the  course  of  surgical 
removal  of  the  thyroid  gland. 

The  presence  of  these  small  bodies,  which  so 
closely  resemble  a lobule  of  fat,  on  the  posterior 
surface  of  the  thyroid  gland  is  well  recognized. 
Here  they  are  comparatively  safe  from  damage  or 
removal  because  of  the  zealous  effort  made  to 
avoid  the  laryngeal  nerves  in  this  region.  Their 
presence  on  the  anterior  surface  of  the  thyroid 
gland  is  not  so  well  observed.  They  are  not  at- 
tached, as  a general  rule,  to  the  true  capsule  of 
the  thyroid,  but  are  found  in  the  loose  connec- 
tive tissue  or  surgical  capsule  which  surrounds  the 
gland'^. 

In  fifty  per  cent  of  the  cases  a parathyroid 
gland  will  be  found  lying  in  contact  with  the  su- 
perior thyroid  artery  at  or  just  above  its  junction 
with  the  superior  pole.  Almost  as  frequently  the 
presence  of  another  parathyroid  on  the  inferolat- 
eral  thyroid  vein  will  be  noted,  if  the  opern.tor 
is  constantly  on  the  alert  in  looking  for  them. 
These  sites  are  the  usual  points  of  election  for 
placing  the  hemostats  preparatory  to  ligating  these 
vessels.  If  the  possibilities  of  the  occurrence  of 
the  parathyroids  in  these  locations  are  not  borne 
in  mind,  the  little  gland  is  certain  to  be  excised 
or  included  in  the  ligature  placed  around  the 
vessel. 

7.  King,  B.  T.:  Technic  of  Thyroidectomy.  S.  Clin.  North 
America,  10:1081-1097,  Oct.,  1930. 
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None  of  the  small  pieces  of  tissue  resembling 
fat,  found  in  this  region  below  the  sternothyroid 
and  sternohyoid  muscles,  are  ever  removed.  When 
one  is  noted  on  a vessel,  the  hemostat  is  care- 
fully  placed  distally,  that  is  to  say,  toward  the 
gland  side  of  the  body  and  thus  permits  a ligature 
to  be  tied  proximally  to  the  hemostat  and  thereby 
in  no  way  interfering  with  the  position  of  the 
gland  on  the  blood  vessel.  In  some  instances  it  is 
necessary  to  include  a small  portion  of  the  thy' 
roid  gland  and  capsule  with  the  parathyroid  body 
and  this  loose  connective  and  gland  tissue  can  be 
easily  reflected  with  the  ligated  vessels.  In  this 
way  the  arteriole  which  supplies  the  parathyroid 
is  not  injured  and  therefore  functional  disturb' 
ances  cannot  be  expected  to  result. 

Too  often  these  small  bodies  are  removed  with 
the  thyroid  gland.  A careful  study  of  1,056 
thyroid  glands  removed  at  the  Mayo  Clinic  re' 
vealed  parathyroids  present  in  eight  per  cent  of 
the  specimens.  8 It  is  not  unlikely  that  even  trans' 
itory  postoperative  parathyroid  tetany  could  be 
avoided,  if  greater  care  was  to  be  exercised  in 
placing  hemostats  preparatory  to  ligating  the  ves' 
sels  on  the  anterior  surface  of  the  thyroid  gland 
as  described  above. 


PSEUDOPELLAGRA? 

RESULTING  FROM  CERT.MN  DIETARY  DEFICIENCIES* 

Lyle  B.  Kingery,  M.  D. 

Clinical  Professor  Dermatology  and  Syphilology, 
University  of  Oregon  Medical  School 
PORTLAND,  ORE. 

The  picture  of  pellagra  has  been  known  and 
recognized  for  almost  two  hundred  years.  Its  com' 
plete  description,  therefore,  has  no  place  in  this 
paper.  The  term  “pseudopellagra”  has  been  used 
with  extreme  rarity  in  texts  and  written  clinical 
reports,  and  then  to  describe  a syndrome  occurring 
only  m prolonged  repeated  alcoholism,  and  pre' 
senting  as  an  outstanding  symptom  a polyneuritis. 
The  occurrence,  therefore,  of  three  similar  cases 
definitely  different  from  the  above,  yet  each  pre' 
senting  a pellagrous  type  of  dermatitis  apparently 
on  a food  deficiency  basis,  would  seem  to  justify 
this  brief  clinical  report. 

In  spite  of  the  fact  that  investigative  studies  have 
been  in  progress  for  almost  two  centuries,  the  exact 
etiology  of  pellagra  remains  an  unanswered  ques' 

8.  Curtis.  G.  SI. : Preservation  of  Parathyroids  in  Goiter 

Surgery,  Illinois  SI.  J.,  59:361-365,  Slay,  1931. 
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tion.  Endemic  in  Italy,  Spain  and  the  Tyrol,  and 
occurring  with  great  regularity  in  the  southern 
states,  the  vitamin  deficiency  theory  of  causation  has 
perhaps  claimed  the  majority  of  supporters.  In  the 
face  of  all  this  evidence,  however,  and  after  years  of 
study  and  observation,  Ormsby  prefers  to  believe  it 
due  to  an  infectious  microorganism.  Sutton,  on  the 
other  hand,  is  inclined  to  explain  it  on  the  basis 
of  some  unusual  but  definite  form  of  intestinal  in' 
toxication. 

With  reference  to  the  clinical  course  and  diag' 
nostic  picture,  there  is  complete  accord.  In  the  ma' 
jority  of  cases  the  cutaneous  involvement  affects  the 
hands,  wrists,  feet,  ankles  and  frequently  the  neck 
and  face  as  its  sites  of  election.  The  involvement  of 
these  exposed  areas  has  seemed  to  demonstrate  a 
certain  type  of  photosensitivity  on  the  part  of 
individuals  so  affected.  The  involvement  is  that 
of  an  erythematous  dermatitis,  at  times  presenting 
bullae,  and  eventually,  with  a subsidence  of  acute 
symptoms,  the  development  of  a peeling  pigmen' 
tary  process  familiar  to  every  clinician.  Associated 
with  these  cutaneous  changes,  which  are  the  most 
constant,  is  the  involvement  of  the  gastrointestinal 
and  nervous  systems.  In  the  majority  of  estab' 
lished  cases  one  or  both  of  the  above  are  included 
in  the  clinical  picture  sometime  during  the  course 
of  the  disease.  The  gastrointestinal  symptoms  con- 
sist  of  a recurring  or  constant  devastating  diar' 
rhea,  associated  with  foul  smelling  stools  sugges' 
tive  of  intestinal  putrefaction.  The  mental  symp' 
toms  are  most  frequently  those  of  depression, 
lassitude  and  apathy,  varying  in  severity  from 
the  degree  in  which  the  individual  inefficiently 
carries  on  his  daily  work  to  those  who  present 
the  picture  of  a deepest  melancholia. 

The  course  is  usually  long  drawn  out.  Some 
cases  recur  each  spring  with  fall  intermissions. 
In  others  there  is  a steady  persistence  of  symp' 
toms  gradually  increasing  in  severity  over  a period 
of  years.  In  the  main  the  prognosis  for  cases  of 
true  pellagra  is  bad.  A fifty  per  cent  mortality 
is  usually  accepted  as  a fair  average. 

As  seen  from  the  foregoing,  the  classical  syn' 
drome  of  pellagra  is  clear  cut  and  established. 
That  symptomatically  allied  conditions  exist  un' 
recorded,  or  at  least  infrequently  studied,  would 
seem  suggested  by  the  following  cases: 

Case  1.  M.  L.  K..  female,  age  four  years.  Present 
complaint;  “Sore  mouth  and  rash  on  hands.  ’ Past  history; 
Irrelevant,  except  whooping'cough  several  months  previous 
to  the  time  of  examination. 
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Fig.  1.  Case  2.  Shows  hyperpigmentation  and  desquamation 
on  dorsal  surfaces  with  freedom  of  such  on  palmar  surfaces. 


Present  history:  Patient  first  seen  on  February  9,  1931. 
At  that  time  general  examination  revealed  a fairly  well 
developed,  obviously  undernourished,  nervous  female  child. 
She  gave  a history  of  the  present  cutaneous  changes  hav- 
ing  developed  over  a period  of  the  preceding  eight  weeks, 
during  which  time  ordinary  treatment  for  eczema  had 
afforded  no  relief. 

Examination:  Dermatologic  examination  revealed  a der' 
matitis  involving  the  dorsa  of  the  hand,  the  face,  especially 
the  cheeks  and  nose,  and  the  neck.  The  hands  presented 
the  most  severe  involvement,  and  were  dry,  fissured  and 
scaling.  The  palmar  surfaces  were  spared.  There  was  a 
marked  associated  hyperpigmentation  present.  There  was 
a severe  and  obstinate  constipation.  No  mental  symptoms 
other  than  a tendency  toward  a nervous  tempcrmant  were 
demonstrable.  The  tongue  was  red  and  tender  and  pre- 
sented several  aphthous  ulcers. 

Subsequent  history:  Further  investigation  revealed  the 
fact  that  for  the  preceding  several  months  the  child  had 
subsisted  on  milk,  ice  cream  and  dry  cereals.  She  had 
consistently  refused  meat,  meat  products,  and  fresh  veget- 
ables. She  was  returned  to  a normal  balanced  diet  which 
resulted  in  complete  disappearance  of  the  above  picture 
in  three  weeks. 

A further  note  on  the  case  is  interesting.  Three  months 
after  the  child  had  apparently  enjoyed  complete  recovery, 
she  entered  the  hospital  for  removal  of  adenoids  and 
tonsils.  During  this  time  and  for  four  weeks  thereafter, 
due  to  relaxed  vigilance  on  the  part  of  the  mother,  she  went 
back  to  the  previous  diet.  Almost  immediately  the  picture 
of  pellagrous  dermatitis  was  duplicated.  This  recurrence 
was  as  prompt  in  its  response  to  dietary  control  as  was 
the  preceding,  and  the  child  has  remained  clear  up  to 
the  present. 

Case  2.  Mr,  H.  L.,  age  46.  American,  no  occu- 
pation. Present  complaint:  “Breaking  out"  on  the  hands. 


Fig.  2.  Case  3.  Shows  pellagrous-like  pigmentation  and 
desquamation  with  typical  distribution. 


wrists,  and  nose.  Past  history:  History  of  previous  illnesses 
apparently  of  no  importance. 

Patient  stated  he  had  been  out  of  work  for  several 
months  and  during  the  past  three  months  had  indulged 
frequently  in  “canned  heat”.  He  has  had  occasional  bowls 
of  free  soup,  but  otherwise  practically  no  food. 

Present  illness:  Patient  states  that  he  first  noticed  er- 
uption as  a red  rash  on  the  hands  and  nose  about  ten 
days  ago.  The  eruption  for  the  first  few  days  was  very 
red  and  there  was  some  itching.  Following  this  there 
has  been  a gradual  disappearance  of  the  redness  and 
itching,  and  the  parts  have  “seemed  to  turn  brown”,  and 
have  repeatedly  peeled  off. 

Examination : Examination  revealed  a poorly  nourished 
male  past  middle  age.  Other  than  the  fact  that  the  patient 
is  obviously  suffering  from  exposure  and  is  undernourished, 
the  general  findings  are  negative.  Involving  the  dorsal 
surfaces  of  the  hands  and  wrists  and  the  entire  nose  there 
is  a subacute  purplish  erythema.  The  involvement  of  the 
hands  is  symmetrical  and  the  line  of  demarcation  be- 
tween the  involved  and  uninvolved  parts,  i.  e.,  the  dorsal 
and  palmar  surfaces,  is  definite,  sharp  and  clean  cut. 
Superimposed  upon  this  pigmentary  process  is  a generalized 
tendency  to  desquamation  and  peeling.  In  other  words, 
the  cutaneous  change  is  definitely  demarcated,  involves 
certain  exposed  areas,  and  is  made  up  of  pigmentation 
and  desquamation.  There  is  no  demonstrable  involvement 
of  gastrointestinal  or  central  nervous  system. 

Subsequent  history:  The  patient  was  placed  on  a gen- 
eral hygienic  regime,  including  a properly  balanced  diet. 
No  drugs  were  given.  Observation  three  weeks  later  re- 
vealed practically  entire  resolution  of  the  above  picture. 

Case  3 (fig.  1).  R.  H.  age  6^  years,  American  school 
child.  First  seen  May  19,  1931.  Present  complaint:  Erup- 
tion of  the  hands,  forearms  and  face. 

Past  history:  Irrelevant  except  that  the  child  is  an 
epileptic,  and  for  something  over  a twelve  month  period 
has  been  kept  rather  closely  to  the  accepted  ketogenic  diet. 
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Present  illness;  The  cutaneous  symptoms  had  been 
gradually  developing  over  a period  of  several  weeks.  These 
at  first  appeared  as  an  acute  dermatitis,  involving  exposed 
portions  of  the  body  and  had  been  accepted  as  sunburn. 
From  time  to  time  there  were  exacerbations  but  the  un- 
derlying process  had  gradually  developed  into  the  present 
picture. 

Examination : Examination  revealed  a well  developed, 

well  nourished  male  child.  The  face,  dorsal  surface  of  the 
hands,  and  forearms  presented  a definite  brownish  hyper- 
pigmetation.  The  process  was  symmetrical  on  the  extremi- 
ties, and  left  the  palmar  portions  of  the  hands  uninvolved. 
There  was  an  early  hyperkeratosis  with  desquamation 
and  the  line  of  demarcation  between  the  involved  and 
uninvolved  portions  of  the  hands  was  defined  and  clear 
cut.  The  pigmentation  was  diffuse,  of  even  intensity,  and 
more  pronounced  on  the  hands  and  arms  than  on  the 
face.  Accompanying  this  change  in  color  was  a diffuse 
evenly  distributed  thickening  of  the  skin.  The  lines  of 
cleavage  were  markedly  accentuated.  The  skin  was 
leathery  to  palpation,  and  there  was  a generalized,  rather 
marked  desquamation. 

Subsequent  history;  Following  a consultation  with  the 
physician  in  charge  of  the  general  care  of  the  child,  a 
norma  ly  balanced  dietary  regime  was  substituted  for  the 
ketogenic  diet.  No  drugs  were  given.  A subsequent  ob- 
servation three  weeks  later  revealed  complete  disappearance 
of  all  cutanenous  pathology.  The  child’s  skin  has  remained 
normal  ever  since. 

COMMENTS 

In  the  foregoing  are  described  precisely  similar 
cutaneous  changes,  occurring  in  three  patients 
coming  to  our  attention  within  the  period  of  a 
year.  Clinically,  these  cutaneous  changes  have 
resembled  those  of  pellagra  in  their  symmetrical 
distribution,  pigmentary'  changes,  and  tendency  to 
hyperkeratosis.  So  strikingly  have  these  changes 
duplicated  those  of  pellagra  that  from  the  cutan- 
eous picture  alone  a diagnosis  of  pellagrous  der- 
matitis would  have  been  justified. 

The  absence  of  gastrointestinal  and  nerv'ous  sys- 
tem involvement,  and  the  uniform,  immediate,  and 
apparently  permanent  response  to  dietary  treat- 
ment obviously  precludes  such  a diagnosis.  They 
would  seem,  however,  to  suggest  that  in  them  we 
have  typified  a pellagra-like  dermatitis,  apparently 
associated  with  dietary'  deficiencies,  often  diag- 
nosed as  eczema,  and  perhaps  deserving  of  more 
diagnostic  attention  than  they'  have  been  accus- 
tomed to  receive  in  the  past. 

Pellagra  is  quite  rare  in  this  part  of  the  country' 
and  an  occasional  report  on  this  condition  helps  to 
keep  it  in  mind.  The  case  represented  here  is 
fairly'  ty'pical  of  this  disease  and  serves  to  emphasize 
the  point  that  has  several  times  been  brought  out  in 
the  literature  the  past  few  y'ears,  i.e.,  that  in  pelleg- 
ra  there  are  frequently  two  factors  present:  first, 
a diet  deficient  in  certain  essential  food  elements, 
and,  second,  a local  infectious  process  of  a mod- 
erate degree  of  severity. 


PELLAGRA 

CASE  report 

J.  C.  H.\th.aw.\y,  M.  S.,  M.  D. 

SPOKANE,  WASH. 

This  patient  is  a white  woman,  married,  32  years  old. 
Her  past  history,  until  four  years  ago,  shows  nothing,  of 
significance. 

Four  years  ago  she  began  to  complain  of  dysphagia, 
gas  and  constipation.  Then  gradually  began  to  eliminate 
various  foods  from  her  diet  to  get  relief  from  these 
symptoms.  About  three  years  ago  she  began  to  have  right 
sided  facial  pain,  nasal  discharge  and  mild  rheumatic 
attacks.  At  about  ths  time  she  first  noticed  a dermatitis 
which  involved  the  arms  only.  Since  that  time  she  has 
tried  self-treatment  for  her  various  symptoms.  She  gradr 
ually  reduced  her  diet  until,  for  a period  of  over  three 
years,  it  has  consisted  of  the  following;  Breakfast,  cocoa 


Fig.  1.  Arms  show  typical  pellagrous  dermatitis. 


(usually  made  without  milk),  oatmeal  and  toast.  Lunch 
and  dinner,  bread  and  potatoes  (usually  in  the  form  of 
potato  soup),  occasionally  a little  meat  and  vegetables. 

Her  dermatitis  came  on  early  each  spring  and  lasted 
until  late  winter.  Her  husband  states  she  has  been 
noticeably  apathetic  the  past  few  months. 

In  June,  1931,  she  consulted  Dr.  A.  N.  Codd,  who 
made  a diagnosis  of  right  maxillary  sinusitis  and  treated 
her  for  this  condition.  He  referred  her  to  me  on  August 
20.  At  that  time  she  presented  the  typical  picture  of 
pellagrous  dermatitis  shown  in  the  accompanying  figure  1. 
Further  examination  showed  two  or  three  abscessed  teeth 
which  she  was  advised  to  have  extracted.  She  also  had  a 
moderate  secondary  anemia. 

Treatment  consisted  of  the  addition  of  milk,  butter, 
meat,  vegetables  and  fruit  to  the  diet.  She  was  also 
given  yeast  and  iron  to  combat  the  anemia. 

When  seen  a month  later,  the  patient  showed  some 
improvement.  She  was  again  seen  November  21,  and  at 
this  time  the  skin  was  clear  and  her  stomach  distress  and 
constipation  were  greatly  improved.  She  still  complained 
of  some  dysphagia. 
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AGRANULOCYTOSIS 

Agranulocytosis  is  still  a baffling  affection 
though  it  is  now  ten  years  since  Schultz^  estab' 
lished  it  as  a clinical  entity.  It  is  manifested  by 
a dimunition  or  rarely  present  of  polymorpho' 
neuclear  leucocytes  in  the  blood,  with  a relative 
increase  in  the  lymphocytes.  There  is  also  an 
aplasia  of  the  bone  marrow.  There  is  little  or  no 
change  in  the  red  cells  or  coagulation  time,  though 
they  may  occur  under  unknown  influences.  The 
outstanding  clinical  manifestations  are  prostration, 
fever,  ulceration  of  the  pharynx  and  usually  a 
fatal  termination.  It  occurs  in  women  four  times 
as  frequently  as  in  men,  and  usually  in  middle 
ages. 

Etiologically  little  is  know.  B.  pyocyaneus  has 
been  isolated  from  the  throat,  but  may  be  an  ac- 
cidental finding.  Paratyphoid  bacillus  and  strep- 
tococcus viridans  have  been  found  in  blood  cul- 
tures. They  also  may  be  incidental  invaders;  no 
organisms  have  been  definitely  incriminated.  Cases 
have  been  reported  in  arsenic  poisoning,  the  lit- 
erature being  reveiwed  by  Loveman^. 

Senator^  reported  four  fatal  cases  of  ulcerative 
pharyngitis  in  1888  but  without  hematologic 
studies,  so  they  may  or  may  not  belong  here.  Leu- 
copenias  were  reported  before  Schultz’s  article, 
but  were  never  dignified  as  clinical  entities.  Brown^ 
reported  a fatal  case  of  pharyngeal  ulceration 
with  leucopenia  as  early  as  1902.  Tuerk^  reported 
the  second  case  in  1907.  He  attributed  the  disease 
to  a constitutional  disposition  toward  infections. 
This,  however,  does  not  explain  fully  the  nature 
of  the  leucopenia,  for  in  infectionus  mononucleosis 
a polymorphonuclear  leucocytosis  supervenes,  when 

1.  Schultz,  W. : Ueber  eigenartiger  Halserkrankungen. 

Deutsche  med.  Wchnschr.,  48:495,  1922. 

2.  Loveman,  A.  B. : Toxic  Granulocytopenia,  Purpura 

Hemorrhagica  and  Aplastic  Anemia  Following  the  Arsphen- 
nanimes,  Ann,  Int.  Med.,  5:1238-1256,  April,  1932. 

3.  Quoted  by  P.  K.  Brown,  infra. 

4.  Brown,  P.  K.:  A Fatal  Case  of  Acute  Primary  In- 

fectious Pharyngitis  with  Extreme  Leucopenia.  Am.  Med., 
3:649-650,  April  19,  1902. 

5.  Tuerk,  W.:  Septische  Erkrankungen  hei  Verkuemmer- 
ung  des  Granulozytensystems.  Wien.  Klin.  Wchnschr.,  20: 
57-162,  1907. 


a septic  infection  occurs  intercurrently.  It  in- 
dicates to  us  that  certain  bacterial  poisons  have 
an  inhibiting  influence  in  the  production  of  leu- 
cocytes, others  stimulate  them.  Furthermore,  some 
cases  are  produced  without  assuming  a bacterial 
infection,  for  example  the  arsenical  poisoning.  In 
these  cases  the  writers^  blame  the  benzol  moiety 
because  of  its  known  deleterious  action  on  bone 
marrow.  There  are  still  other  cases  in  which  there 
is  no  known  etiology.  Cannon,  Margolis,  Birke- 
land  and  Sharp'^  report  fourteen  cases  with  four 
autopsies  with  aplasia  of  the  bone  marrow. 

The  diagnosis  of  agranulocytosis  is  not  a dif- 
ficult one  if  the  necessary  blood  studies  are  made. 
They  are  appearing  in  increasing  frequency  as 
shown  by  the  cases  without  known  etiology  that 
are  being  reported.  A new  therapeutic  measure 
is  under  clinical  trial.  Jackson,  Parker,  Rhine- 
hart  and  Taylor  § report  favorably  on  injections  of 
10  cc.  of  neucleotide  in  the  gluteal  muscle  twice  a 
day. 


IRREGULAR  PRACTITIONERS 

While  the  great  majority  of  the  sick  in  our 
country  are  treated  by  regularly  educated  physi- 
cians, there  is  a large  number  whose  ailments  are 
under  the  care  of  a variety  of  irregular  and  poorly 
educated  practitioners.  Acting  for  the  Committee 
on  the  Costs  of  Medical  Care,  Reedi  has  made  a 
survey  of  the  practitioners  of  the  United  States, 
in  which  he  states  that  there  are  142,000  doctors 
of  medicine  and  36,150  others  of  various  preten- 
sions who  hold  themselves  out  to  treat  the  sick.  He 
learned  that  7650  osteopaths  collect  $42,000,000. 
for  their  services,  while  the  16,000  chiropractic 
annex  $63,000,000.  beside  2500  naturopaths  and 
allied  groups,  whose  incomes  total  $10,000,000. 
While  these  irregular  practitioners  possess  varied 
amounts  of  information  relative  to  the  human 
body  and  its  normal  and  abnormal  functions,  the 
Christian  science  and  new  thought  healers,  who 
number  10,000  and  receive  $10,000,000.  for  their 
services,  claim  no  knowledge  of  the  human  an- 
atomy, its  histology  or  pathology  and  in  fact  capi- 
talize this  ignorance  in  the  treatment  of  human 
ailments.  It  was  disclosed  by  a study  of  7800 

6.  Aubertin,  C.  and  Levy,  R. : L’agranulocytose  au  Cours 
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Sharp.  J.  E. : Agranulocytosi.s  and  Hypogranulocytosis.  Arch. 
Int.  Med.,  49:123-150,  Jan.,  1932. 

8.  Jackson,  H.,  Parker,  F.,  Rinehart,  J.  F.  and  Taylor, 
F.  H.  L. : Studies  of  Diseases  of  Lymphoid  and  Myeloid  Tis- 
sues; Treatment  of  Malignant  Neutropenia  with  Pentose  Nu- 
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representative  families,  that  only  50  considered 
the  healers  in  these  cults  as  family  practitioners. 

The  investigation  showed  that  in  the  origin  of 
these  cults  their  treatments  were  based  on  some 
all  inclusive  theories  as  to  the  cause  of  disease. 
The  absorption  of  information  from  the  treatment 
of  human  ailments  has  inspired  some  of  them  to 
the  acquirement  of  knowledge  by  which  they  have 
eventually  been  assimilated  into  the  regular  body 
of  practitioners.  It  was  found  that  the  course  of 
study  in  the  chiropractic  and  naturopathic  schools 
were  lamentably  deficient,  totally  lacking  adequate 
clinical  preparation  and  the  faculties  were  largely 
composed  of  men  ignorant  of  the  established  facts 
of  medicine.  In  explanation  of  the  existence  of 
these  cult  healers,  it  was  found  that  their  follow- 
ers  are  largely  recruited  from  individuals  lacking 
time,  money  or  mental  capacity  to  acquire  the 
qualifications  of  the  medical  profession.  They  re- 
ceive public  patronage  in  part  by  the  neglect  of 
medical  practitioners  to  treat  minor  ailments  and 
properly  to  estimate  mental  disturbances.  The 
honesty  of  the  upright  physician  who  acknow- 
ledges the  existence  of  an  incurable  disease  throws 
some  patients  into  the  arms  of  the  irregular  who 
blatantly  promises  the  cure  of  any  hopeless  con- 
dition. The  innate  superstition  of  a large  portion 
of  the  public  causes  them  to  lend  a ready  ear  to 
the  magical  claims  of  the  ignorant  impostor  who 
offers  the  simplest  explanation  for  complicated 
pathology  and  unblushingly  promises  a cure. 

In  the  hope  of  improving  the  situation  the  in- 
vestigator stresses  the  importance  of  widely  dis- 
seminating knowledge  regarding  the  human  body 
and  its  functions  with  the  hope  of  limiting  the 
field  of  activity  of  unscientific  practitioners.  He 
thinks  the  most  important  check  that  can  be  placed 
on  the  activities  of  irregular  practitioners  is  to 
be  found  in  the  passage  by  more  states  of  basic 
science  laws.  Where  such  laws  are  in  force  and 
those  who  treat  the  sick  are  obliged  to  exhibit 
an  adequate  knowledge  of  the  human  body  with 
its  functioning  and  the  diseases  which  afflict  it, 
an  emphatic  reduction  may  be  placed  on  the  fu- 
ture number  of  ignorant  practitioners  who  prey 
upon  the  unfortunately  afflicted. 


PACIFIC  NORTHWEST  MEETING  AT 
SPOKANE 

The  complete  program  for  the  meeting  of  Paci- 
fic Northwest  Medical  Association  at  Spokane 
has  already  been  published.  The  only  change  in 


the  program  is  that  Dr.  Carl  V.  Weller,  Profes- 
sor of  Pathology,  University  of  Michigan,  will 
substitute  for  Dr.  H.  Gideon  Wells  of  Chicago. 
His  lectures  will  cover  “Carcinoma  of  the  Lungs,” 
“Central  Nervous  System  Manifestations  of  Lead 
Poisoning”  and  “Endometriosis.”  Attention  is 
called  to  the  exhibits  which  will  appear  on  the 
mezzanine  floor  of  the  Davenport  Hotel  lobby. 
It  is  expected  that  this  will  comprise  a large  num- 
ber of  useful  articles  which  will  be  well  worth 
one’s  consideration. 

The  Spokane  profession  is  famous  for  its  enter- 
tainment of  visitors.  On  the  evening  of  June 
27  there  will  be  a lawm  party  at  one  of  the  finest 
residences  of  the  city.  At  the  annual  banquet  at 
the  Davenport  Hotel,  June  28,  the  toastmaster 
will  be  Dr.  Walter  C.  Woodw-ard  of  Seattle, 
whose  fame  in  this  capacity  has  reached  all  physi- 
cians of  the  Northwest.  Another  feature  of  this 
occasion  will  be  a motion  picture,  entitled  “The 
Mechanics  of  the  Brain,”  under  direction  of  Dr. 
Pavlov  of  Russia,  made  under  the  auspices  of  the 
Sovieet  Republic.  There  will  be  other  special 
entertainment  for  the  wives  and  families  of  visit- 
ing physicians.  A large  attendance  is  anticipated 
at  this  meeting  which  it  is  expected  will  be  one 
of  the  outstanding  gatherings  of  the  organization. 


WASHINGTON  GRADUATE  UNIVERSITY 
MEDICAL  COURSE 

For  the  sixteenth  year  the  University  of  Wash- 
ington offers  its  Graduate  Medical  Course  which 
will  be  scheduled  at  Guggenheim  Hall,  July  18-22. 
Sufficient  time  has  elapsed  since  its  beginning  in 
1915,  to  demonstrate  the  need  of  this  course.  The 
support  given  by  the  physicians  of  the  Northwest 
fully  justifies  the  University  in  its  efforts  in  behalf 
of  scientific  medicine.  The  depression  has  not  ma- 
terially lessened  the  attendance  in  the  past  two 
years.  So  long  as  this  course  is  appreciated  by  the 
profession,  just  so  long  will  it  be  continued.  We 
are  assured  that  the  course  will  be  open  as  in  the 
past  only  to  regularly  licensed  medical  doctors,  ap- 
plications from  all  others  being  returned.  Hence  in 
no  way  may  it  be  used  as  advertising  propaganda 
by  illegitimate  practitioner.  No  diplomas  or  other 
certificates  are  given  for  attendance. 

This  year’s  course  will  appeal  to  all  branches  of 
the  profession.  Professor  Harry  Mock  of  Chicago 
is  one  of  the  best  known  industrial  surgeons.  This 
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is  a subject  not  heretofore  covered,  and  should  be 
greatly  appreciated  by  all  doing  emergency  surgery. 

Dr.  Francis  Carter  Wood  is  probably  the  greatest 
cancer  research  worker  in  America  from  the  stand' 
point  of  its  pathology.  He  is  the  director  of  the 
Cancer  Research  Institute  in  connection  with  Col- 
umbia University.  He  will  discuss  the  early  diag- 
nosis and  treatment  of  cancer  which  should  be  of 
interest  to  all  branches  of  the  profession. 

Dr.  Porter  Paisley  Vinson,  we  are  reliably  in- 
formed, is  one  of  the  most  dynamic  speakers  of  the 
profession.  He  has  popularized  a specialty  other- 
wise closed  to  all  but  a few  specially  trained  in  the 
exploration  of  the  bronchi  and  trachea.  His  sub- 
jects have  not  been  covered  in  any  previous  course 
and  should  be  of  great  interest. 

Professor  Joseph  Miller  has  a reputation  among 
those  w'ho  know  him  of  being  the  outstanding  medi- 
cal teacher  in  America  today.  In  this  age  of  thera- 
peutic nihilism,  on  the  one  hand,  and  the  overzeal- 
ous  manufacturing  houses  on  the  other,  and  especial- 
ly with  the  development  of  endocrine  therapy  and 
mechanotherapy,  the  physician  is  left  in  a maze  of 
conflicting  ideas.  Dr.  Miller  has  made  a special 
study  of  the  therapeutic  agents  and  should  be  able 
to  give  us  a summary  that  will  standardize  the  ap- 
plication of  remedial  agents. 

The  course  as  a whole  is  a striking  one  and  should 
appeal  to  all  progressive  medical  men  in  the  North- 
west. Details  of  the  schedule  will  be  found  on  page 
10,  advertising  section,  featuring  the  subjects  of 
each  lecturer  with  the  hours  of  delivery,  as  well  as 
other  items  pertaining  to  the  course.  The  supple- 
mentary addresses  by  members  of  the  faculty  of 
University  of  Washington  are  worthy  of  note  and 
should  demand  liberal  patronage. 


THE  NEW  ORLEANS  MEETING 

The  eighty-third  annual  meeting  of  American 
Medical  Association,  held  in  New  Orleans  May  9- 
13,  has  now  become  history.  The  far-famed  south- 
ern hospitality  was  manifested  by  their  people  from 
negro  to  creole  and  by  their  refreshments  from  mint 
julep  to  other  famous  old  plantation  delicacies. 
Governor  Huey  Long  had  a new  medical  school 
built  in  time  for  us  to  attend  its  initiation  cere- 
monies. The  old  Mississippi  was  swollen  with  pride 
at  our  coming  and  the  graves,  holding  their  contents 
above  ground,  awaited  our  inspection. 

The  usual  number  of  satellite  societies  of  the 
American  Medical  Association  convened,  preceding 
or  following  the  show  in  the  big  tent.  This  group 


includes  the  Medical  Women's  National  Associa- 
tion, Association  for  the  Study  of  Allergy,  Ameri- 
can Teachers  of  Diseases  of  Children,  American 
College  of  Radiology,  American  Heart  Association, 
American  Academy  of  Pediatrics,  Women’s  Aux- 
iliary of  the  American  Medical  Association,  As- 
sociation for  the  Study  of  Internal  Secretions  and 
many  others.  The  registration  of  2752  was  the 
smallest  in  recent  years,  while  that  in  Chicago, 
1924,  was  the  largest  and  in  Philadelphia,  1931,  the 
next  largest  with  6700  enrolled.  However,  the 
amount  of  important  original  work  presented  in 
papers  and  exhibits  made  this  an  outstanding  ses- 
sion from  the  standpoint  of  scientific  advancement. 
The-  scientific  exhibition  was  in  itself  worth  a trip 
from  the  Pacific  Northwest. 

The  roomy  arrangement  in  the  new  municipal 
auditorium  and  the  smallness  of  the  crowd  made  it 
possible  for  one  to  visit  the  exhibits  rapidly  and 
get  the  essentials  of  each  one  quickly  from  the  ex- 
hibitor. F.  A.  Hartman  and  coworkers,  of  the 
University  of  Buffalo,  won  the  gold  medal  “for 
original  investigative  work  on  the  development  and 
use  of  a hormone  from  the  adrenal  cortex  and  the 
excellent  presentation.”  Toliomyelitis  was  made  a 
feature  of  this  session  with  general  lectures  by  L.  J. 
Pollock  of  Chicago,  W.  H.  Park  of  New  York  and 
W.  C.  Campbell  of  Memphis.  E.  B.  Shaw  of  San 
Francisco  presented  an  exhibit  of  the  work  being 
done  on  this  subject  under  the  Fleischner  Memorial 
fund. 

Marked  progress  was  manifest  also  among  the 
technical  exhibits.  These  furnished  a splendid  op- 
portunity to  establish  contact  with  important  de- 
velopments in  practically  every  field  of  medicine. 
Certain  manufacturers  are  apparently  spending  vast 
sums  on  research  along  lines  so  purely  academic  that 
their  sponsors  seem  actuated  more  by  missionary 
motives  than  by  any  possibility  of  early  financial 
return. 

The  Pacific  Northwest  was  well  represented,  espe- 
cially when  distance  and  medical  population  arc 
considered.  The  following  were  registered:  Idaho: 
Roberts,  E.  N.,  Pocatello;  Baldick,  J.  E.,  Lewiston. 
Oregon:  Bueermann,  W.  H.;  Fenton,  R.  A.;  Irvine, 
H.  S.;  Moore,  C.  U.;  Pettit,  J.  A.,  all  of  Portland; 
Robb,  J.  O.,  Hillsboro;  Vehrs,  G.  A.,  Salem.  Wash- 
ington: Anderson,  Roger;  Durand,  J.  L,  Mason, 
"j.  T.,  all  of  Seattle;  O’Shea,  J.  H.,  Spokane;  Penney, 
W.  B.,  Tacoma.  J.  O.  Robb  and  H.  S.  Irvine  were 
accompanied  by  their  wives. 

Among  those  deserving  honorable  mention  for 
special  accomplishments  are  Joseph  A.  Pettit  for 
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his  excellent  work  with  the  trustees  and  Jay  I.  Dur- 
and for  his  conduct  of  the  Section  on  Pediatrics.  In 
this  year  of  unprecedented  depression,  obtaining  a 
publisher  for  the  manuscript  of  a book  written  by  a 
Pacific  Coast  man  is  a real  event.  George  R.  Vehrs 
of  Salem  accomplished  this  through  the  excellence 
of  his  new  book,  entitled  “Spinal  Anesthesia.”  The 
C.  V.  Mosby  Company,  we  are  told,  expect  to  have 
this  volume  on  the  market  before  fall.  C.  U.  Moore 
gave  two  lectures  before  the  Nebraska  State  Dental 
Society,  May  17,  on  “Studies  in  Mineral  Meta- 
bolism.” Another  person  of  the  Northwest,  whose 
name  circulated  freely  at  the  American  Medical  As- 
sociation session  because  of  chapters  that  he  is  pre- 
paring for  a new  set  of  books,  is  Karl  H.  Martz- 
loff  of  Portland.  We  may  all  justly  feel  a bit  of 
pride  over  accomplishments  such  as  these  for  they 
assist  in  putting  our  section  of  the  world  on  the 
medical  map. 

Dean  Lewis,  Professor  of  Surgery  at  John  Hop- 
kins, well  known  in  our  midst,  was  chosen  president- 
elect of  the  American  Medical  Association.  Mil- 
waukee will  be  the  meeting  place  for  1933. 


MRS.  KATE  D.  COBURN 
It  is  desired  to  pay  a tribute  to  the  memory  of  a 
woman  who  for  many  years  has  been  in  close  touch 
with  a large  group  of  physicians.  For  a long  period 
Mrs.  Coburn  was  intimately  associated  with  the 
office  practice  of  a number  of  practitioners  of  Seat- 
tle. For  nearly  a decade  she  served  as  secretary  to 
the  editor  of  this  journal.  By  reason  of  her  faithful- 
ness, good  judgment  and  wise  counsel  she  gave  in- 
valuable assistance  in  the  editorial  and  business  man- 
agement of  the  publication.  At  the  same  time  she 
was  librarian  of  Seattle  Medical  Librar>".  Through 
her  intimate  acquaintance  with  medical  books  and 
the  skill  which  she  developed  in  research  work,  she 
materially  assisted  many  physicians  in  the  pre- 
paration of  medical  papers  and  investigation  of 
medical  subjects.  In  spite  of  recent  poor  health  she 
continued  her  regular  daily  duties  until  the  last 
three  weeks  of  life.  Her  loss  will  be  felt  by  a large 
group  of  physicians  who  have  appreciated  her  cour- 
tesy and  unremitted  services,  always  contributed 
with  uncomplaining  cheerfulness. 


MEDICAL  NOTES 

OREGON 

Good  Samaritan  Hospital  Combines  Staffs.  The 
question  of  staff  amalgamation  has  been  under  consider- 
ation for  some  time  at  the  Good  Samaritan  Hospital, 
Portland.  Committees  from  both  the  visiting  staff  and 
the  Association  of  Physicians  and  Surgeons  were  ap- 


pointed to  meet  with  a committee  from  the  Board  of 
Hospital  Trustees  to  consider  the  advantages  of  such  a 
move.  The  first  of  March,  1932,  the  two  organizations 
consolidated,  and  all  physicians  having  approved  registra- 
tion cards  became  members  of  the  staff  of  the  Good 
Samaritan  Hospital. 

An  Executive  Committee,  consisting  of  five  members, 
to  be  elected  annually,  shall  meet  regularly  once  a month, 
with  the  President  and  Secretary  of  the  Staff  as  ex- 
officio  members  with  equal  rights.  This  committee  is  to 
consider  matters  of  importance  to  the  hospital,  and  act 
in  an  advisory  capacity  to  the  Board  of  Trustees  and 
the  superintendent.  This  executive  group  shall  also  ap- 
point all  standing  committees  from  members  of  the  staff, 
grouping  the  physicians  into  the  specialty  classifications 
as  represented  in  the  American  Medical  Association  Di- 
rectory, thus  enabling  the  free  work  of  the  hospital  to 
be  carried  on  uninterruptedly. 


New  Hospital.  A new  $35,000  hospital  has  been 
recently  opened  at  McMinnville.  The  structure  was  erect- 
ed on  an  old  hospital  site  by  W.  H.  Barendrick,  E.  H. 
Barendrick  and  A.  G.  Noble.  The  hospital,  while  not 
a large  institution,  is  finely  and  completely  appointed, 
and  is  provided  with  modern  equipment,  including  a 
roentgenograph  and  nursery.  Hundreds  of  lay  individuals 
availed  themselves,  on  April  24,  of  the  opportunity  to 
visit  and  inspect  the  new  building. 


Elected  Officer.  Mabel  M.  Akin,  Portland,  was  re- 
cently elected  first  vice-president  of  the  Medical  Woman’s 
Medical  Association,  which  held  its  convention  in  New 
Orleans. 


Coos  County  Medical  Society  held  its  meeting  May 
11  at  Marshfield.  M.  Earl  Wilson  of  Coquille,  spoke  on 
poisonous  plants  which  have  caused  a rather  common 
malady  in  his  county.  Others  attending  the  meeting  were 
R.  Keizer  and  D.  Crowell,  North  Bend;  James  Wheeler, 
Coquille,  and  J.  M,  Simpkin,  A.  B.  Peacock,  W.  Chis- 
holm and  E.  Mingus,  Marshfield. 


Portland  Pediatric  Society  was  organized  March 
17.  Officers  are  president,  J.  B.  Bilderback;  secretary- 
treasurer,  S.  G.  Henricke.  Other  members  are  M.  L. 
Bridgeman,  R.  G.  Hall,  H.  E.  Goldsmith,  L.  H.  Smith, 
W.  F.  Patrick  and  C.  U.  Moore. 


WASHINGTON 

Yakima  Medical  Bureau.  Important  changes  in  the 
system  used  in  caring  for  persons  who  are  injured  or  who 
become  ill  in  industrial  plants  in  Yakima  are  expected 
as  a result  of  the  organization  of  the  Yakima  County 
Medical  Bureau,  which  was  announced  May  9,  by  W.  K. 
Cocklin,  president.  The  advantages  of  the  new  system 
are  that  laborers  will  be  able  to  select  their  own  physi- 
cians from  the  membership  of  the  bureau  and  money  paid 
on  contracts  will  remain  in  the  county  instead  of  going 
to  an  outside  organization.  The  signing  of  contracts  with 
industrial  plants  will  be  solicited  by  a lay  business  mana- 
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ger.  First  aid  stations  with  trained  nurses  in  charge  will 
be  maintained  in  all  of  the  plants.  The  executive  board 
consists  of  L.  McClure,  E.  S.  V/est,  Rex  Ross,  M. 
Maguire  of  Yakima  and  'W.  H.  Taylor  of  Ellensburg. 
Dr.  Cocklin  is  ex-officio  member.  Contracts  were  signed 
by  forty-two  physicians  and  surgeons  in  the  county  and 
endorsement  of  the  organization  was  obtained  from  the 
Chamber  of  Commerce  and  the  Better  Business  Bureau. 

C.  L.  Welsh,  formerly  of  Aberdeen,  has  been  appoint- 
ed “Eye  Resident”  of  University  of  California  Hospital, 
San  Francisco. 


Hospital  Leader.  C.  M.  Doland  was  elected  president 
of  the  staff  of  the  Sacred  Heart  hospital  in  Spokane 
April  28.  Other  officers  elected  were  Carroll  Smith, 
vice-president,  and  W.  L.  Spencer,  secretary-treasurer. 
Ip  addition  S.  S.  Oppenheimer,  retiring  president,  and 
E.  S.  Jennings  were  made  members  of  the  executive  com- 
mittee. 

Convalescent.  G.  W.  Roberts  of  Spokane  has  been 
convalescing  satisfactorily  from  a major  abdominal  opera- 
tion, performed  April  2?. 


Honored.  G.  A.  Rohrer  of  Spokane  has  been  elected 
president  of  the  American  Medical  association  of  Vienna. 
He  has  been  taking  postgraduate  work  since  last  Septem- 
ber. He  expects  to  return  the  first  of  June. 

Thurston-Mason  County  Medical  Society  held  a 
meeting  at  Shelton  May  5,  with  H.  L.  Kennedy  presiding. 
D.  G.  Dickerson  of  Seattle  spoke  on  'Relief  of  Head- 
aches,” and  A.  Drtina  of  Seattle  on  “Common  Afflictions 
of  the  Heart  and  Their  Treatment.” 


H.  H.  Skinner,  Yakima,  was  elected  president  of  the 
Yakima  Rotary  Club,  May  10. 


IDAHO 

Organize  Bureau.  Idaho  Falls  physicians  have  just 
organized  the  Physicians  and  Surgeons  Credit  Bureau. 
Members  of  the  bureau  are  C.  M.  Cline,  A.  R.  Soder- 
quist,  H.  D.  Spencer,  J.  W.  West,  E.  A.  Contonwine, 
Harry  L.  Willson,  J.  W.  Mellor,  H.  R.  Hatch,  William 
Kinnard,  and  R.  J.  Sutton. 

Appointed  Commandant.  W.  E.  Waldrop,  formerly 
of  Parma,  is  now  in  Boise,  where  he  has  begun  his  duties 
as  commandant  of  the  Idaho  Soldiers’  Home.  He  was 
graduated  from  the  Louisville  Medical  College  in  1905, 
and  since  then  has  lived  in  Parma,  except  for  the  years 
from  1905  to  1909,  when  he  served  as  county  physician 
of  Canyon  County  and  lived  in  Caldwell. 

G.  H.  Cooper,  formerly  of  Burley,  has  located  in  Nez- 
perce. 


OBITUARIES 

Dr.  Edward  P.  Pick  of  Seattle,  Wash.,  died  at  Rose- 
burg,  Ore.,  May  3,  aged  50  years,  following  an  acute  at- 
tack of  cardiac  disease.  He  was  returning  from  a fish- 


ing expedition  when  his  sudden  illness  compelled  him  to 
stop  at  the  Roseburg  hospital.  He  was  born  in  Chicago 
in  1882.  After  education  in  the  schools  of  that  city  he 
received  his  medical  degree  from  Rush  Medical  College 
in  1903.  After  serving  as  hospital  intern  he  located  in 
Seattle  in  1906.  He  limited  his  practice  to  internal 
medicine.  He  made  frequent  visits  for  postgraduate  study 
in  eastern  cities  and  in  Europe.  Beside  his  medical  prac- 
tice he  served,  at  one  time,  as  state  bacteriologist.  During 
the  World  War  he  served  as  head  of  the  medical  section 
in  Base  Hospital  50,  organized  by  the  late  Dr.  James  B. 
Eagleson.  He  received  the  commission  of  major.  He 
was  a successful  practitioner,  beloved  by  a large  clientele 
as  well  as  the  whole  medical  profession.  His  fellow 
practitioners  felt  that  they  have  been  deprived  of  one  of 
the  ablest  and  most  prominent  members  of  the  profession. 

Dr.  Frank  J.  VanKirk  of  Bellingham,  Wash.,  died 
May  4,  from  coronary  thrombosis,  aged  64.  He  was 
born  in  Ripan,  Minn,  in  1867.  He  was  graduated  from 
the  University  of  North  Dakota  and  Hamlin  college, 
Minnesota.  He  took  his  postgraduate  work  in  ophthal- 
mology and  otolaryngology  in  New  York  City.  He  set- 
tled in  Bellingham  in  1900. 

Dr.  Frank  F.  Casseday  of  Portland,  Ore.,  died  April 
22,  aged  76  years.  He  was  born  in  Newark.  Illinois,  in 
1856.  He  graduated  from  Medical  College  of  North- 
western University  and  completed  his  studies  in  the 
Hahnemann  Medical  College  at  Philadelphia,  where  he 
first  practiced  medicine.  Later  he  practiced  m Kansas 
City,  Missouri,  and  in  1907  located  in  Portland. 

Thomas  A.  Russell  of  Spokane,  Wa.sh.,  died  sud- 
denly May  15,  aged  61.  He  was  born  in  Valley  Field, 
Quebec.  After  finishing  his  medical  studies  at  Barnes 
Medical  College  he  engaged  in  practice  in  Wisconsin  for 
four  years.  In  1901  he  went  to  Spokane  to  join  in  prac- 
tice with  his  brother,  D.  G.  Russell.  Later,  with  W.  O. 
Dutton,  he  established  a chain  of  industrial  hospitals  which 
extended  into  four  states.  Skillful,  quick  and  practical. 
Dr.  Russell  achieved  marked  success  in  his  work. 


WOMAN’S  AUXILIARY 

OREGON 

June  fifteenth  has  been  set  for  the  date  of  the  semian- 
nual board  meeting  of  the  State  Auxiliary.  The  nominating, 
committee  will  be  appointed  at  that  time  and  plans  for 
the  Annual  State  Meeting  at  Klamath  Falls,  September 
22-24  will  be  discussed.  Mrs.  Harry  S.  Irvine  of  Port- 
land and  Mrs.  J.  L.  Robb  of  Hillsboro,  who  were  Ore- 
gon’s delegates  to  the  National  Convention  at  New  Or- 
leans, will  give  reports  of  the  meetings. 

A history  book  of  the  Oregon  Auxiliary  has  recently 
been  compiled,  including  from  1926  to  the  present  time 
material  of  importance  concerning  organization,  photo- 
graphs of  State  and  County  Presidents  and  newspaper 
clippings  of  activities.  The  book  form.s  an  interesting 
resume  of  the  Auxiliary. 

Auxiliary  members  are  arranging  entertainment  and 
housing  for  delegates  to  the  Annual  Convention  of  Al- 
pha Epsilon  Iota,  Sorority  of  Medical  Women,  which 
meets  in  Portland  June  10-12.  Medical  schools  through- 
out the  United  States  will  be  represented. 
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Two  Auxiliaries  have  been  organized  during  April. 
The  Auxiliary  to  the  Clatsop  County  Medical  Society  was 
formed  April  20,  and  officers  elected  as  follows:  Mrs.  O. 
C.  Hagmeier  of  Astoria,  President;  Mrs.  A.  C.  Allen, 
First  Vice-President;  Mrs.  Arthur  Van  Duzen,  Secretary; 
Mrs.  Frank  E.  Fowler,  Treasurer.  The  Auxiliary  will  as- 
sist in  a summer  roundup  of  preschool  children  for  health 
examinations,  there  being  no  parent-teacher  organization 
in  Astoria.  Their  program  also  includes  the  placing  of 
’’Hygeia”  in  the  schools  for  the  coming  year. 

At  the  home  of  Mrs.  L.  L.  Truax  of  Klamath  Falls, 
the  Auxiliary  to  the  Klamath  and  Lake  County  Medical 
Society  was  organized  April  27.  Mrs.  G.  A.  Massey  of 
Klamath  Falls  was  elected  president. 

The  May  meeting  of  the  Portland  City  and  County 
Auxiliary  was  held  at  the  home  of  Mrs.  Charles  E.  Sears, 
followed  by  tea.  Dr.  Olaf  Larsell  of  the  University  of 
Oregon  Medical  School  gave  an  interesting  address  on 
“History  of  Medicine  in  the  Pacific  Northwest.”  Auxiliary 
members  from  Vancouver,  Wash.,  were  special  guests. 

The  meeting  of  the  Executive  Board  was  at  the  home 
of  Mrs.  W.  F.  Patrick,  preceded  by  luncheon.  Mrs.  C.  C. 
Sturgis  of  Ann  Arbor,  Mich.,  was  honor  guest.  Dr. 
Sturgis  is  head  of  the  Department  of  Medicine  at  Ann 
Arbor. 

At  a recent  “Presidents’  Meeting”  of  the  City  Federa- 
tion of  Woman's  Clubs,  Mrs.  Frank  E.  Boyden  gave  a 
summary  of  activities  of  the  Auxiliary  for  the  past  year. 

Mrs.  C.  A.  Downs  of  Salem  was  hostess  at  tea  for  the 
Polk-Yamhill-Marion  Auxiliary  May  19.  A numoer  o) 
out  of  town  guests  were  preseni. 

A tea  was  held  at  the  home  of  Mrs.  A.  H.  Norton, 
Eugene,  April  26,  honoring  state  officers.  “Hygeia”  will 
be  placed  in  Lane  County  schools  by  the  Auxiliary  for 
the  coming  year.  The  program  of  the  Auxiliary  for  ihe 
coming  year  also  includes  a study  of  the  basic  science  bill 
and  of  medical  economics. 


WASHINGTON 

The  Woman’s  Auxiliary  to  Clark  County  Medical  So- 
ciety held  an  interesting  dinner  meeting  Tuesday,  May 
11,  in  Vancouver.  During  the  evening  our  recent  work 
of  placing  the  magazine  “Hygeia,”  sponsored  by  the  A. 
M.  A.,  before  the  public  was  discussed.  In  conclusion 
Mrs.  L.  E.  Hockett  presented  a paper  on  “Work  of  the 
Health  Units  in  the  United  States.” 

Present  at  the  meeting  were  the  following  members: 
Mrs.  A.  E.  Bird,  President;  Mrs.  J.  C.  Brougher,  Secre- 
tary; Mrs.  J.  B.  Blair,  Mrs.  L.  E.  Hockett,  Mrs.  R.  G. 
Gale,  Mrs.  Henry  Wiswall,  Mrs.  J.  A.  Darby,  Mrs.  L.  L. 
Nunn  and  Mrs.  R.  D.  Wisnall. 

Pick  Bequests.  Bequests  for  public  purposes  totaling 
$15,000  were  made  in  the  will  of  the  late  Edward  P. 
Pick,  Seattle.  The  Children’s  Orthopedic  Hospital  received 
$5,000,  King  County  Medical  Society  $5,000,  the  income 
of  which  will  be  used  for  a lectureship,  and  a memorial  to 
Thomas  Jefferson  $5,000.  Dr.  Pick  was  a hfe-long  ad- 
mirer of  Thomas  Jefferson,  holding  him  to  he  America’s 
greatest  exemplar  of  high  thought  and  simple  living.  It 
will  be  erected  on  the  campus  of  the  University  of  Wash- 
ington. 


REPORTS  OF  SOCIETY  MEETINGS 


OREGON 

LANE  COUNTY  MEDICAL  SOCIETY 
Pres.,  M.  G.  Howard;  Secty.,  M.  V.  Walker 
Lane  County  Medical  Society  held  its  monthly  meeting 
at  Eugene,  April  21.  Papers  were  presented  by  W.  B. 
Holden  and  W.  H.  Bueermann  of  Portland,  and  discus- 
sion was  lead  by  E.  L.  Zimmerman  and  G.  A.  Ross  of 
Eugene. 


POLK-YAMHILL-MARION  COUNTIES  SOCIETY 
Pres.,  F.  E.  Brown;  Secty.,  W.  W.  Baum 

Polk-Yamhill-Marion  Counties  Society  held  a meeting 
at  McMinnville  May  3 in  the  Chamber  of  Commerce 
rooms.  The  meeting  was  preceded  by  a chicken  dinner 
at  7 p.m. 

The  program  comprised  three  features: 

1.  “Buerger’s  Disease”  (Thromboangiitisobliterans) . 
Paper  by  W.  K.  Livingston,  Portland. 

2.  “Retention  in  the  Urinary  Bladder.”  Paper  by  F. 
K.  Power,  Salem.  Discussion  led  by  Paul  Pemberton. 

3.  Motion  picture  film  on  spinal  anesthesia. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY 

Pres.,  A.  M.  Webster;  Secty.,  I.  M.  Woolley 

Portland  City  and  County  Medical  Society  held  a 
meeting  at  the  auditorium  of  the  Medical-Dental  Build- 
ing, May  18,  at  8 p.m.  This  was  a joint  meeting  with 
the  pharmacists. 

The  program  consisted  of  three  papers.  Adna  M.  Boyd, 
M.D.,  read  a paper,  “Mutual  Problems  of  the  Physician 
and  Pharmacist.” 

A.  O.  Mickelson,  M.S.,  Dean  of  the  School  of  Phar- 
macy, North  Pacific  College  of  Oregon,  read  a paper, 
“Detailing  the  Physician  on  his  own  Prescriptions.” 

F.  H.  Dammasch  and  Andrew  C.  Smith  discussed,  “Co- 
operation between  Physicians  and  Pharmacists  in  Profes- 
sional Legislation.” 

SOUTHERN  OREGON  MEDICAL  SOCIETY 
Pres.,  B.  R.  Shoemaker;  Secty.,  E.  A.  Woods 

Southern  Oregon  Medical  Society  held  its  forty-first 
annual  meeting  May  10,  in  Roseburg,  an  all  day  meet- 
ing. 

During  the  business  session  a resolution  was  passed 
similar  to  those  passed  by  other  societies  in  the  states 
endorsing  the  action  and  resolutions  passed  by  the  Kla- 
math and  Lake  County  Medical  Society  regarding  the 
State  Industrial  Accident  Commission. 

A resolution  was  also  passed  supporting  the  Hadfield 
bill  in  the  United  States  Senate  (a  birth  control  bill 
which  amends  the  present  Federal  Criminal  Code). 

The  following  officers  were  elected  to  serve  for  one 
year:  President,  Edward  N.  Bywater  of  Grants  Pass: 

Vice-President,  Chas.  T.  Sweeney  of  Medford;  Secre- 
tary-Treasurer, Ernest  A.  Woods  of  Ashland;  Member 
of  Board  of  Censors  to  serve  three  years,  James  C. 
Hayes  of  Medford.  ' 

Delegate  to  State  Convention,  B.  R.  Shoemaker  of 
Roseburg;  alternate,  E.  A.  Woods  of  Ashland. 
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Grants  Pass  was  chosen  as  the  place  for  the  next 
meeting,  to  be  held  the  second  Tuesday  in  May,  1933. 

The  following  program  was  presented: 

SCIENTIFIC  PAPERS 

“Intracranial  Injuries  In  the  New  Born,”  L.  Howard 
Smith,  Portland.  Discussion  opened  by  W.  P.  Holt, 
Medford. 

“Urinary  Infections."  J.  Guy  Strohm,  Portland.  Dis' 
cussion  opened  by  C.  L.  Ogle,  Grants  Pass. 

“Clinical  and  Pathological  Changes  in  the  Heart  in 
Thyroid  Gland  Disorders,  with  Particular  Reference  to 
Hyperthyroidism.”  Frank  R.  Mcnne,  Portland.  Discus' 
sion  opened  by  George  E.  Hough,  Roseburg. 

“Report  on  Cases  From  the  Coffey'Humber  Clinic." 
Frank  Girard,  Department  of  Gynecology,  Southern 
Pacific  Hospital,  San  Francisco  and  William  H.  Probert, 
Department  of  Pathology,  Southern  Pacific  Hospital,  San 
Francisco. 

"Prevention  of  Maternal  Mortality.”  Clarence  J.  Mc' 
Cusker,  Portland.  Discussion  opened  by  Wm.  W.  P. 
Holt,  Medford. 

“Recent  Developments  as  to  the  Cause  and  Treatment 
of  Hirchsprungs’  Diseases."  Chas.  T.  Sweeney,  Medford. 

Discussion  opened  by  B.  G.  Barkwell,  Ashland. 

Beside  the  Portland  and  San  Francisco  doctors  who 
read  papers,  R.  C.  Coffey,  J.  Earl  Else,  and  Frederick 
Strieker  of  Portland  attended  the  meeting  and  took  an 
active  part  in  the  discussion  which  followed  the  reading 
of  the  papers.  Over  forty  doctors  attended  the  meeting. 

At  the  close  of  the  meeting  a rising  vote  of  thanks 
was  given  the  doctors  from  Portland  and  San  Francisco 
who  read  papers,  and  others  who  helped  to  make  the 
meeting  a success. 

UNION  COUNTY  MEDICAL  SOCIETY 
Pres.,  W.  K.  Ross;  Secty.,  Lewa  Wilkes 

Union  County  Medical  Society  held  its  meeting  April 
26,  at  La  Grande.  L.  B.  Bouvy  of  La  Grande  discussed 
the  cause  of  blindness  in  a child.  M.  T.  Phy  of  Hot 
Lake  reported  a case  of  a rare  skin  disease,  and  F.  G. 
Edwards  of  Hot  Lake  discussed  the  treatment  of  empyema 
by  collapse  therapy. 


WASHINGTON 

KING  COUNTY  MEDICAL  SOCIETY 

Pres.,  Fred  Slyfield;  Secty.,  V.  W.  Spickard 

A general  meeting  of  the  King  County  Medical  Society 
was  held  in  the  Auditorium  of  Medical-Dental  Building, 
May  2,  president  Fred  Slyfield  presiding.  Minutes  of 
the  meeting  of  April  4 were  read  and  approved. 

P.  D.  Mikkelsen  and  C.  F.  Stafford  were  elected  to 
membership. 

On  recommendation  of  the  Board  of  Trustees  a reso' 
lution  was  presented  for  discontinuing  publication  of 
Clinical  Announcements.  After  reading  the  report  ex- 
plaining why  this  action  was  recommended  the  society 
voted  its  approval  unanimously. 

Announcement  was  made  of  the  meeting  of  the  Tacoma 
Surgical  Society  on  May  7 and  the  Pacific  Northwest 
Medical  Association  at  Spokane  June  27-29.  Mrs.  H.  J. 
Lenz,  of  the  Washington  Federation  of  Womans’  Clubs 
gave  an  announcement  concerning  its  convention  and 
establishment  of  stations  of  first  aid  for  guests. 


F.  A.  Brugman  reported  a case  of  agranulocytosis  suc- 
cessfully treated  with  nucleatid. 

C.  E.  Hagyard  presented  a specimen  of  carcinoma  of 
stomach  with  total  resection  of  stomach  and  transverse 
colon. 

D.  V.  Trueblood  read  a paper,  “Dissemination  of 
Cancer  of  Breast,”  illustrated  with  lantern  slides.  He 
reviewed  theories  explaining  the  dissemination  of  cancer 
with  the  conclusions  that  this  was  accomplished  through 
direct  tissue  invasion,  growth  along  lactiferous  ducts, 
growth  along  lymphatic  ducts,  embolism  through  the 
larger  lymphatic  channels  to  neighboring  glands  and  em- 
bolism by  way  of  the  blood  stream.  Each  of  these  meth- 
ods of  transmission  was  discussed  with  lantern  slides  il- 
lustrating each. 

C.  F.  Eikenbary  read  a paper,  “Treatment  of  Femui 
in  Children  from  Functional  Standpoint,”  illustrated  by 
motion  pictures.  He  discussed  especially  treatment  by 
Russell  balanced  traction,  which  had  been  applied  to  forty- 
one  cases,  ranging  from  eighteen  months  to  nineteen 
years  of  age.  Satisfactory  results  were  obtained  in  aU. 
The  paper  was  discussed  by  H.  E.  Allen  and  V.  W. 
Ritter. 


PIERCE  COUNTY  MEDICAL  SOCIETY 

Pres.,  R.  C.  Schaeffer;  Secty.,  W.  B.  Penney 

The  regular  meeting  of  Pierce  County  Medical  So- 
ciety was  held  in  the  auditorium  in  Rhodes  Medical 
Arts  Building  May  10,  President  R.  C.  Schaeffer  pre- 
siding. 

W.  W.  Mattson  presented  two  cases,  one  a woman  in 
whom  an  erroneous  diagnosis  of  sarcoma  had  been 
made,  with  operation  on  the  jaw,  which  case  was  later 
demonstrated  to  be  syphilis.  He  had  done  a mammoth 
caterpillar  skin  grafting  operation  on  this  woman's  face, 
with  apparent  good  result.  The  second  case  was  a man 
who  had  become  infected  with  entameba  histolytica 
which  simulated  tuberculosis. 

The  featured  speaker  of  the  evening  was  A.  R. 
Barnes,  Cardiologist  at  The  Mayo  Clinic.  He  gave  an 
address  on  the  medical  and  surgical  problems  associated 
with  coronary  sclerosis  and  showed  a number  of  sUdes 
of  beautifully  prepared  heart  specimens  and  electrocar- 
diographic tracings,  with  case  histories  of  typical  and 
atypical  cases. 

Dale  Martin  showed  a group  of  seven  hearts  which 
at  autopsy  showed  coronary  thrombosis.  These  speci- 
mens were  well  prepared  and  well  displayed  and  Dr. 
Martin  had  a synopsis  of  the  history  in  each  case. 

The  annual  election  of  officers  resulted  in  the  selec- 
tion of  the  following:  President,  J.  A.  LaGasa;  vice- 
President,  R.  H.  Beach;  Secretary-Treasurer,  W.  G.  Pen- 
ney; Trustees,  D.  M.  Dayton,  E.  C.  Yoder,  W.  B. 
Mitchell;  State  delegates,  C.  R.  McCreery,  W.  G.  Cam- 
eron; Alternate,  S.  M.  MacLean. 

Election  of  trustees  for  the  Physicians’  & Dentists’ 
Business  Bureau  resulted  in  the  selection  of  H.  J.  Whit- 
acre,  H.  G.  Willard  and  L.  A.  Hopkins. 
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Edited  by  Kenelm  Winslow,  M.D. 


Diseases  of  the  Coronary  Arteries  (Myocarditis) 
By  Don  C.  Sutton,  M.  S.,  M.  D.,  Associate  Professor 
of  Medicine,  Northwestern  University,  etc.  and  Harold 
Lueth,  Ph.D.,  M.  D.,  Formerly  Instructor  Physiology, 
Northwestern  University,  Chicago.  Illustrated.  164  pp., 
$5.00.  C.  V.  Mosby  Co.,  St.  Louis.  1932. 

This  monograph  is  beautifully  gotten  up  with  superb 
colored  plates  and  cuts  showing  injected  and  cleared 
specimens  of  the  heart’s  vascular  supply,  together  witli 
pathologic  microscopic  sections  of  the  heart  and  num- 
erous  illustrative  electrocardiograms 

With  no  desire  to  detract  from  the  practical  value  of 
the  book  it  seems  unfortunate  that  coronary  disease  is 
classified  in  the  text  and  noted  in  the  title  as  synony- 
mous  with  chronic  myocarditis,  a name  now  generally 
taboo  by  cardiologists.  It  is  stated  that  arteriosclerosis  of 
the  heart  describes  the  pathology  of  coronary  sclerosis, 
but  it  is  also  proposed  that  this  condition  is  causative 
and  synonymous  with  chronic  myocarditis.  This  thesis 
is  not  tenable  from  a clinical  and  pathologic  standpoint. 
Pathologically,  arteriosclerosis  is  a degenerative  state.  Clin- 
ically,  we  have  come  to  think  of  so-called  chronic  myo- 
carditis as  applying  to  that  greatest  group  of  cardiac 
diseases  with  enlarged  hearts  (uncommon  in  coronary 
disease)  and  associated  with  hypertension.  This  group, 
indeed,  constitutes  77  per  cent  of  all  cases  of  heart 
disease,  according  to  Cabot,  and  61  per  cent  of  all  cases 
of  chronic  cardiac  disease  in  the  experience  of  Christian. 
In  so-called  chronic  myocarditis  coronary  disease  of  ser- 
ious degree  is  found  in  but  22.5  per  cent  of  all  cases, 
and  in  less  than  half  is  there  any  fibrosis  present  (Claw- 
son). The  symptoms  also  are  not  usually  of  coronary 
disease  but  of  cardiac  failure. 

Of  course,  the  whole  matter  is  one  of  nomenclature 
but  it  is  misleading  to  classify  coronary  disease  as 
synonymous  with  chronic  myocarditis  rather  than  with 
arteriosclerosis,  especially  as  fibrosis  is  absent  in  more 
than  half  the  cases  of  so-called  chronic  myocarditis. 
Further  knowledge  of  the  finer  circulation  of  the  heart 
may  indeed  place  chronic  myocarditis  as  a cardiovascular 
lesion  but  it  can  not  be  so  determined  today.  There 
is  no  precise  term  to  apply  to  this  great  group  of  en- 
larged hearts  in  adults.  Hypertension  is  not  always  as- 
sociated at  any  time  with  this  group  and  work  hyper- 
trophy of  the  normal  heart  in  athletes  is  not  proved. 
Electrocardiography  often  shows  normal  rate,  rhythm, 
conduction  and  ventricular  complexes  in  this  group  and 
Christian's  “chronic  myocardial  disease”  seems  as  good 
a term  as  any  to  apply  to  the  improperly  named  chronic 
myocarditis  which  is  certainly  not  identical  with  coron- 
ary disease. 

To  return  to  the  subject  matter  of  the  book,  the 
authors  advance  an  ingenious  theory  to  account  for  thc 
rarity  of  angina  in  laborers  as  seen  in  our  charity  hos- 
pital wards  *by  postulating  a freer  coronary  anastomosis 
in  them  from  lifelong  strenuous  exercise.  In  differen- 
tial diagnosis  they  also  describe  misleading  cases  of  ap- 
parent angina  due  to  hypertrophic  arthritis  of  the  spine. 
They  apparently  are  rather  skeptical  about  upper  ab- 


dominal pain  as  a symptom  of  angina  pectoris,  referring 
It  rather  to  coronary  thrombosis.  One  sees  not  infre- 
quently gallbladder  pain  masquerading  as  angina.  Cor- 
onary thrombosis,  the  authors  believe,  leads  to  upper 
abdominal  pain  through  involvement  of  the  diaphrag- 
matic portion  of  the  parietal  pericardium,  and  causing 
the  same  referred  upper  abdominal  pain  as  in  diaphrag- 
matic pleurisy.  Osier  states  that  “in  at  least  ten  of  my 
series  (angina)  the  pain  was  abdominal,”  and  Paul  D. 
White  asserts  that  the  pain  of  angina  sometimes  starts 
in  the  upper  abdomen  and  very  rarely  radiates  into  the 
epigastrium  or  either  hypochrondium. 

The  authors  note  the  difficulty  and  at  times  impossi- 
bility of  differentiating  gallbladder  colic  from  coronary 
thrombosis.  It  must  be  very  rare  to  have  such  a case 
of  coronary  thrombosis  as  that  described  with  violent 
pain,  tenderness  and  rigidity  in  the  gallbladder  region, 
followed  by  marked  jaundice  and  positive  Graham-Cole 
dye  test,  liver  enlargement  and  leucocytosis,  and  no 
evidence  of  gallbladder  trouble  on  autopsy.  Following 
a description  of  coronary  thrombosis  one  finds  a chap- 
ter on  the  arteriosclerotic  heart.  This  discussion  includes 
three  types  of  cases:  (1)  Those  without  or  with  slight 
symptoms,  (2)  those  with  myocardial  failure,  (3)  those 
with  pulmonary  emphysema  and  nephritis.  The  only 
constant  finding  is  hypertension  so  that  this  group  of 
cases  is  that  commonly  and  more  rationally  classified  by 
most  writers  as  hypertensive  heart  disease.  The  authors 
take  for  granted  that  the  etiology  of  this  group  is  arter- 
iosclerosis of  the  coronary  arteries  but,  as  has  been 
noted  above,  there  is  no  postmortem  basis  for  this 
assumption  and  it  certainly  does  not  aid  us  in  chnical 
diagnosis. 

Cabot  has  shown  in  forty-four  cases,  diagnosed  as 
fibrous  myocarditis  at  the  Massachusetts  General  Hos- 
pital during  life,  in  only  thirteen  was  the  diagnosis 
verified  at  autopsy,  while  in  the  remaining  thirty-one 
patients  no  degeneration  of  the  heart  muscle  was  found 
postmortem.  And,  again,  26  per  cent  of  cases  of 
fibrous  myocarditis  discovered  at  autopsy  were  not  diag- 
nosed during  life. 

The  writers  next  devote  a chapter  to  the  pathology 
of  the  arteriosclerotic  heart,  due  to  a variety  of  causes 
not  by  any  means  confined  to  coronary  disease.  These 
include  infective  and  toxic  factors  as  well  as  the  ulti- 
mate results  of  acute  carditis  and  endarteritis  of  the 
finer  coronary  circulation  following  various  acute  infec- 
tions. Buerger's  disease  and  syphilis  are  considered  ulti- 
mate causes  of  myofibrosis.  There  is  no  doubt  that 
coronary  occlusion  leads  to  myofibrosis  from  organiza- 
tion of  ischemic  necrosis  and  from  slow  sclerotic  con- 
striction. But  the  chief  point  appears  to  be  whether 
coronary  disease  is  responsible  for  most  of  the  enlarged 
hearts  characteristic  of  so-called  chronic  myocarditis. 
Clawson  states  that:  “So-called  chronic  myocarditis  is 
a condition  of  the  myocardium  not  manife.'ted  anatom- 
ically (by  scars)”,  and  we  believe  that  is  the  con.sensu' 
of  opinion.  The  writers  take  the  view  that  fine  mic- 
roscopic arterial  lesions  in  the  heart  are  commonly  over- 
looked. 

The  following  chapter  discus.ses  physiology  and  phar- 
macology. In  it  one  finds  the  various  factors  affecting 
coronary  flow.  Heart  rate  up  to  two  hundred  increa.ses 
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it;  high  systolic  pressure  increases  moderately,  but  high 
diastolic  pressure  greatly  increases  it.  Changes  in  rhythm : 
Premature  contractions  have  httle  effect  and  auricular 
fibrillation  sometimes  increases  and  at  other  times  dim* 
inishes  the  rate  of  flow.  In  general,  diminishing  blood 
pressure  in  arteriosclerotics  is  dangerous  in  decreasing 
coronary  flow  and  may  prove  fatal,  as  seen  in  a pa- 
tient of  the  reviewer's.  The  nitrites,  caffeine,  theobro- 
mine, all  increase  coronary  flow,  while  digitaUs  slightly 
constricts  the  coronaries,  yet  its  total  effect  on  the 
heart  is  to  greatly  augment  coronary  flow.  Adrenalin 
increases  and  also  opium  slightly  augments,  while  pitu- 
itrin  lessens  coronary  flow.  Quinidine  has  no  effect 
on  coronary  circulation. 

The  book  closes  with  a chapter  on  treatment  of  ar- 
teriosclerosis, which  inferentially  includes  chronic  myo- 
carditis and  hypertension  and  congestive  heart  failure 
with  its  complications,  angina  pectoris  and  coronary 
thrombosis.  The  treatment  is  an  admirable  exposition 

of  the  most  modern  cardiac  therapy.  There  remain 
some  six  and  a half  pages  devoted  to  bibliography  while, 
as  has  been  noted,  the  illustrations  are  excellent.  The 
book  as  a whole  is  a well  considered  resume  of  coronary 
disease,  its  causes  and  effects,  and  only  in  the  matter 
of  nomenclature  and  classification  do  we  believe  that 
confusion  may  obtain. 


Histopathology  of  Skin  Diseases.  By  Lee  McCarthy, 
M.  D.,  Associate  Professor  of  Dermatology,  Georgetown 
University  Medical  School,  etc.  With  two  hundred  fifty 
illustrations,  fifty-four  in  color.  513  pp.  $15.00.  The 
C.  V.  Mosby  Co.,  St.  Louis,  1931. 

This  work  appears  as  a natural  sequence  to  a decade 
of  more  than  usual  interest  in  cutaneous  pathology,  par- 
ticularly in  this  country.  In  reality  it  is  the  first  com- 
prehensive book  on  the  subject  in  the  English  language. 
It  is  a compilation  of  the  views  of  the  leaders  in  the  field 
as  well  as  the  individual  views  of  the  author.  This  fact 
enhances  the  value  of  the  work  for  reference  purposes. 
While  this  subject  is  of  particular  interest  to  the  derma- 
tologist, there  are  many  features  to  attract  the  attention 
of  the  surgeon  and  internist.  The  chapters  on  tumors  of 
the  skin  and  mucous  membranes,  precancerous  dermatosis 
and  skin  manifestation  in  diseases  of  the  blood  and  blood 
forming  organs  may  be  cited  as  of  particular  value  in  this 
respect.  Odland. 


Modern  General  Anesthesia.  A Practical  Hand- 
book. By  James  G.  Poe,  M.D.  Lecturer  on  General 
Anesthesia  in  the  Medical  and  Dental  Departments  of 
Baylor  University,  etc.  Second  Edition,  completely  re- 
vised and  enlarged.  With  12  Illustrations  and  2 Charts. 
231  pp.  $2.50.  F.  A.  Davis  Co.,  Philadelphia,  1932. 

The  author  presents  a short,  concise,  practical  textbook 
on  general  anesthesia.  The  introductory  chapters  deal 
with  the  various  fundamental  points  applicable  to  all  types 
of  general  anesthetic  agents.  Following  this,  each  an- 
esthetic agent  is  taken  up  specifically.  He  also  includes 
chapters  on  carbon  dioxide  in  anesthesia,  anesthesia  in 
obstetrics,  pre-  and  postanesthetic  care  of  patients.  There 
is  a chapter  on  nonvolatile  anesthesia,  such  as  avertin 
and  the  barbiturates.  The  conclusion  of  the  book  deals 
with  local  and  spinal  anesthesia.  The  book  is  small. 


clearly  written  and  contains  only  practical  and  useful  in- 
formation for  the  anesthetist.  Theoretical  and  historical 
considerations  are  not  included  in  the  text.  The  volume 
is  suitable  for  quick  reference  on  practical  points  for  the 
anesthetist.  Leibly. 


Collected  Papers,  1904-1929.  By  Edwin  Beer,  M.D., 
New  York;  with  252  illustrations.  827  pp.  Paul  B. 
Hoeber,  Inc.,  1931. 

This  volume  indicates  the  hterary  fertihty  of  the 
author,  comprising  articles  of  his  which  have  appeared 
in  medical  journals  during  a period  of  twenty-five  years. 
There  are  some  ninety  of  them,  covering  a wide  range 
of  surgical  subjects.  They  deal  with  gastrointestinal 
conditions,  the  liver,  kidney,  bladder,  ureters  and  pros- 
tate; the  spleen,  spinal  cord  and  miscellaneous  papers. 
Those  pertaining  to  the  kidney,  bladder,  ureters  and 
prostate  are  sixty-six  in  number.  They  describe  oper- 
ative procedures,  pathologic  investigations,  and  laboratory 
tests  of  most  of  the  surgical  conditions  to  which  these 
organs  are  subject.  Articles  dealing  with  bladder  condi- 
tions cover  two  hundred  pages.  Special  attention  is 
devoted  to  tumors  of  the  bladder,  benign  and  malignant. 
It  is  noted  that  the  author  describes  the  latest  methods 
of  attack,  showing  a marked  versatiHty  and  perfection 
of  surgical  technic.  The  general  surgeon  as  well  as  the 
urologist  will  find  much  of  interest  in  this  volume.  It 
is  a notable  publication  of  the  practice  of  one  surgeon. 
An  abundance  of  illustrations  amplify  the  text,  while 
the  volume  itself  is  an  artistic  production  from  the  pub- 
lisher’s standpoint. 


The  Medical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month)  Volume  15,  No. 
6 (Mayo  Clinic  Number — May  1932)  Index  Number. 
Octavo  of  239  pages  with  31  illustrations.  Per  clinic  year, 
July  1931  to  May  1932.  Paper,  $12.00;  Cloth,  $16.00 
net.  Philadelphia  and  London.  W.  B.  Saunders  Com- 
pany, 1932. 

In  this  volume  are  found  chnical  reports  from  thirty 
members  of  the  Mayo  Clinic  staff,  covering  a wide  variety 
of  medical  affHctions.  Alvarez  makes  a plea  for  patients 
who  are  incapacitated  by  a mild  indigestion.  Some  people 
inherit  a weak  digestive  system,  often  aggravated  by  psy- 
chopathic tendency.  Often  these  are  subjected  to  elaborate 
diagnostic  procedures  and  surgical  operations,  when  they 
might  be  made  comfortable  by  sound  advice  and  assur- 
ance that,  while  they  may  never  be  entirely  cured,  they 
can  comfortably  hve  out  their  expectancies.  Conner 
describes  the  treatment  of  pernicious  anemia  with  extract 
of  fish  liver.  While  cod  liver  oil  is  ineffective,  their 
livers  seem  to  produce  the  same  response  as  that  obtained 
from  animal  livers.  Johnson  discusses  differential  diagno- 
sis of  cases  of  jaundice  without  pain,  citing  five  illustra- 
tive histories.  Diagnosis  in  such  cases  cannot  be  laid 
on  any  one  laboratory  procedure,  while  a single  test  may- 
lead  to  grave  error.  Case  history  and  general  examination 
may  disclose  the  cause  of  the  pathology. 
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MASSIVE  PULMONARY  COLLAPSE* 

POSTOPERATIVE 

Thomas  M.  Joyce,  M.  D. 

Edwin  P.  Fagan,  M.  D. 

PORTLAND,  ORE. 

The  name  “atelectasis”,  referring  to  one  of  the 
most  important  lung  complications  following  oper^ 
ative  procedures,  comes  from  two  Greek  words 
“ateles”  meaning  imperfect,  and  “ektasis”  mean- 
ing  expansion.  The  two  other  word  conditions 
from  which  it  must  be  differentiated  are  pneumo' 
nia  and  pulmonary  embolism.  Atelectasis  was  first 
recognized  in  adults  by  Louis^  in  1829,  but  a con' 
dition  undoubtedly  atelectasis  was  previously  de' 
scribed  by  Schenk^  in  1811.  Jorg^  in  1832  pub' 
lished  a treatise  on  this  peculiar  condition  found  in 
the  lungs  of  the  newborn  after  death.  A very  com' 
prehensive  description  was  given  in  a series  of 
papers  by  Gairdner^  in  1850. 

Bradford^  during  the  great  war  pointed  out  the 
frequency  of  massive  collapse  following  gunshot 
w'ounds.  In  this  country  Scrimber®  in  1921  re' 
ported  seven  cases,  occurring  in  a series  of  540  con' 
secutive  operations. 

From  the  Portland  Clinic. 

1.  Louis,  M.:  Quoted  by  Gairdner,  W.  T.  J.  Med.  Sc., 
11:135.  1850. 

2.  Schenk:  Quoted  by  Willshire,  W.  H.  Brit,  and  For. 

M.  Chir.  Rev.,  12:402,  1853. 

3.  Jorg:  Quoted  by  Willshire,  W.  H.  Brit.  For.  M.  Chir. 
Rev.,  21:402-403,  1853. 

4.  Gairdner,  W.  T, : J.  Jled.  Sc.,  11:122  138,  1850; 
230-246,  1851:  21:  440-453,  13:  2-19;  238-254. 

5.  Bradford.  J.  R. : Hunterian  Lecture  on  Masive  Collapse 
of  Lung.  Lancet,  1:331-334,  Feb.  15,  1930. 

6.  Scrimger,  F.  A.  C. : Postoperative  Massive  Collapse 

of  the  Lung.  .S.  G.  and  O.,  32:486-492.  3Iay,  1921. 


Many  writers  apply  the  term  atelectasis  to  the 
collapse  of  the  whole  lung  or  any  part  of  it,  due  to 
the  disappearance  of  air  from  the  alveoli,  allowing 
it  to  deflate  and  become  of  liver'like  consistency. 
Others  classify  it  as  lobular  or  patchy  collapse,  dc' 
pending  on  the  extent  of  involvement.  That  atelec' 
tasis  is  a frequent  complication  in  other  conditions 
and  diseases  aside  from  operative  procedures  is  well 
established. 

It  has  been  said  that  3 per  cent  of  all  patients 
operated  on  develop  some  type  of  pulmonary  com' 
plication;  of  this  group  one  of  every  two  hundred 
results  in  a fatality.  Brunn”,  in  a study  of  456 
major  operative  cases,  had  33  pulmonary  complica' 
tions,  67  per  cent  being  definitely  atelectatic  in  na' 
ture. 

The  etiology  has  never  been  completely  worked 
out,  but  experimental  evidence  favors  bronchial  ob' 
struction,  much  work  having  been  done  by  CoryL 
los®  and  Brunn.  In  addition  to  the  type  due  to  ob' 
struction,  there  is  another  group  in  which  collapse 
is  attributed  to  a neurogenic  influence.  In  the  lat' 
ter  group  we  believe  the  case  here  reported  can  be 
placed. 

Bradford,  in  describing  massive  collapse,  attempts 
to  explain  it  on  a neurogenic  basis,  stating  that  it  is 
an  unusual  condition  in  which  the  lung,  in  the  ab' 
sence  of  any  gross  lesion  such  as  bronchial  obstruc' 
tion,  pleural  effusion,  etc.  to  interfere  with  the 

7.  Brunn,  H.  and  Brill,  S. : Observations  on'  Postoperative 
Pulmonary  Atelectasis;  Consideration  of  Some  Factors  in  its 
Etology  Prevention  and  Treatment.  West.  J.  Surg.  38:  647- 
662,  Nov.,  1930. 

8.  I oryllos  P.  N. : Obstructive  Massive  AtUectasis  of  tlie 
Lung.  -Arch.  Surg.  16:501-559,  Feb.,  1928. 
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Fig.  1.  Hospital  chart  showing  preoperative  and  postopera- 
tive course. 


free  entry  of  air,  becomes  collapsed  to  a greater 
or  lesser  degree. 

Pasteur”  states  that  postoperative  collapse  is  the 
result  of  a reflex  arrest  of  the  action  of  one^half 
of  the  diaphragm. 

Griffith*”  recalls  that  the  peritoneum  covering 
the  gallbladder  and  the  pyloric  end  of  the  stomach 
receives  its  nerve  supply  from  the  fifth  to  the  tenth 
dorsal  nerves,  from  the  right  phrenic  nerve  and 
both  vagi.  Here  is  a variety  of  paths  for  reflexes 
to  the  lower  intercostal  nerves  and  diaphragm. 

Another  plausible  theory  has  been  advanced, 
namely,  that  massive  collapse  follows  bronchial 
spasm,  due  to  reflex  irritation  in  other  parts  of  the 
body.  Evidence  supporting  this  hypothesis  has  been 
brought  forth  by  Featherstone^  * who  demonstrated 
that  all  patients  with  incisions  in  the  abdominal  wall 
show  a diminution  in  vital  capacity. 

Relative  to  choice  of  anesthesia,  Brown^^  con^ 
eluded  that  the  incidence  of  pulmonary  atelectasis 
is  greater  folIov,ing  spinal  anesthesia  than  following 
any  form  of  inhalation  or  regional  anesthesia.  This 
impression  holds,  regardless  of  the  type  of  operation 
undertaken. 

9.  Pasteur,  W. : Massive  Collapse  of  the  Lung.  Brit.  J. 
Surg.,  1:587-601,  April,  1914. 

10.  Griffiths.  H.  C. : Hunterian  Lecture  on.  The  Relation 
of  Disease  of  the  Gallbladder  to  the  Secretory  Function  of 
the  Stomach  and  Pancreas.  Lancet,  1:265.  1923. 

11.  Featherstone,  H. : Causation  of  Postoperative  Pneu- 
monia. Brit.  J.  Surg.,  12:487-523,  Jan.,  1925. 

12.  Brown,  A L. : Postoperative  Pulmonary  Atelectasis: 

Observations  on  Importance  of  Different  Types  of  Bronchial 
.Secretion  and  Anesthesia.  Arch.  Surg.,  22:976-982,  June, 
1931. 


rig.  z.  JL.OW  power  miscropic  section,  showing  collapse  of 
divisions  of  bronchial  tree. 


The  case  reported  is  as  follows. 

C.  B.,  white,  male,  age  56,  was  operated  upon  April 
24,  1931,  at  which  time  cholecystduodenostomy  was  done. 
Ether,  which  was  used  as  the  anesthetic,  was  administered 
for  fifty-seven  minutes.  The  operative  procedure  lasted  one 
hour.  As  seen  by  the  accompanying  chart  (fig.  1),  the 
immediate  postoperative  condition  was  fair,  with  pulse  120 
and  respiration  22. 

Twenty-four  hours  after  operation  the  patient  sud- 
denly developed  a temperature  of  100°F.  The  respiration 
increased  to  38  and  gradually  became  more  shallow  and 
labored.  The  pulse  became  thready  and  weak  and  patient 
expired  two  hours  after  the  onset  of  this  complication. 

The  oxygen  tent  was  applied  at  the  time  this 
pulmonary  condition  presented  itself,  although  the 
diagnosis  of  massive  pulmonary  collapse  was  made. 

As  to  the  diagnosis,  a differentiation  must  be 
made  between  pulmonary  embolism,  pneumonia  and 
atelectasis. 

Embolic  complications  offer  a different  symp- 
tomatology. The  onset  is  acute,  seven  to  fourteen 
days  after  operation,  with  sudden  pain,  difficult 
respiration,  cough  and  blood-tinged  sputum. 

There  is  no  typical  symptomatology  of  atelectasis 
and  the  physical  signs  are  extremely  variable,  the 
degree  of  involvement  in  the  obstructive  type  being 
the  reason  for  their  variability.  At  times  a roent- 
genogram has  to  be  taken  to  differentiate  between 
the  two  latter  conditions.  Occasionally  the  symp- 
toms manifest  themselves  so  suddenly  and  so  se- 
verely as  to  suggest  acute  dilatation  of  the  heart, 
coronarj'  embolism  or  some  other  catastrophe. 
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The  wide  difference  in  the  clinical  features  pre- 
sented  depends  to  some  extent  on  the  rapidity  and 
suddenness  with  which  collapse  occurs,  and  on  the 
ability  of  the  heart  and  lungs  to  adapt  themselves 
quickly  to  the  altered  condition  of  respiration  and 
circulation.  There  are  certain  measures  which,  if 
carried  out,  help  to  diminish  the  frequency  of  the 
obstructive  type  of  atelectasis:  (1)  frequent  change 
of  posture  to  promote  drainage,  (2)  carbon  dioxide 
inhalation,  (3)  encouragement  of  the  patient  to 
take  deep  breaths. 

Frequent  change  in  posture  was  advocated  by 
Santei3,  in  which  he  rolls  the  patient  to  the  good 
side  to  promote  drainage.  For  prophylaxis  he  ad' 
vocated  rolling  the  patient  from  one  side  to  the 
other  several  times  a day,  to  assist  in  dislodging 
mucus. 

Carbon  dioxide  inhalation  was  first  advocated 
by  Flendersoni^.  It  promotes  deeper  inspiration 
and  hence  a more  complete  aeration  of  the  lung. 
Encouraging  the  patient  to  take  deep  breaths  pro- 
duces a similar  effect. 

The  etiologic  cause  in  the  case  presented  we 
believe  to  have  been  neurogenic.  The  autopsy  find- 
ings showed  both  lungs  collapsed  with  no  foreign 
body,  mucus  or  mucous  plugs  in  trachea  or  bronchi. 
Microscopic  section  showed  collapse  of  all  divisions 
of  the  bronchial  tree  (fig.  2). 

SUMMARY 

Etiology;  (1)  Obstruction,  by  tenacious  sputum 
or  mucous  plug.  (2)  Neurogenic,  a theoretical  but 
plausible  explanation  as  shown  by  preceding  evi- 
dence. 

Diagnosis:  The  symptomatology  and  physical 

signs  are  extremely  variable  and  depend  on  the 
extent  of  involvement.  It  must  be  differentiated 
from  pneumonia  and  pulmonary  embolism,  as  a 
different  form  of  treatment  is  indicated  in  each 
condition. 

In  the  obstructive  type  the  therapeutic  measures 
suggested  are  the  removal  of  the  obstructing  ma- 
trial  by  the  bronchoscope  if  necessary,  carbon  diox- 
ide inhalation,  and  frequent  changes  of  posture  to 
promote  drainage.  If  atelectasis  is  caused  by  some 
reflex  mechanism,  little  can  be  done  in  the  way 
of  treatment,  as  the  exact  etiology  is  obscure,  but 
we  believe  that  carbon  dioxide  inhalations  should 
be  given. 

13.  Sante,  L.  R. : Massive  Collapse  of  Lung.  J.A.M.A. 

88:1539-1542,  May  14,  1927. 

14.  Henderson,  Y. : Physiology  of  Atelectasis.  J.A.M.A., 

93:96-98,  July  13,  1929. 


BRIEF  REVIEW  OF  SPECIAL  SURGICAL 
ADVANCES  IN  1931-1932* 

H.  G.  WlLL-ARD,  M.  D. 

TACOMA,  WASH. 

In  a limited  space  it  is  impossible  to  satisfy 
the  requirements  of  the  title  of  this  paper,  and  I 
shall  therefore  attempt  only  to  introduce  to  you 
briefly  ten  interesting  subjects  which  have  been 
in  the  literature  during  the  past  few  months. 

1.  THE  SUBJECT  OF  CANCER 

Meyeri  has  written  a book  and  published  arti- 
cles calling  attention  to  the  fact  that  cancer  is  a 
systemic,  nonmicrobic  disease.  He  concludes  that 
acidosis  is  opposed  to  cancer  growth,  that  cancer 
cannot  thrive  in  an  acid  medium  and  that  without 
alkalosis  of  the  body  fluids  there  can  be  no  cancer. 
He  suggests  that  all  remedies  which  have  appar- 
ently had  an  inhibitory  effect  on  cancer  growth, 
viz.,  Coley’s  fluid,  high  temperatures,  calcium 
medication,  starvation,  roentgen  radiation,  etc., 
have  had  this  effect  because  they  produce 
acidosis  of  the  body  fluids.  He  states  that  “close 
analysis  of  so-called  miraculous  cures  which  hither- 
to had  been  left  unexplained  has  yielded  the  writer 
the  impression  that  acidosis  produced  in  various 
ways  was  the  underlying  cause  of  cure  in  all  of 
them.” 

Therefore,  the  curative  treatment  of  operable 
cancer  is  not  complete  unless  surgery  is  supple- 
mented by  postoperative  medical  treatment,  which 
consists  in  producing  acidosis.  Also,  in  inoperable 
malignancy,  all  agents  known  to  produce  acidosis  of 
the  blood  should  be  put  into  operation.  He  cites 
cases  of  inoperable  cancer  apparently  cured  by 
treatment  suggested  and  employed  by  Fischer- 
Wassels. 

The  object  of  this  treatment  is  the  production 
of  acidosis,  some  of  the  details  of  which  are  as 
follows:  (1)  Breathing  by  means  of  a tight  fitting 
mask  two  to  four  hours  daily  of  a gas  mixture 
composed  of  pure  oxygen  and  four  and  one-half 
per  cent  carbon  dioxide.  (2)  Deep  roentgeno- 
therapy. (3)  Administration  of  HCl,  ten  to  thirty- 
five  drops  t.i.d.  and,  added  to  this,  other  means  of 
promoting  acidosis.  This  is  only  one  of  the  many 
lines  of  observation  which  may  be  destined  ultimate- 
ly to  advance  a solution  of  the  cancer  problem. 

2.  POSTOPERATIVE  ABDOMINAL  ADHESIONS 

One  of  the  spectres  which  haunts  the  abdominal 
surgeon  is  postoperative  adhesions.  We  have  at 

*Read  before  a meeting  of  Tacoma  Surgical  Club,  Tacoma, 
Wash.,  May  7,  1932. 

1.  Mayer,  W.:  Is  Cancer  a .Systemic  Disease?  An.  Surg. 
93:35-39,  Jan.,  1931. 
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times  tried  ever>T:hing  from  vaseline  to  ether,  car' 
gyle  membrane  to  amnionic  fluid,  and  the  prac' 
tical  results  are  worse  and  worse. 

Ochsner  and  Garside^  have  experimented  with 
the  ferments  trypsin  and  papain,  and  have  found 
especially  encouraging  results  in  the  use  of  papain, 
a vegetable  ferment.  They  have  concluded  from 
animal  experimentation  that  papain  in  salt  solu' 
tions  of  T 5 0,000  to  1-100,000  placed  in  the  ab- 
dominal cavity  prevent  adhesions  in  approximately 
90  per  cent  of  experimentally  operated  upon  ani- 
mals as  compared  with  control  animals  not  so 
treated.  Also,  in  a limited  number  of  human  be- 
ings operated  upon  for  recurrent  adhesions,  a sim- 
ilar marked  benefit  seems  to  have  been  obtained, 
as  indicated  by  clinical  observation.  This  will 
probably  go  the  way  of  all  other  similar  schemes, 
hut  it  is  interesting  and  possibly  deserves  consider- 
ation. 

3.  PROPHYL.ACTIC  TREATMENT  OF  PERITONITIS 

During  the  past  few  years  considerable  experi- 
mental work  has  been  done  in  the  prevention  of 
peritonitis  by  vaccination  of  the  peritoneum  with 
the  injection  of  pathogenic  germs.  Following  ex- 
perimental work  done  at  the  Mayo  Clinic  by 
Herrmann, 3 a member  of  our  club,  Rankin  and 
Bargen^  have  reported  a series  of  222  cases  of 
resection  of  the  colon  in  which  the  peritoneum 
had,  previous  to  operation,  been  immunized  by 
the  injection  into  the  peritoneal  cavity  of  gradu- 
ated doses  of  colon  bacilli  and  streptococci.  Stein- 
bergS  by  experiment  has  concluded  that  rapid 
protection  against  peritonitis  can  be  obtained  by 
the  injection  of  heat-killed  colon  bacilli,  allowing 
safe  operation  in  a period  of  four  to  five  days 
following  the  beginning  of  injection.  I believe  that 
this  line  of  treatment  is  now  entitled  to  practical 
consideration  by  the  general  surgeon. 

4.  THE  M.^GGOT  TRE.^TMENT  OF  OSTEOMYELITIS 

Long  before  the  days  of  antiseptic  surgery,  in 

fact  during  the  time  of  Ambrose  Pare,  maggots 
w'ere  noticed  to  be  beneficial  factors  in  the  healing 
of  sloughing  wounds  and  the  separation  of  sequestra. 
Recently  the  raising  of  maggots  for  this  purpose  has 
become  one  of  our  infant  industries.  The  young  blow' 
flies  are  kept  in  a cage  and  fed  on  liquid  honey  and 

2.  Ochsner,  A.  and  Garside.  E. : Peritoneal  Adhesions. 
Their  Prevention  and 

Their  Prevention  by  the  Use  of  Digestive  Ferments.  Surg. 
Gyn.  Obst.  24:338-359,  Feb..  1932. 

3.  Herrmann,  S.  F. ; Experimental  Peritonitis  and  Peri- 
toneal Immunity.  Arch.  Surg.  18:2202-2215,  ilay.  1929. 
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water.  The  eggs  laid  on  raw  meat  are  collected 
daily,  sterilized  and  planted  on  sterile  agar,  and  in 
a few  hours  they  hatch  into  maggots.  These  mag- 
gots eat  agar  for  about  forty-eight  hours  and  are 
then  placed  in  the  wound  where  they  do  their  work. 

I cannot  discuss  this  subject  in  detail,  of  course, 
but  would  like  to  call  your  attention  to  the  fact  that 
the  beneficial  action  of  these  animals  is  now  sup- 
posed to  be  due,  not  entirely  to  the  fact  that  they 
are  scavengers  and  eat  up  the  bacteria  and  dead 
tissue,  but  also  to  the  fact  that  some  active  principle 
is  produced  in  the  bodies  of  these  larvae  which  aids 
in  the  healing  process.  In  support  of  this  conclusion 
is  the  fact  that  paste  made  of  the  ground  up  bodies 
of  the  larvae  has  been  used  with  beneficial  effect, 
and  also  that  filtrates  from  the  dead  bodies  of  the 
larvae  have  been  shown  to  have  a very  strong  bac- 
tericidal action. 

5.  B.^CTERIOPH.AGE  IN  WOUND  TRE.ATMENT 

As  an  illustration  of  bacteriophage  in  wound 
treatment,  Albee^  calls  attention  to  the  Orr  treat- 
ment of  osteomyelitis,  in  which  antiseptics  are  not 
used,  but  the  infected  wound  is  packed  with  vase- 
line gauze  and  closed  in  with  a plaster  cast.  With- 
out being  disturbed  it  is  for  a long  time  bathed  in 
its  ow’n  secretions.  He  suggests  that  in  this  undis- 
turbed wound  there  develops  a bacteriophage  or 
microparasite  which  feeds  upon  and  destroys  the 
offending  organisms.  The  foul  odors  which  develop 
are  only  incidents  in  the  battle  which  is  taking  place 
between  the  pyogenic  organism  and  its  microparasite, 
and  which  ultimately  results  in  a clean  wound. 

In  the  laboratory  there  can  be  developed  a speci- 
fic phage  or  microparasite  for  the  type  of  bacterium 
infesting  an  infected  wound.  By  the  introduction 
and  employment  of  these  microparasites  or  bacterio- 
phages to  do  battle  with  the  offending  organism,  Al- 
bee  suggests  that  we  have  a more  effective  method  of 
wound  sterilization  than  by  the  antiseptic  treatment 
to  which  this  method  is  directly  opposed.  Rice"  and 
others  have  reported  the  results  of  the  treatment  of 
various  infections  by  the  use  of  bacteriophage  fil- 
trates. The  question  at  issue  is:  “Will  the  applica- 
tion of  the  principles  involved  in  the  employment  of 
the  bacteriophage  in  infected  wounds  supplant  the 
commonly  employed  antiseptic  treatment?”  Such  a 
revolutionary'  change  as  this  in  our  ideas  and  prac- 
tice is  interesting  to  speculate  about  and  no  doubt 
is  worthy  of  further  study. 

6.  Albee,  F.  H. : Will  BacteriophaRe  Prove  the  Ideal 
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6.  BURIED  SKIN  GRAFTS 

I should  like  to  call  your  attention  to  some  very 
interesting  and  recently  described  methods  of  skin 
grafting.  Wangensteen* *^  has  described  the  “seeding 
of  small  fragments  of  Tiersch  grafts  into  granula- 
tion  tissue.”  The  Tiersch  graft  is  removed  and  cut 
up  into  small  fragments.  These  are  picked  up  on  a 
needle  point  or  sharp  pointed  forceps  and  implanted 
out  of  sight  in  granulation  tissue.  In  spite  of  in- 
fection being  always  present  in  this  tissue,  they  will 
grow  and  form  islands  of  new  skin. 

Keller**  has  described  the  “tunnel  graft”  used  for 
ten  years  in  the  Walter  Reed  Hospital.  This  is 
particularly  useful  in  covering  indolent  ulcers  and 
m breaking  the  continuity  of  scar  tissue  contrac- 
tures. A thick,  whole  skin  graft  is  prepared.  This 
IS  pushed  through  a tunnel  made  in  the  floor  of  the 
ulcer,  or  through  a tunnel  made  under  the  con- 
tracted scar.  After  a few  days  the  tissue  about 
this  graft  is  cut,  exposing  the  graft  which  will  by 
this  time  have  gained  a foot-hold. 

Dixon***  has  described  a very  ingenious  method  of 
skin  grafting  which  is  especially  adapted  for  vari- 
cose or  indolent  ulcers.  Narrow  strips  of  whole 
skin  are  cut.  The  narrow  strips  of  skin  are  threaded 
on  a fascia  needle  and  sewed  into  the  granulation 
tissue,  in  and  out,  in  lattice  fashion.  One  advan- 
tage in  all  of  these  methods  of  grafting  described  is 
that  the  grafts  automatically  stay  in  position,  re- 
gardless of  the  nature  of  the  retentive  dressing,  and 
are  likely  to  take  in  spite  of  infection.  Another 
suggestion  in  skin  grafting  is  the  preparation  of  an 
epithelial  paste  by  scraping  moist  skin  with  a knife. 
The  paste  is  injected  through  a large  needle  beneath 
the  granulations. 

7.  DENERVATION  OF  THE  ADRENALS 

Crile**,  in  recent  papers,  has  advanced  the  theory 
that  there  are  certain  diseases  which  are  manifesta- 
tions of  chemical  overactivity,  excited  by  action  of 
the  adrenal  gland  on  the  autonomic  nervous  system. 
Among  these  diseases  are  recurrent  peptic  ulcer, 
hyperthyroidism  and  neurocirculatory  asthenia.  He 
believes  that  the  logical  way  to  cure  these  diseases 
is  to  break  the  chain  of  the  adrenoautonomic  nerv- 
ous mechanism,  and  concludes  that  the  easiest  way 
to  do  this  is  to  denervate  the  adrenals.  Therefore, 
in  order  to  cure  recurrent  peptic  ulcer,  recurrent 
hyperthyroidism  and  neurocirculatory  asthenia,  he 

9.  Keller,  W.  L. : Ten  Years  of  the  Tunnel  Skin  Graft. 
An.  Surg.  91:924-936,  .June,  1930. 
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has  proposed  the  operation  of  cutting  the  sympa- 
thetic nerves  connected  with  the  adrenal  glands.  He 
has  described  the  technic  of  this  procedure  and  has 
reported  a series  of  126  cases  with  a high  per- 
centage of  cures  of  these  conditions.  I have  neither 
time  nor  ability  to  discuss  this  in  detail,  but  it 
sounds  logical,  and  is  a recent  and  at  least  very 
interesting  contribution  to  the  surgery  of  the  endo- 
crine system. 

8.  EMPYEMA.  TREATMENT  WITHOUT  DRAINAGE 
Danna*2  advocates  the  treatment  of  empyema 
by  repeated  aspiration  and  replacement  of  air  with- 
out drainage.  He  reports  a series  of  thirty-five  suc- 
cessive cases  of  adults  treated  in  this  way  with  un- 
usual results. 

9.  FRACTURES  OF  FEMUR,  TREATED  BY  USING  THE 
WELL  LEG  FOR  COUNTERTRACTION 
The  principle  of  using  the  well  leg  for  counter- 
traction in  fractures  of  the  femur  was  first  described 
by  Jones.  During  the  past  year  this  method  has 
been  demonstrated  by  northwest  surgeons,  and 
Anderson*^  describes  in  detail  his  method  of 
application  of  this  principle  in  fractures  of  the 
lower  extremity.  His  article  is  a practical  lesson  in 
mechanics,  and  is  well  worth  reading. 

10.  ANESTHESIA 

Finally,  not  to  discuss  but  only  to  remind  you  that 
one  of  the  great  contributions  to  surgery  is  recent 
work  done  in  the  production  of  certain  anesthesiae. 
This  applies  especially  to  the  use  of  the  barbiturates 
in  preoperative  preparation,  the  use  of  avertin  and 
the  perfection  of  the  technic  of  spinal  anesthesia. 
Secondary  only  to  the  credit  given  to  the  surgeon 
for  the  technical  results  of  a successful  surgical 
operation,  is  the  gratitude  of  the  patient  for  the  easy 
and  successful  production  of  sleep. 


ANNOYING  NOISE  OF  OUR  OFFICES* 
PuRMAN  Dorman,  M.  D. 

SEATTLE,  W.\SH. 

With  an  increasing  growth  of  scientific  investi- 
gation concerning  city  noises,  we  realize  to  a great- 
er extent  than  before  some  of  the  disadvantages 
of  city  life.  Noise  is  so  steady  an  accompaniment 
of  modern  conditions  of  living  and  working  that 
it  has  been  accepted  by  the  majority  of  persons 
without  much  protest,  even  though  we  are  con- 
scious of  its  unpleasant  or  harmful  effects.  There 
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is  evidence  that  we  are  daily  paying  a price  in 
health,  fatigue  and  nervous  energy i. 

Noise,  as  defined  by  some  people,  is  something 
we  do  not  like  to  hear,  the  average  person  be' 
lieving  that  the  most  annoying  noises  are  usually 
due  to  carelessness  on  the  part  of  the  person  res' 
ponsible  for  them,  but  are  accepted  because  we 
realize  they  accompany  transportation.  We  find 
that,  while  some  sounds  are  distinctly  disagreeable 
to  all,  others  may  be  agreeable  to  some  but  dis' 
agreeable  to  others,  the  individual  reaction  being 
considered  in  grouping  certain  of  our  so'called 
noises.  Sound  waves  travel  about  1100  feet  a 
second  and,  in  our  usual  office  locations,  im' 
mediately  strike  upon  some  surface  to  be  either 
reflected  or  absorbed,  depending  upon  the  surface 
struck.  A reverberation  is  produced  by  these 
sound  waves  being  reflected  from  the  hard  sur' 
faces  of  a room  or  confining  space. 

Until  recent  years,  when  several  research  work' 
ers,  including  Dr.  Laird  of  Colgate  University, 
performed  their  experiments2,3,4^  it  was  believed 
that  city  noises,  while  anno>dng,  had  but  little 
effect  upon  the  average  person.  Now  we  dis' 
cover  that  office  work  in  noisy  rooms  consumes 
about  twenty  per  cent  more  energy,  w’hile  a less' 
ened  speed  of  output  and  a greater  percentage  of 
errors  occurs.  This  increased  energy  consumption 
is  manifested  by  a greater  tenseness  of  the  entire 
musculature.  The  decrease  of  output  runs  from 
five  to  twelve  per  cent,  w’hile  in  a telephone  office, 
there  is  an  increase  of  about  forty  per  cent  in 
errors. 

Noise  creates  a definite  effect.  It  causes  a mus' 
cular  tenseness  during  the  working  hours,  a mus' 
cular  fatigue  that  is  almost  as  depressing  as  our 
mental  or  physical  work.  5 Our  relaxation  in  the 
evening  is  necessary  in  part  to  compensate  for  the 
weariness  caused  by  the  city  traffic  noise.  It  is 
a well  known  fact  that  continued  exposure  to 
loud  noise  or  to  a repetition  of  loud  noises  causes 
difficulty  in  hearing  for  some  length  of  time 
afterward.  That  nerv^e  exhaustion  is  produced  by 
long  continued  stimulation  is  exemplified  by  the 
difficulty  in  hearing  after  a long  airplane  ride  or 
after  proximity  to  heavy  artillery'’  fire.  The  indi' 
vidual  exposed  to  traffic  noise  is  under  a similar 
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k Ind.  Management.  78:5.58,  Sept..  1929. 
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Monthly  Labor  Rev.  30:1199.  Jan..  1930. 
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stimulus  but  of  very  much  lessened  amount.  It 
is  an  interesting  note  that  the  recent  antarctic  ex' 
plorers  complained  of  the  lack  of  noise,  of  the 
oppressive  silence  of  the  frozen,  barren  ice  lands. 

Brain  pressure  is  increased  about  four  times  over 
normal  by  a sudden  loud  noise,  6 the  bursting  of 
a paper  bag,  for  example,  the  increased  brain 
pressure  existing  for  approximately  thirty  seconds. 
A sudden  loud  noise  raises  the  systolic  blood  pres' 
sure  very  quickly  as  well  as  increasing  the  heart 
rate.  Noises  occurring  near  a sleeping  person 
raise  the  blood  pressure  and  increase  the  muscular 
tenseness.  While  he  is  not  alw’ays  awakened,  the 
bad  result  may  last  as  long  as  thirty  minutes  after 
the  noise  has  stopped. 

It  is  an  odd  fact  that,  although  most  people 
make  an  effort  to  conserve  their  eyesight,  yet  they 
make  but  little  effort  to  protect  their  ears  from 
injurious  traffic  noise.  The  auditory  centers  can 
never  be  at  rest  and  nerve  fatigue  results  with  all 
of  its  concomitant  symptoms.  All  of  us  are  ex' 
posed  to  much  noise  that  originates  thoughtlessly 
and  needlessly.  Overstimulation  of  the  nervous 
system  is  an  important  factor  in  causing  mental 
disorders  and  noise  must  be  seriously  considered. 
Stimulation  of  the  auditory  centers  has  a deleter' 
ious  effect  upon  the  power  of  concentration  and 
often  produces  different  degrees  of  mental  irrita' 
bility.  It  is  believed  that  street  noises  are  much 
more  injurious  than  other  kinds  because  they  are 
nonrhythmic  and  the  muscles  of  the  ear  cannot 
become  adjusted  to  them.  After  a certain  amount 
of  loud  and  recurrent  noises,  the  muscles  of  ac- 
commodation in  the  middle  ear  do  not  react,  leav- 
ing a breach  in  the  protection  of  the  ear  and 
easily  accounting  for  some  of  our  fatigue  at  the 
end  of  the  day.  In  summarizing,  we  may  state 
that  several  experimenters  have  conclusively  de- 
termined that  noise  has  a more  or  less  distinctly 
harmful  effect  upon  the  body. 

In  the  survey  by  the  Noise  Abatement  Commis- 
sion in  New  York  City  it  was  found  that  about 
fifty  per  cent  of  city  noise  was  directly  caused 
by  traffic,  delivery  noises  causing  about  thirty-five 
per  cent.  The  traffic  noises  included  vehicular 
exhausts,  the  rumble  of  heavy  busses  and  trucks, 
often  with  solid  tires  and  loose  gears;  the  infernal 
popping  of  the  speeding  motor  cycle  and  the  din 
of  street  cars  as  they  clattered  along.  Other  noises 
included  the  rattling  of  ash  cans,  the  dumping  of 
boxes  or  containers  upon  the  sidewalk  and  the 

6.  Noise  -4batement  Commission.  Report  by  the  City 
Noise  In  1930. 
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noise  from  the  erection  of  new  buildings  caused 
by  riveters,  steam  shovels  or  drills.  In  manufac' 
turing  districts  we  have  noises  emanating  from 
small  or  large  factories.  The  business  streets  hark' 
en  to  the  raucous  cries  of  the  newsboys,  the  resi' 
dential  sections  to  the  blare  of  the  radio  loud 
speaker.  Newsboys  screech  their  wares  in  your 
defenceless  ear.  Why  should  they  be  so  privileged? 
Why  not  have  every  storekeeper  on  his  front  step, 
shouting  that  he  has  something  to  sell? 

The  past  thirty  years  have  been  marked  by  an 
almost  unbelievable  increase  in  the  use  of  machin' 
ery  and  it  has  been  inevitable  that  noise  should 
increase  in  a corresponding  way'^,®.  There  have 
been  a few  instances  where  noise  has  been  elim- 
inated  at  its  source,  not  because  of  the  sound  but 
incidental  to  better  construction  of  the  machine  in 
question.^  The  riveted  steel  buildings  often  are 
welded;  solid  tires  on  trucks  have  almost  univer' 
sally  given  way  to  easier  riding,  quieter  pneumatic 
tires,  while  better  muffling  of  the  automobile  ex' 
haust  has  helped.  Great  improvement  results  from 
the  introduction  of  proper  street  surfacing  in  our 
business  districts.  Careful  and  constant  repair  is 
necessary’-  in  order  that  the  surfaces  may  be  kept 
free  from  irregularities  that  cause  jolts  to  passing 
vehicles.  We  ride  today  in  “sound-proofed”  auto- 
mobiles, an  illustration  of  how  the  manufacturers 
appreciate  that  “quiet”  is  an  essential.  The  amount 
of  noise  “annoyance”  often  is  dependent  upon  sev- 
eral conditions,  whether  steady  or  intermittent, 
whether  the  noise  is  regarded  as  unnecessary, 
such  as  automobile  brakes  screeching,  auto  horns 
tooting,  excessively  loud  automobile  or  truck  ex- 
hausts or  clattering  street  cars. 

The  unit  of  loudness  is  called  the  decibel,  the 
smallest  change  the  ear  detects  in  the  level  of  a 
sound.  A normal  conversation  with  three  feet 
of  space  between  two  people  has  a loudness  of 
about  sixty  decibels.  An  immense  amount  of 
work  was  done  by  the  New  York  Noise  Commis- 
sion who  made  about  ten  thousand  observations, 
measuring  the  amount  of  noise  from  individual 
sources  throughout  their  city  and  a few  nearby 
towns.  It  was  found  that  certain  noises  were 
nearly  ten  billion  times  as  intense  as  the  smallest 
sound  perceived  by  the  human  ear. 

7.  Culpin,  M. : Noise  and  Hearing  Studied  from  Psychol- 
ogical Aspect.  Nineteenth  Cent.  105:512-522,  April,  1929. 

8.  Wells,  W.  A.:  Noises  of  Civilization  and  Their  Evil 

Effects.  Ann.  Otol.  Rhin.  & Laryng.  40:143-156,  Mar.,  1931. 

9.  Dennis.  E.  B.,  Jr.:  Noise — Measurement,  Effect  and 

Control.  N.  Y.  State  J.  Med.  30:573-576,  May  15,  1930. 

10.  Brown.  E.  H. : Attacking  City  Noises  by  Science  and 
Law.  American  City,  44:907,  Feb.,  1931. 
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Noise  levels  in  rooms  depend  upon  the  position 
of  the  room  with  respect  to  the  street,  open  win- 
dow's, size  and  shape  of  the  room  and  the  amount 
of  absorptive  material,  n A third  story  room  di- 
rectly facing  the  street  is  from  ten  to  twenty  deci- 
bels below  the  street  noise  level,  the  usual  office 
rooms  having  an  average  noise  level  of  about  fifty 
decibles.  Noise  near  offices  is  about  100,000 
times  as  loud  as  is  necessary  to  be  heard.  A few 
examples  reveal  that  the  “every  day”  din  of  traf- 
fic varies  from  sixty  to  eighty  decibels.  Auto- 
mobiles have  about  seventy  decibels,  unmuffled 
auto  exhausts  eighty,  automobile  horns  ninety, 
street  cars  seventy,  thunder  sixty-five,  explosions 
one-hundred,  airplanes  overhead  sixty,  police 
whistles  eighty,  while  a lion’s  or  tiger’s  roar  is 
only  eighty-five  decibels,  less  than  some  of  our 
every  day  traffic  noises. 

What  is  the  cost  of  this  noise  to  us?i2  That 
noise  is  definitely  on  the  payroll  and  must  be 
dealt  with  in  dollars  and  cents  is  apparent  once 
we  look  beneath  the  surface.  Increase  in  output, 
decrease  in  errors,  lessened  energy  consumption 
and  better  physical  and  mental  health  are  only 
some  of  the  advantages  gained  through  the  use 
of  quieted  rooms.  It  is  believed  that  the  elimin- 
ation of  this  costly  noise  in  businesses  is  of  so 
much  importance  that  it  has  gradually  reached 
the  rank  of  other  building  problems,  such  as  light- 
ing, ventilation  and  heating. 

There  are  several  things  helpful  in  stopping 
noise  in  our  offices  adjoining  busy  traffic  streets. 
One  of  the  first  of  these  is  the  floor  location,  the 
higher  floors  having  less  noise. Traffic  sounds 
travel  upward  and  go  to  various  heights,  depend- 
ing upon  how  much  the  sound  is  confined  be- 
tween narrow  stone  canyons  of  the  surrounding 
buildings.  But  we  do  not  have  an  unlimited 
choice  in  office  locations,  being  forced  to  take 
what  space  may  be  available,  bringing  us  to  ques- 
tions concerning  most  of  us  already  established. 

The  office  window  should  be  attended  to  first, 
because  that  is  how  all  of  our  outside  noise  comes 
to  us.  Extraneous  sound  as  well  as  cold  weather 
may  be  kept  out  by  tight  weather  stripping  and 
close  fitting  windows  but  these  latter  factors  are 
annulled  in  the  summer  months.  There  has  re- 
cently appeared  a window  silencer  and  air  venti- 

11.  Less  Noise,  Better  Hearing.  Acousti-celotex  Publica- 
tion. A.  I.  A..  39  Aug.,  1930. 

12.  Maxim,  H.  P.:  Noise  Costs  More  Than  Fire.  Out- 

look. 153:609,  Dec.  18,  1929. 

13.  Wynne,  S.  W.:  More  Civilization,  Solution  of  City- 
Noise.  Woman’s  H.  C.,  57:12,  May,  1930. 

14.  Boulin,  P.:  Noise  and  its  Consequences  from  View- 

point of  Annoyance,  Hygiene,  and  Capacity  for  Production 
of  Workmen.  Ann.  D'hyg.  8:645-651,  Nov.,  1930. 
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lator  made  by  the  Maxim  Campbell  Windowi^ 
people  that  is  designed  to  allow  ample  ventilation 
of  any  room,  yet  shuts  out  nerve-racking  noises. 
It  was  designed  by  Hudson  Maxim  and  should 
prove  a great  boon  for  those  near  a source  of 
much  traffic  noise.  Through  its  use,  they  claim 
that  55  per  cent  of  the  noise  is  eliminated,  or 
ninety  per  cent  may  be  eliminated  through  the 
use  of  a double  window.  Apparently  it  will  prove 
to  be  an  answer  to  our  problem  of  ventilation 
without  noise. 

If  sounds  cannot  be  stopped  entirely  before 
they  come  within  the  room,  then  we  can  still  do 
much  to  absorb  them  after  they  arrive. 

The  tendency  for  the  floor,  plastered  wall  or 
ceiling  is  to  reflect  sound,  the  usual  plastered  wall 
reflecting  almost  as  much  as  a mirror  reflects 
light.  These  sound  waves  are  especially  noticeable 
in  an  empty  room  without  carpets,  furniture  or 
wall  coverings.  The  reverberation  of  voices  or 
footsteps  may  last  for  ten  seconds,  the  sounds 
being  reflected  from  wall  to  wall,  experiencing 
from  two  hundred  to  three  hundred  reflections 
for  an  average  sound.  Upon  using  carpet,  furni- 
ture and  draperies,  these  reverberations  are  damp- 
ened down  at  once  because  these  materials  all 
have  a tendency  to  absorb  vibrations,  not  to  con- 
tinue them. 

There  are  a few  things  to  consider  in  this  re- 
lationship. Overstuffed,  upholstered  furniture  ab- 
sorbs noise  and  sound  far  better  than  wooden 
chairs  of  desks.  Leather  upholstery  or  tapestry’’ 
has  but  little  value  compared  with  mohair  or 
velour.  Floor  coverings  help  a tremendous  amount. 
Thick  carpets,  reinforced  by  carpet  pads  under- 
neath and  extending  to  the  walls  instead  of  being 
only  a small  center  rug,  have  great  absorptive 
value.  Linoleum  or  wooden  floors  help  only  to 
the  smallest  extent.  Noise-absorbing  materials  may 
be  brought  into  use  through  thick  velour  or  vel- 
vet table  coverings,  by  wall  hangings  of  similar 
materials  or  by  stenciled  or  decorated  panels  of 
absorptive  board. 

Let  us  note  some  of  the  absorptive  values  of 
various  materials.  An  open  window  absorbs  every- 
thing and  reflects  nothing.  Therefore,  the  open 

15.  Campbell,  Maxim:  Window  Mfg.  Co.,  Personal  Com- 

munication from,  Oct.,  1931. 

16.  Laird,  D.  A.:  Overcoming  Noise  in  the  House.  Hy- 

geia.  7 :50  Jan..  1929. 

17.  Prevention  of  Transmission  of  Noise  Through  P')ofs 
and  Walls  of  Houses.  Nuck.  Arch.  f.  Hyg.  103:189-205.  I ‘>30. 

18.  Fisbhein,  M. : Noise  and  Public  Health.  Sci.  .liner. 

140:124.  Feb.,  1929. 

19.  Laird.  D.  A.:  Noise  and  the  Homemaker.  Home 

Econ.  21:809,  Nov.,  1929. 
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window  is  accepted  as  a unit  for  one  hundred  per 
cent  absorption. 

Absorptive  value 
Percentage 

Ordinary  plastered  wall  absorb  about 3 

Wooden  or  linoleum  covered  floors 3 


Heavy  rugs  over  a cushion  felt 25 

Heavy  velour  curtains 50 

Overstuffed,  upholstered  chairs  about.... 50 

Cushions  75 

Acoustic  wall  plasters  from 8 to  30 

Acoustic  blocks  of  fiber  or  mineral 

wool  from  45  to  83 


These  values  are  estimated  of  a sound  with 
a pitch  of  512  vibrations.  For  illustration,  a room 
ten  feet  square  with  a nine  foot  ceiling  has  but 
one-third  as  much  absorptive  value  in  the  room 
walls  as  in  a padded  carpet  covering  the  entire 
floor. 

An  office  location  presents  many  difficulties  to 
those  seeking  to  quiet  the  noise  level.  The  work- 
ing desk  and  chair  are  usually  near  the  window, 
the  source  of  most  of  the  sound.  To  quiet  this 
incoming  noise  may  require  that  not  only  the 
ceilings  and  floors  but  that  part  of  the  upper 

portions  of  the  walls  should  be  treated  with 

noise-absorptive  materials.  The  present  trend  is 
to  absorb  noise  in  two  ways:  first,  through  the 
use  of  furnishings,  such  as  thick  carpets,  drapes 
or  upholstered  chairs  within  the  room;  second, 
by  means  of  acoustic  plasters  or  by  materials 

covering  the  present  hard  wall  surfaces.  These 
are  apparently  the  best  weapons  of  defense  against 
noise.  Each  has  some  advantages,  also  some  dis- 
advantages. In  certain  cases  the  disadvantages 

amount  to  little  and  the  advantages  far  outweigh 
all  that  may  be  said  against  them.  New  future 
buildings  may  best  be  treated  by  preventive  in- 
sulating measures,  our  present  buildings  by  cor- 
rective treatment  to  absorb  noise. 

After  we  have  installed  a padded  carpet  over 
the  entire  floor,  there  arc  several  ways  in  which 
the  ceilings  or  walls  may  be  treated  to  quiet  a 
room.  Let  us  consider  acoustic  plasters  first. 
This  plaster  is  in  two  forms,  precast  tile  and 
plaster  applied  directly  to  lath  on  the  premises. 
It  is  far  more  porous,  has  a much  rougher  surface 
than  the  usual  plaster  and  must  be  sprayed  by  a 
special  paint.  Its  great  advantage  lies  in  its  adap- 
tability to  curved  or  uneven  wall  surfaces,  while 
its  absorptive  power  varies  from  eight  to  thirty- 
two  per  cent  per  inch  of  thickness. 

But  of  wider  usage  are  the  various  porous  tiles, 
fairly  smooth  finished  and  with  very  great  ab- 

20.  A^new.  H. : Reduction  of  Noise  in  Hosj)itals.  Canada 

if.  A.  J.  22:414-418.  Mar..  1930. 

21.  Johns  Manville  Publication.  1931.  Solving:  the  Grow- 
int^  Problem  of  Noise. 
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sorptive  ability.  The  most  common  of  these  are 
Sanacoustic  Tiles  and  Acousti-celotex  blocks.  Each 
has  been  applied  in  many  different  places  in  Se- 
attle;  the  County-City  Building,  the  corridors  of 
Harborvicw  Hospital,  radio  broadcast  studios,  hos- 
pital nurseries;  in  fact,  wherever  an  undue  amount 
ot  noise  has  been  an  undesirable  quantity.  These 
blocks  are  comparatively  easy  to  install,  are  usually 
placed  on  the  ceiling,  do  not  usurp  any  of  the 
costly  floor  or  wall  space  and  present  a fairly 
inconspicuous  appearance.  They  can  be  painted 
in  any  fashion  without  destroying  their  efficiency. 
These  blocks  will  absorb  about  eighty  per  cent  of 
all  sound  they  receive,  a marked  contrast  to  the 
usual  plastered  wall  that  absorbs  only  about  three 
per  cent. 

Noise  of  all  kinds  is  on  the  increase,  yet  as 
easy  to  keep  out  as  rain  or  sewer  gas.  Quiet  is 
an  essential  that  we  cannot  afford  to  disregard 
and  it  can  be  achieved  at  a reasonable  cost.  When 
we  reckon  our  greatly  increased  ability  to  work, 
the  lessened  strain  in  nervous  and  muscular  en- 
ergy, our  much  improved  physical  condition  and 
the  calm,  quiet  and  soothing  atmosphere  of  our 
offices;  when  we  consider  all  this,  the  wonder 
is  why  we  have  let  matters  go  so  long,  why  we 
did  not  reali2;e  the  easy  solution  long  before.  Is 
it  worth  the  cost  to  remedy?  Yes,  decidedly  yes. 

719  Stimson  Building. 


PREVENTION  OF  CANCER* 

J.  Earl  Else,  M.S.,  M.D. 

Clinical  Professor  of  Surgery,  University  of  Oregon 
Medical  School. 

PORTLAND,  ORE. 

The  importance  of  a study  of  the  prevention 
of  cancer  is  shown  by  the  fact  that  in  1900  it  was 
sixth  in  the  causes  of  death,  while  in  1930  it  was 
second.  During  the  last  forty  years,  as  a result 
of  the  advancement  in  our  knowledge  of  the  pre- 
vention and  treatment  of  the  diseases  of  children 
and  young  adults,  the  average  length  of  life  has 
been  increased  about  twenty  years.  During  this 
time  but  little  has  been  accomplished  in  the  pre- 
vention or  treatment  of  the  diseases  of  late  adult 
life.  Although  there  has  been  an  increase  in  the 
number  reaching  the  cancer  age,  recent  statistical 
studies  have  shown  that  the  increase  in  the  inci- 
dence of  cancer  is  out  of  proportion  to  the  in- 
crease in  population  above  the  cancer  age. 

*R<>ad  before  the  Fifty- Seventh  Annual  Meeting  of  Oregon 
State  Medical  Society.  Eugene  Ore.,  Oct.  22-24.  1931. 


ETIOLOGY 

Many  theories  have  been  advanced  as  to  the 
cause  of  cancer.  Owing  to  the  limited  time  only 
the  four  most  important  ones  can  be  discussed. 

1.  Cohnheim’s  theory  of  misplaced  rests.  Al- 
though this  theory  has  been  discarded,  there  is  a 
group  of  four  tumors  known  as  the  inclusion  tu- 
mors that  originate  in  this  manner,  two  of  which 
occasionally  become  malignant. 

a.  Epidermoid  cysts.  This  is  a small  cyst 
rarely  more  than  5-7  mm.  in  diameter,  lined  with 
epidermis,  and  most  frequently  found  in  the  face. 
The  epidermoid  cyst  probably  never  becomes  mal- 
ignant. 

b.  Dermoid  cyst.  This  is  a term  variously  used 
in  the  literature  but  here  referred  to  as  the  cyst 
lined  with  all  the  layers  of  skin,  in  which  are 
found  hair  and  the  glands  of  the  skin.  It  is  found 
most  frequently  about  the  head  and  in  the  poster- 
ior sacral  region. 

c.  Mixed  tumor  of  Wilms.  This  tumor  is 
made  up  of  various  tissues  and  is  most  frequently 
found  in  the  parotid  region  and  the  testicle.  This 
tumor,  especially  when  occurring  in  the  testicle, 
is  often  erroneously  called  teratoma.  It  may  be- 
come malignant  and  when  operated  upon  usually 
recurs  and  death  ultimately  follows.  It  is  highly 
radiosensitive.  Herenden  recently  showed  a pa- 
tient with  such  a malignant  tumor,  who,  when 
first  seen  six  years  before,  had  metastasis  in  the 
chest.  The  metastasis  as  well  as  the  primary 
tumor  yielded  readily  to  roentgenotherapy,  and 
the  patient  is  living  and  well  over  six  years  after 
the  treatment. 

d.  Teratoma.  This  tumor  differs  from  the 
mixed  tumor  in  that  there  is  an  attempt  at  or- 
gan formation  and  is  most  frequently  found  in 
the  female  pelvis.  In  the  latter  location  it  often 
contains  a dermoid  and  is  frequently  referred  to 
as  a dermoid  for  this  reason.  Malignancy  some- 
times develops  in  this  tumor. 

2.  Infection  theory.  Following  the  discovery 
of  bacteria,  an  attempt  was  made  to  explain  near- 
ly all  diseases  on  this  basis.  This  has  impeded 
progress  in  the  study  of  some  noninfectious  dis- 
eases. There  has  been  an  immense  amount  of 
time  and  money  spent  in  the  attempt  to  find  a 
germ  that  would  cause  cancer.  Many  investiga- 
tors, from  time  to  time,  have  reported  the  finding 
of  such  a germ  only  to  have  their  work  later 
discredited.  That  infectious  organisms  will  pro- 
duce a lesion  that  will  lead  to  the  development 
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of  malignancy  is  well  known,  but  the  organisms 
arc  not  specific  for  malignancy. 

The  best  example  of  this  is  shown  in  the  report 
of  Febiger  who  found  that  cancer  developed  in 
the  stomach  of  rats  when  they  were  fed  cock' 
roaches  infested  with  spiroptera.  The  cancer  de- 
veloped only  in  the  stomach,  and  it  was  later 
shown  that  the  spiroptera  produced  a chronic  ir- 
ritation and  were  of  etiologic  importance  only  in 
that  they  produced  the  irritation  that  led  to  the 
development  of  malignancy. 

Tuberculous  and  syphillitic  ulcers  as  well  as 
other  chronic  infectious  ulcers  often  lead  to  the 
development  of  cancer,  but  the  organism  of  these 
diseases  plays  a role  only  in  the  starting  and  main- 
taining of  a chronic  irritation. 

Cancer  differs  from  the  infectious  diseases  in 
that  it  varies  with  the  epithelium  from  whence  it 
springs,  while  the  primar>'^  lesion  of  an  infectious 
disease  usually  presents  lesions  more  or  less  of  the 
same  characteristic,  regardless  of  where  it  is  found. 
The  only  specific  cause  yet  found  is  the  filtrable 
virus  of  the  Peyton  Rous  hen  sarcoma.  This  is 
the  only  instance  in  which  a malignant  tumor  may 
he  transferred  from  one  animal  to  another  with- 
out the  transplantation  of  tumor  cells. 

The  tumor  of  Peyton  Rous  is  a sarcoma  and 
sarcomas  differ  from  carcinomas  in  that  the  cells 
from  which  most  sarcomas  spring  are  found 
widely  distributed  over  the  body;  hence  an  irri- 
tant that  will  cause  the  development  of  a sarcoma 
will,  when  injected,  practically  always  come  in 
contact  with  such  cells.  The  injecting  of  the  fil- 
trable  virus  of  the  Peyton  Rous  tumor  does  not 
prove  that  it  contains  a filtrable  living  organism. 
It  may  be  a filtrable  irritating  substance  and  not 
a living  organism. 

3.  Chronic  irritation.  That  chronic  irritation 
vyll  lead  to  the  development  of  cancer  has  been 
shown  experimentally.  Following  the  report  of 
the  production  of  cancer  in  the  ears  of  rabbits  by 
the  application  of  coal  tar  several  years  ago,  we 
repeated  the  work  in  the  laboratory  of  the  De- 
partment of  Surgery  of  the  University  of 
Oregon  Medical  School,  using  oil  tar,  and  in  every 
instance  where  we  applied  the  tar  repeatedly  to  the 
rabbit's  ears,  cancer  developed.  In  man  it  was  ob- 
served long  ago  that  cancer  frequently  developed 
on  the  scrotum  of  the  chimney  sweep,  and  on  the 
abdomen  of  the  Hindus  from  frequent  burns  from 
the  charcoal  burners  carried  under  the  gown  for 
heat  in  cold  weather.  Every  physician  of  exper- 


ience has  seen  cancer  develop  on  the  lip  of  the 
smoker  and  about  rough  carious  teeth. 

4.  Heredity.  The  extensive  work  of  Dr.  Maude 
Sly  and  others  has  shown  that  in  mice  at  least 
there  is  an  hereditary  factor,  and  the  frequent  ob- 
servance of  cancer  families  confirms  the  belief  that 
there  is  an  hereditary  factor  in  man. 

Our  present  knowledge  of  the  etiology  of  can- 
cer may  be  summed  up  by  stating  that  the  cause 
of  cancer  is  chronic  irritation  plus  a constitutional 
factor  that  may  be  hereditary  in  its  nature. 

PRECANCEROUS  LESIONS 

By  precancerous  lesion  I do  not  mean  a specific 
lesion,  but  those  lesions  produced  by  chronic  irri- 
tation which  clinical  experience  has  shown  may 
lead  to  cancer.  The  study  of  the  relationship  be- 
tween such  lesions  and  cancer  is  best  taken  up 
by  systems.  Cancer  of  the  lip  usually  occurs  on 
the  lower  lip  of  those  who  smoke,  at  the  loca- 
tion where  the  pipe,  cigar  or  cigarette  is  usually 
held.  While  it  does  occur  on  the  upper  lip,  it 
is  rare.*  Cancer  of  the  lip  is  rare  in  women  and 
men  who  do  not  smoke.  Dr.  Ben  N.  Wade 
recently  told  me  of  a patient  who  had  the  habit 
of  carrying  a match  between  his  teeth  and  de- 
veloped a cancer  on  the  lip  at  the  point  where  the 
match  rested  upon  the  lower  lip. 

Cancer  of  the  tongue  or  cheek  is  rare  in  wo- 
men. It  is  most  common  in  men  who  smoke  and 
have  rough  teeth.  It  occurs  not  rarely  in  men 
who  smoke  excessively  without  rough  teeth.  When 
it  occurs  in  the  mouth  of  one  who  does  not  smoke, 
there  is  usually  a rough  tooth  or  an  improperly 
fitting  plate. 

Cancer  often  develops  from  leucoplakia,  but 
while  it  does  occur,  it  is  rare  in  nonsmokers.  The 
discontinuance  of  the  use  of  tobacco  and  the 
cleaning  of  the  teeth  is  usually  followed  by  the 
disappearance  of  leucoplakia. 

Cancer  of  the  lungs  is  increasing  in  frequency. 
Hoffman  in  a study  of  life  insurance  statistics 
concluded  that  this  was  due  to  the  increase  in 
cigarette  smoking.  It  is  not  that  the  tobacco  in 
cigarettes  is  any  more  irritating,  but  the  cigarette 
smoker  inhales  the  smoke  more  than  the  pipe  and 
cigar  smoker.  By  inhaling  the  smoke  the  residual 
air  of  the  lungs  receives  a greater  amount  of  the 
irritating  substances,  and  thus  there  is  more  or 
less  continual  irritation. 

Cancer  of  the  stomach  occurs  more  frequently 
in  men  than  in  w'omen.  This  may  be  due  to  the 
habit  of  men  in  eating  heavier  foods,  eating  more 
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rapidly,  and  at  more  irregular  hours,  plus  alcohol 
and  tobacco.  Cancer  of  the  stomach  may  develop 
from  an  ulcer.  Simple  ulcers  should  receive  medi' 
cal  care  first,  then  if  they  are  not  cured,  they 
should  he  operated  upon. 

Betu’een  five  and  six  per  cent  of  all  cancer  oc- 
curs in  the  gallbladder.  Cancer  of  the  gallbladder 
rarely  occurs  except  in  the  presence  of  gallstones. 
No  patient  with  a gallstone  should  be  told  that  it 
is  safe  to  let  it  go  for  it  is  a menace  to  life.  It 
may  produce  cancer.  It  should  be  removed. 

Cancer  of  the  skin  of  the  face  occurs  frequently 
from  keratosis.  Keratosis  should  always  be  looked 
upon  as  a precancerous  lesion.  It  is  easily  and 
quickly  removed  by  a radium  plaque. 

Irritating  dusts,  particularly  coal  dust,  predis- 
poses to  the  development  of  skin  cancer.  Work- 
ers subject  to  irritating  dusts  or  gasses  should 
wash  frequently  and  thoroughly  and  change  un- 
derclothing daily. 

Excluding  the  generative  organs,  cancer  is  more 
frequent  in  men  than  women.  Including  these 
organs,  it  is  more  frequent  in  women. 

Cancer  of  the  cervix  is  the  most  common  can- 
cer in  women,  and  it  occurs  chiefly  in  those 
where  there  has  been  a tear  with  a variable  degree 
of  eversion  following  confinement.  After  every 
confinement  every  woman  should  be  closely  ob- 
served, and  if  there  is  an  eversion,  it  should  be 
corrected.  This  can  usually  be  done  by  electric 
cautery  in  the  office.  Every  woman  with  an  en- 
docervicitis  should  be  treated  until  cured.  Cancer 
of  the  cervix  is  to  no  small  extent  due  to  the  fail- 
ure to  follow  up  patients  after  confinement,  and 
in  the  future  those  practicing  obstetrics  must  as- 
sume the  responsibility  of  the  development  of  a 
considerable  proportion  of  the  uterine  cancers. 

Cancer  of  the  breast  should  be  discovered  early, 
but  it  usually  is  not.  Every  persistent  mass  in  a 
woman’s  breast  and  every  abnormal  secretion  from 
the  nipple  must  be  looked  upon  with  suspicion. 
Cancers  may  develop  from  or  in  the  vicinity  of 
simple  cysts.  I have  recently  removed  a breast  for 
cancer  with  metastasis  in  the  axilla,  where  I had 
previously  removed  a cyst  in  which  the  patholo- 
gist could  find  no  evidence  of  malignancy  in  the 
tissue  removed  at  that  time. 

PREVENTION 

As  in  tuberculosis,  so  in  cancer  the  greatest 
field  for  the  reduction  of  the  death  rate  lies  in 
prevention  rather  than  treatment.  In  1900  the 
death  rate  for  tuberculosis  was  201  per  hundred 


thousand.  In  1929  it  had  been  reduced  to  76  per 
hundred  thousand.  During  this  time  no  specific 
for  the  treatment  of  tuberculosis  was  discovered. 
It  is  true  that  there  were  many  improvements 
made  in  the  treatment,  but  the  great  reduction 
in  the  death  rate  was  due  to  prevention.  From 
our  present  knowledge  it  would  seem  that  there 
is  no  one  cause  of  cancer,  but  there  are  many 
things  that  serve  as  causes.  If  this  be  true,  it  is 
quite  probable  that  cancer  like  tuberculosis  will 
not,  unless  some  now  unknown  principle  is  dis- 
covered, have  a specific  cure.  To  reduce  the 
mortality  rate,  it  will  be  necessary  to  confine  our 
efforts  first,  to  prevention,  and,  second,  early  diag- 
nosis that  there  might  be  an  opportunity  for  a 
cure. 

The  prevention  of  cancer  consists  of,  first,  and 
most  important,  periodic  health  examinations;  sec- 
ond, the  removal  of  all  traces  of  chronic  irritation 
that  may  be  discovered  in  such  examinations; 
third,  the  treatment  of  all  conditions  known  to  be 
precancerous;  and  fourth,  the  advice  against  mar- 
riage or  at  least  against  procreation  in  cancer 
families.  By  this  I do  not  mean  a family  where 
there  is  an  occasional  patient  with  cancer,  but  in 
those  families  where  in  generation  after  generation 
cancer  has  been  present.  Probably  every  physician 
having  a very  extensive  practice  has  seen  women 
with  cancer  in  three  or  more  generations.  It  is  in 
such  families  where  we  should  advise  against  pro- 
creation, because  in  the  human,  as  has  been  dem- 
onstrated in  laboratory  animals,  there  are  cancer 
strains. 

It  is  the  duty  of  every  physician  to  examine 
carefully  patients  for  any  lesion  that  may  lead  to 
the  development  of  cancer,  advise  the  immediate 
adequate  treatment  of  the  lesion  and  warn  the 
patient  of  the  dangers  of  neglect.  A physician 
is  the  health  officer  of  his  clientelle,  and  as  such 
he  is  morally  responsible  for  every  death  from 
preventable  cancer.  Were  this  fact  fully  appre- 
ciated by  physicians,  were  every  patient  who  con- 
sults a physician  carefully  examined  for  precan- 
cerous lesions  and  early  cancer,  were  these  lesions 
eradicated  immediately  upon  their  discovery,  the 
death  rate  from  cancer  would  be  greatly  reduced. 
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HEMATURIA* 

Charles  F.  Engels,  M.D. 

TACOMA,  WASH. 

Hematuria  is  a most  important,  and  often  the 
only  sign  of  a possibly  grave  condition.  When 
blood,  either  gross  or  microscopic,  is  found  in 
the  urine,  immediate  steps  should  he  taken  to  dc' 
termine  the  condition  responsible.  Delay  in  diag- 
nosis is  indefensible,  and  the  use  of  medication, 
ice-bags,  lavage  and  similar  expectant  methods  for 
bleeding  from  the  bladder,  without  an  exact  diag- 
nosis, is  to  he  condemned.  Such  bleeding  may- 
be intermittent,  may  disappear  in  a short  time, 
and  with  it  the  golden  opportunity  of  finding  a 
small  papilloma  to  be  destroyed  by  fulguration, 
which  may  later  be  an  inoperable  carcinoma. 

The  child  of  seven,  still  a chronic  bed-wetter, 
may  show  the  first  sign  of  renal  tuberculosis  by 
passing  blood-stained  urine.  Too  often,  still,  does 
the  urologist  find  a mass  of  multiple  bladder  neo- 
plasms in  a patient  who  has  been  taking  some 
doctor's  medicine  from  six  to  twelve  months.  Es- 
sential hematuria!  Cryptogenic!  Idiopathic!  These 
terms  should  all  be  relegated  to  the  unenlight- 
ened past,  as  they  are  simply  a confession  of  an 
incomplete  diagnosis. 

While  the  presence  of  blood  in  the  urine  may 
often  be  caused  by-  a minor  lesion,  still  the  patient 
is  entitled  to  a diagnosis,  for  even  slight,  transient 
bleeding  may  be  indicative  of  a condition  danger- 
ous to  life.  Most  pathologic  lesions  which  cause 
hematuria  are  progressive,  and  an  early  diagnosis 
offers  the  only"  hope  of  control  or  cure.  Renal 
tuberculosis,  bladder  or  kidney  tumors  and  cal- 
culi are  striking  examples,  and  we  know  these 
may"  exhibit  for  years  only"  a painless,  intermittent 
hematuria. 

The  eauses  of  hematuria  are  many  and  I will 
not  attempt  to  elassify  them  at  this  time.  In  833 
eases  of  hematuria,  Kretschmer  found  the  cause 
in  the  kidney  in  331,  the  diagnosis  in  order  of 
frequency  being  tuberculosis,  calculus,  pyelitis, 
malignancy"  and  nephritis.  McKenzie,  in  821 
cases  of  hematuria,  found  344  of  renal  origin,  88, 
or  26  per  eent,  being  tuberculous. 

A diagnosis  can  be  made  in  many  cases  by  a 
doctor  who  can  take  a history  and  make  a gen- 
eral examination  of  the  patient,  with  a few  simple 
laboratory  tests  in  addition.  In  taking  a history, 
one  may  find  hemophilia  in  the  family  record. 
There  may  be  a history  of  purpura,  tuberculosis, 

’^Read  before  a meeting  of  Pierce  County  Medical  Society. 
Tacoma.  Wash..  Dec.  22,  1931. 


tumors.  Recent  scarlet  fever,  diphtheria,  typhoid, 
malaria  or  gonorrhea  may  point  to  a possible 
cause.  Sufferers  from  nervous  diseases,  with  long 
continued  use  of  drugs,  sueh  as  sulphonal,  trional, 
or  methenamine,  may  have  hematuria  or  hemo- 
globinuria from  the  drug. 

Under  occupation,  workers  in  arsenic,  phos- 
phorous, turpentine  and  paints  are  suggestive, 
also  injuries,  such  as  urethral  ruptures,  bladder 
and  kidney"  injuries.  In  the  female,  injuries  dur- 
ing labor  must  be  considered,  as  also  urethral 
caruncle  and  the  possible  error  of  menstrual  bleed- 
ing contaminating  the  urine;  injuries  from  ure- 
thral instrumentation,  such  as  strictures  and  dis- 
tortions of  the  penile  urethra,  bladder  neck,  etc. 
The  patient's  age  may  be  suggestive.  In  old  men, 
prostatitis  or  carcinoma  is  to  be  thought  of.  In 
young  men,  posterior  urethritis  from  gonorrhea; 
in  children,  calculus,  renal  tuberculosis,  etc. 

The  character  of  the  bleeding  must  be  con- 
sidered. Is  it  constant  or  intermittent,  is  ’t  in- 
itial or  terminal?.  Sudden,  profuse  bleeding  is 
characteristic  of  neoplasm,  large  or  small,  or  rf 
polycystic  kidney.  A long  continued,  interm  ttent 
bleeding  may"  indicate  renal  tuberculosis  or  cal- 
culus. The  initial  bleeding  preceding  the  urinary’ 
stream  points  to  the  urethra.  Granulations  from 
infection,  papilloma,  urethral  chancre  or  chi.icro'd 
should  be  remembered.  Terminal  bleeding  may  be  an 
acute  posterior  urethritis,  prostatic  hypert.oph'/ 
or  carcinoma,  calculus,  polyps  at  the  vesical  neck, 
or  tumor  or  ulcer  of  the  bladder.  When  blood 
is  constantly"  found  diffused  throughout  the  urine, 
the  origin  will  be  in  the  bladder,  ureter  or  kidney. 

Examination  of  the  patient  should  include  the 
lungs  for  possible  tuberculosis,  blood  pressure  read- 
ings for  arteriosclerosis,  and  an  inspection  for 
supraclavicular  nodes.  Palpation  of  the  upper 
abdomen  may  reveal  enlargement  or  malposition 
of  a kidney,  enlarged  ly’mphatic  glands  along  the 
vertebral  column,  while  fist  percussion  over  the 
kidneys  may  elicit  the  pain  found  in  renal  reten- 
tion. Palpation  of  the  lower  abdomen  may  show 
suprapubic  masses  denoting  stone,  diverticulum  or 
tumor  of  the  bladder  dome.  Palpation  of  the 
testes  and  vasa  may  show  teratoma  or  the  dis- 
tortions of  tuberculosis. 

Rectal  examination  in  the  male  informs  us  of 
the  condition  of  the  prostate  and  seminal  vesicles, 
the  posterior  urethra  and  Cowper’s  glands.  In 
the  female,  a finger  in  the  vagina  gives  us  infor- 
mation about  the  urethra,  the  base  of  the  bladder. 
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which  may  be  painful,  and  the  lower  end  of  the 
ureters,  where  one  may  occasionally  palpate  cab 
cuius  or  the  changes  of  tuberculosis.  The  male 
meatus  may  give  us  information  about  a chronic 
discharge,  and  palpation  or  sounding  may  reveal 
the  swelling  of  a perineal  abscess  or  the  distortion 
of  old  scars  following  injuries  or  infection.  In' 
formation  to  be  gained  by  having  the  patient  void 
in  three  glasses  is  occasionally  diagnostic,  as  may 
be  the  result  of  a Wassermann  test.  Roentgeno- 
grams may  show  calculus,  the  calcified  kidney  of 
tuberculosis,  or  changes  in  the  position  and  shape 

These  are  all  measures  that  require  no  par- 
ticular urologic  skill,  no  special  equipment,  but 
if  done  thoroughly,  might  possibly  lead  to  diag- 
nosis in  a high  percentage  of  cases.  If  these 
efforts  fall  short  of  success,  the  urethroscope  and 
cystoscope  may  then  be  used  to  clarify  the  diag- 
nosis, neither  of  which  examinations  need  be 
painful,  nor  require  much  time  in  the  hands  of 
a skilled  operator  who  has  appropriate  instruments 
to  fit  the  individual  case. 

The  cystourethroscope  should  reveal  polyps,  pa- 
pillomata, granulations,  calculi  or  inflamed  areas 
in  the  urethra.  Cystic  follicles  or  other  abnor- 
malities of  the  bladder  neck  may  be  noted. 

If  the  bladder  is  filled  with  blood-stained  urine, 
and  is  difficult  to  clear  in  spite  of  repeated  wash- 
ings, the  source  of  the  bleeding  will  probably  be 
found  in  the  bladder.  If  the  first  washing  of 
the  bladder  leaves  the  solution  clear,  the  bleed- 
ing is  probably  above  the  bladder. 

Careful  inspection  of  the  ureteral  orifices  may 
reveal  anamolies  or  signs  of  infection.  A mass  of 
bullous  edema  covering  one  orifice,  while  the  op- 
posite orifice  is  normal,  is  plain  evidence  of  stone 
in  that  ureter,  tuberculosis  or  similar  unilateral 
condition.  When  the  bladder  mucosa  is  normal, 
but  there  are  well  defined  ribbons  of  inflamma- 
tion from  the  orifices  down  the  trigone,  the  con- 
stant urinary  path,  one  may  confidently  expect 
the  catheterized  kidney  urines  to  contain  pus  cells 
and  mostly  always,  our  ubiquitous  friend,  B.  coli. 

The  bladder  wall  may  be  found  to  contain 
ulcers,  either  the  rare,  solitary  luetic  lesion  with 
otherw'ise  normal  mucosa,  or  multiple  ulcers  of  a 
submucous  cystitis.  Calculi,  papillomata  or  can- 
cer are  usually  at  once  apparent,  as  are  the  open- 
ings into  diverticula,  an  incrusted  cystitis  or  an 
advanced  vesical  tuberculosis.  The  ease  or  diffi- 
culty with  which  the  ureters  are  catheterized  may 
suggest  pathologic  changes,  while  the  character  of 


the  catheterized  urine  and  its  rate  of  flow  may 
be  indicative  of  renal  pathology.  There  is  a marked 
difference  between  the  normal,  rhythmic  flow 
and  that  from  a hydronephrosis.  Blood  may  be 
seen  oozing  from  one  ureter,  a clear  sign  pointing 
the  way.  Blood  also  may  be  obtained  by  ureteral 
catheter  from  the  lower  ureter,  while  from  farther 
up,  in  the  kidney  pelvis,  the  urine  may  be  clear. 

CONCLUSIONS 

1.  Hematuria  may  be  the  only  sign  of  a 
dangerous  and  progressive  condition. 

2.  Prompt  measures  should  be  taken  to  estab- 
lish a dependable  diagnosis. 

3.  Diagnosis  should  be  attempted  while  the 
bleeding  is  present,  as  this  is  sometimes  the  only 
chance  of  finding  the  source. 

4.  Careful  history-taking  and  physical  exam- 
ination are  often  sufficient  for  a diagnosis. 

?.  Diagnosis  of  essential  or  idiopathic  hemat- 
turia,  and  the  so-called  expectant  treatment  are 
obsolete  practices  and  should  be  condemned. 

6.  Complete  urologic  examination  should  pro- 
vide an  exact  diagnosis  in  nearly  all  cases. 


PYLEPHLEBITIS 

FOLLOWING  .APPENDICEAL  ABSCESS* 

Frank  J.  Leibly,  M.  D. 

SEATTLE,  WASH. 

Pylephlebitis  is  an  infection  of  the  portal  vein 
or  its  tributaries.  It  is  one  of  the  most  serious 
complications  of  appendicitis,  and  is  almost  in- 
variably fatal.  If  no  septic  emboli  reach  the  liver, 
there  is  a possibility  of  recovery.  Usually  septic 
thrombi  break  away  from  the  vein  wall,  and  the 
infected  material,  stopping  in  the  liver,  forms  local 
abscesses.  The  number  of  liver  abscesses  thus 
formed  will  be  an  index  of  the  amount  of  in- 
fected material  let  loose  into  the  portal  circulation. 

Fortunately,  pylephlebitis  is  not  a common  com- 
plication at  the  present  time.  It  is  not  nearly  as 
common  as  was  reported  in  the  literature  when 
delayed  operations  for  appendicitis  or  no  opera- 
tions at  all  were  the  custom. 

Petreni  classifies  these  cases  into  three  groups, 
based  on  the  time  of  onset: 

a.  In  the  first  group  the  symptoms  of  liver 
infection  are  noted  from  the  first  day  of  the 

*Read  before  .Surgical  Section.  King  County  Medical  So- 
ciety, Seattle,  Wash.,  May  16,  1932. 

1.  Petren.  G. : Ueber  Leberabscess  als  Komiilikation  zu 
akuter  Appendizitis.  Beitr.  z.  klin.  Chir.,  Tuebing..  94;225- 
267,  1914. 
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disease.  In  these  cases  the  symptoms  of  the 
pylephlebitis  mask  those  of  the  appendicitis.  The 
chief  symptoms  are  chills  and  fever,  pain  in  the 
epigastrium,  increased  bile  pigment  in  the  urine 
and  progressive  jaundice. 

b.  The  second  group  are  those  cases  in  which 
appendectomy  has  been  done,  with  the  patient 
doing  very  well  for  a few  days  or  even  two  weeks. 
Suddenly  there  are  chills  and  fever,  epigastric 
pain,  increased  bile  pigment  in  the  urine  and  pro- 
gressive jaundice,  pointing  to  liver  infection. 

c.  The  last  group  consist  of  cases  of  appendec- 
tomy, in  which  the  liver  complication  appears 
after  several  weeks  or  even  months  after  the 
patient  has  left  the  hospital. 

Early  recognition  of  this  complication  is  to  be 
desired,  but  the  early  clinical  diagnosis  between 
progressive  pylephlebitis  and  abscess  of  the  liver 
is  almost  impossible.  A high  temperature  with 
continued  remittent  fever,  rapid  pulse,  irregular 
chills  and  profound  sweats  are  the  forerunners  of 
liver  infection,  which  can  only  be  definitely  recog- 
nised when  local  signs  appear  in  the  liver  itself. 
Jaundice  then  becomes  prominent.  In  the  late 
stage  there  is  marked  distension,  vomiting,  en- 
largement of  the  liver  and  spleen,  pleural  effusion, 
myocarditis  and  a septic  temperature. 

As  stated  previously,  pylephlebitis  is  rare.  Chris- 
topher^  reports  the  complication  43  times  in  14,- 
434  cases  of  appendicitis  from  the  literature,  a 
ratio  of  1 in  335  cases  or  0.3  per  cent.  Royster^ 
states  that  when  pylephlebitis  occurs,  “the  appen- 
dix is  apt  to  be  acutely  inflamed,  edematous,  gan- 
grenous, retrocecally  located  and  pointing  up- 
ward.” The  communication  of  the  infection  is 
through  the  direct  venous  channels,  appendical, 
iliocolic,  mesenteric  and  portal  veins.  The  toxins 
first  attack  the  liver  and  then  the  bacteria. 

As  far  back  as  in  191-3  Braun^  recommended 
ligation  of  the  iliocolic  vein  in  cases  of  purulent 
appendicitis,  in  which  chills  and  jaundice  indicated 
transmission  of  the  infection  to  the  liver.  Braeu- 
nig5  in  1921  ligated  the  iliocolic  vein  in  five  cases 
of  pyemia  originating  in  the  appendix.  These 
cases  had  chills  and  severe  general  septic  infec- 
tion, w'ith  relatively  few  local  findings.  Four  of 
them  recovered. 

2.  Christopher,  F. : Pylephlebitis  of  Appendical  Origin 

Simulating  Lung  Abscess.  S.  Clin.  Xorth  America,  1:1093- 
1111,  Aug.,  1921. 

3.  Royster,  H.  A.:  Appendicitis.  I).  Appleton  and  Co. 
p.  198.  1927 

4.  Braun,  H. : Die  Unterbindung  der  Vena  ileocolica  bei 
mesenterialer  Pyaemie.  nach  Appendizitis.  Beitr.  z.  klin. 
Chir.,  Tuebing.,  86:314-326,  1913, 

5.  Braeunig,  K.:  Ligation  of  the  Ileocolic  Vein  in  Ap- 

]>endicitis  Muenchen,  med,  IVchnschr,  68:1115,  September 
2,  1921. 


Recently  some  of  the  German  surgeons  have 
been  ligating  the  portal  vein.  Their  reports  do 
not  show  that  this  method  has  any  advantage  over 
ligation  of  the  iliocolic  vein.  Among  recent  re- 
ports are  those  of  Colp®  and  Eliason'^.  Both  are 
in  the  habit  of  ligating  and  resecting  the  iliocolic 
vein  in  those  cases  in  which  a pylephlebitis  is 
suspected.  Both  claim  to  have  reduced  the  mortal- 
ity in  these  cases  50  per  cent,  but  this  is  a state- 
ment difficult  to  substantiate,  for  the  only  ones 
definitely  known  to  have  had  the  compUcation 
were  those  who  died.  Pylephlebitis  may  not  have 
existed  in  all  the  cases  that  recovered. 

REPORT  OF  CASE 

A man,  age  37,  was  first  seen  on  the  evening  of 
January  26,  1932,  with  severe  generalized  colic  through- 
out the  abdomen.  He  was  perspiring  profusely  and  had 
had  a chill.  His  temperature  was  102°,  pulse  100.  His 
pharynx  was  red,  and  there  were  many  moist  rales  through- 
out the  chest,  more  marked  about  the  lower  left  lung.  The 
entire  abdomen  was  mildly  distended  and  tender,  with 
tenderness  more  marked  about  two  inches  lateral  to  Mc- 

Burney's  point.  There  was  no  nausea,  vomiting  nor 

rigidity.  A rectal  examination  was  made  and  was  nega- 
tive. The  urine  was  strongly  colored  with  bile  pigment 
but  was  otherwise  negative.  A diagnosis  of  influenza 
with  intestinal  symptoms  was  made. 

The  patient  was  seen  daily  for  several  days  with  no 
material  change  in  his  symptoms,  when  a consultation 
was  called.  A possible  infection  in  the  appendix  was 

considered,  but  as  there  was  no  nausea,  vomiting  nor 

rigidity  and  the  white  and  differential  blood  counts  were 
normal,  appendicitis  was  ruled  out.  At  this  time  there 
was  a mild  jaundice. 

About  February  2,  the  patient  was  sent  to  the  hospi- 
tal for  diagnosis.  Gallbladder  function  was  normal;  roent- 
genogram of  the  chest  was  negative;  the  Wassermann 
was  negative;  agglutination  tests  for  typhoid,  paratyphoid 
and  undulant  fever  were  negative;  blood,  stool,  and 
urine  cultures  were  negative.  When  he  left  the  hospital 
after  five  days,  the  leucocyte  count  had  raised  to  18,000. 
There  was  a marked  loss  of  appetite,  and  jaundice  was 
considerably  deeper.  The  temperature  was  normal  in  the 
morning,  but  in  the  afternoon  there  would  be  a severe 
chill  with  a rise  of  fever  to  104°  or  105°.  There  were 
practically  no  positive  abdominal  findings  other  than  a 
moderate  tenderness  about  the  upper  midabdomen.  The 
condition  was  not  considered  surgical. 

At  home  the  afternoon  chills  and  evening  fever  con- 
tinued. On  the  evening  of  February  12,  sixteen  days 
after  the  onset,  a small  mass  was  palpated  lateral  to  Mc- 
Burney's  point.  A diagnosis  of  a retrocecal  abscess  was 
made  and  he  was  operated  on  the  next  day  under  spinal 
and  gas  anesthesia.  A wide  McBurney's  incision  was 
used.  The  abscess  was  reached  retroperitoneally  without 
breaking  down  the  adhesions  about  the  cecum.  The  peri- 
toneal cavity  was  not  opened.  The  abscess  was  well 
walled  off  with  considerable  inflammatory  reaction  around 
the  bowel.  About  three  ounces  of  colon  bacillus  pus  was 

6.  Colp.  R. : Treatment  of  Pylephlebitis  of  Appendicular 
Origin,  bv  Ligation  of  Portal  Vein.  Snrg.  Gyn.  Obst.  43: 
627-645.  Nov.,  1926. 

7.  Eliason,  E.  L.:  Pylephlebitis  and  Liver  Abscess  follow- 
ing Appendicitis.  Snrg.  Gvn.  Obst.  42:510-522,  April,  1926. 
1926. 
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obtained.  Two  cigarette  drains  were  place  in  the  abscess 
and  the  wound  was  closed. 

After  the  operation,  in  spite  of  draining  away  the  pus, 
there  was  no  improvement  in  the  patient’s  condition.  He 
continued  to  sweat  profusely,  had  evening  temperatures 
varying  from  102°  to  104°  and  he  became  more  deeply 
jaundiced  and  was  considerably  weaker.  After  ten  days 
the  abdomen  was  searched  for  secondary  abscesses.  A 
rectal  examination  was  negative.  The  wound  was  re' 
opened  under  gas  anesthesia,  but  no  collection  of  pus  was 
found,  not  even  at  the  bottom  of  the  wound.  Healing 
appeared  normal.  A tentative  diagnosis  of  pylephlebitis 
was  made. 

On  February  25,  his  condition  was  poor  and  after  con- 
sultation  it  was  felt  advisable  to  explore  the  abdomen 
for  further  infection.  This  was  done  under  local  infiltra' 
tion  and  gas  anesthesia  through  a high,  right  rectus 
incision.  Considerably  cloudy  fluid  was  found  in  the 
abdomen,  which  was  sterile  on  culture.  There  was  no 
peritonitis.  The  cecum  was  found  to  be  practically  nor- 
mal,  and  no  abscess  found  at  any  point.  The  liver  was 
free  and  appeared  normal.  Three  cigarette  drains  were 
placed  in  the  abdomen  and  the  wound  was  closed.  The 
postoperative  diagnosis  was  pylephlebitis  with  liver  infec' 
tion. 

From  this  time  on  the  temperature  continued  to  be  of 
a septic  type  and  there  was  progressive  loss  of  weight  and 
strength.  Anorexia,  ascites  and  edema  of  the  lower  ex' 
tremities  increased.  The  abdomen  was  aspirated  twice 
and  each  time  found  to  contain  sterile  fluid.  After  the 
second  aspiration  the  patient  had  a severe  chill  followed 
by  a temperature  of  107°.  Two  days  later  he  had  another 
chill  and  temperature  of  107°.  From  this  time  on  his 
temperature  improved  slightly,  jaundice  decreased  and  he 
appeared  less  toxic.  However,  there  was  no  improvement 
in  appetite  and  the  heart  gradually  failed.  On  March 
23,  distention  was  noted  over  the  first  incision  which  had 
been  healed  for  about  two  weeks.  The  wound  was  broken 
down  with  a forcep  and  about  six  ounces  of  thick  yellow 
pus  was  obtained.  In  the  pus  were  several  pieces  of 
chocolate  colored  gangrenous  tissue  that  came  out  in  long 
strings.  It  was  suspected  to  be  necrotic  liver. 

The  patient  expired  from  heart  failure  on  April  3, 
sixty-nine  days  after  the  onset  of  his  illness. 

An  autopsy  was  made.  The  right  lung  was  completely 
collapsed  and  the  right  chest  contained  about  two  quarts 
of  clear,  straw  colored  fluid.  There  was  about  a pint 
of  fluid  in  the  left  pleural  cavity.  The  heart  was  normal 
in  size  and  showed  a moderate  degree  of  myocarditis. 
There  was  about  7 7 cc.  of  straw  colored  fluid  in  the 
pericardial  sac.  The  abdomen  was  opened.  There  were 
dense  adhesions  to  the  parietal  peritoneum  about  both 
operative  wounds,  and  many  adhesions  between  loops  of 
the  small  bowel,  but  no  obstruction  or  excessive  kinking 
of  the  bowel.  In  the  region  of  the  cecum  the  base  of 
the  appendix  was  found  retrocecally  in  a mass  of  scar 
tissue.  The  tip  and  body  of  the  appendix  could  not  be 
found.  Healing  was  complete  at  this  point.  The  ilio- 
colic  vein  could  not  be  demonstrated.  The  portal  vein 
was  contracted  and  thickened  but  contained  no  clot. 

The  liver  was  normal  in  size  and  densely  adherent  to 
the  vault  of  the  diaphragm.  There  were  several  choco- 
late colored  gangrenous  sloughs  found  at  this  point,  iden- 
tical with  those  found  a week  before  death.  The  pus 
from  these  ruptured  abscesses  had  dissected  a channel 
behind  the  liver  between  the  liver  and  the  diaphragm, 
which  continued  down  behind  the  large  bowel  and  dis- 
charged through  the  original  operative  wound  lateral  to 
McBurney’s  point.  Upon  being  removed,  the  liver  was 


found  to  be  riddled  with  abscesses,  varying  in  size  from 
pinpoint  to  3 centimeters  in  the  right  lobe  and  from  pin- 
point to  one-half  centimeter  in  the  left  lobe.  The  gall- 
bladder was  thickened,  partially  collapsed  and  filled  with 
pus.  There  was  an  abscess  in  the  body  of  the  pancreas 
about  5 centimeters  in  diameter.  The  spleen  was  twice 
normal  size  and  showed  a toxic  splenitis.  Both  kidneys 
showed  a moderately  advanced  toxic  nephrosis.  Both  su- 
perenals  were  normal.  Stomach,  small  and  large  bowel 
were  normal,  except  for  adhesions. 

AUTOPSY  DIAGNOSIS 

1 . Multiple  liver  abscesses  with  rupture  of  several 
abscesses  on  the  upper  surface  of  the  right  lobe,  with  a 
fistula  extending  behind  the  liver  and  large  bowel  to 
the  incision  lateral  to  McBurney's  point. 

2.  Pancreatic  abscess. 

3.  Partially  healed  pylephlebitis. 

4.  Healed  retrocecal  abscess  and  healed  appendicitis. 

5.  Atelectasis  of  the  right  lung  with  pleural  effusion. 

6.  Acute  purulent  cholecystitis. 

7.  Toxic  myocarditis,  splenitis  and  nephrosis. 

COMMENT 

From  the  history  and  progress  of  this  caSe,  it  is 
felt  that  pylephlebitis  as  a complication  of  retro- 
cecal appendicitis  probably  began  simultaneously 
with  the  appendicitis,  masking  the  symptoms  of 
the  latter.  A diagnosis  of  the  nature  of  the  in- 
fection could  not  positively  be  made  until  the 
retrocecal  abscess  had  developed.  It  is  highly  im- 
probable that  progress  in  this  case  would  have 
been  any  different,  though  the  patient  had  been 
operated  on  the  first  day  of  his  illness. 


CHRONIC  ATROPHIC  ARTHRITIS 

ITS  MODERN  CONCEPTIONS* 

Edward  A.  Rich,  M.  D. 

TACOMA,  WASH. 

Chronic  atrophic  arthritis  is  not  primarily  an 
affection  of  the  joints.  Contrary  to  the  prevailing 
notions  which  have  most  naturally  focused  scrut- 
iny upon  stiff  and  swollen  and  tender  joints 
suffering  from  advanced  arthritis,  all  these  are 
late  symptoms  of  a slow,  insidious,  constitutional 
disease  with  its  original  theatre  of  action  in  parts 
quite  distant  from  the  skeletal  joints. 

For  generations  we  have  been  thinking  in  terms 
of  symptoms,  when  we  have  been  thinking  about 
chronic  arthritis.  I often  wonder  how  much 
progress  science  would  have  made  with  typhoid 
fever,  had  the  profession  devoted  its  attention 
largely  toward  the  rose  spots.  But  that  has  been 
the  modus  operand!  more  or  less  with  arthritis, 
largely  because  those  large  sore  joints  have  so 
persistently  haunted  us  in  our  offices.  The  ob- 
viousness of  the  joint  undoubtedly  has  delayed  the 

♦Read  before  a Meeting  of  Pierce  County  Medical  Society, 
Tacoma.  Wash.,  April  12,  1932. 
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proper  investigation  of  the  real  disease,  and  cer- 
tainly  has  until  recent  years  overshadowed  the 
main  issue. 

Bacteriologists,  while  of  inestimable  value  to  ar' 
thritic  services  now,  have  in  the  past  both  aided 
and  retarded  progress.  Some  fifteen  years  ago 
they  called  attention  to  the  relation  of  certain 
focal  infections  to  acute  and  chronic  forms  of 
joint  ailments.  Practitioners  had  often  noted  the 
improvement  in  joint  symptoms  after  tonsilec' 
tomies,  tooth  extractions  and  various  other  surgical 
removals  involving  infective  tissues,  and  follow" 
ing  this  clue  the  laboratories  and  the  internists 
established  their  hypothesis.  To  these  bacteriob 
ogists  with  their  half-truths  are  due  credit  for 
their  manifesto  that  certain  focal  infections  do 
have  a bearing  upon  secondary  septic  inflamma- 
tions of  some  joints. 

However,  they  overlooked  the  facts  that  their 
infections  only  wrought  damage  to  such  joints 
w'hen  properly  prepared  for  inflammations  by 
asthenic  states.  But  the  medical  world  was  given 
the  hope  that  once  you  remove  the  focal  infection 
the  joint  symptoms  would  clear  right  up  and  re- 
solve to  normal.  Such  is  farthest  from  the 
whole  truth.  In  the  first  place,  all  men  harbor 
focal  infections  somewhere,  and  only  a fraction 
of  one  per  cent  have  arthritis.  Why  is  it  that 
the  ninety  and  nine  likewise  harboring  foci  do 
not  have  a sign  of  arthritis  nor  go  crippling 
about? 

In  the  second  place,  the  story  of  the  w'ear  and 
tear,  the  maladjustments  and  deformities  in  struc- 
tures that  need  be  as  perfect  as  joints  depend  in 
their  outcome  on  matters  of  far  more  vital  import- 
ance than  the  eradication  of  a single  causative  fac- 
tor. We  shall  see  that  bacteriology  does  play  a 
secondary  role  in  arthritic  etiology  hut  that  to  a 
large  extent  focal  infections  only  add  fuel  to  the 
destructive  fires  rather  than  in  themselves  kindle 
the  initial  fires  of  arthritic  disease. 

Then,  again,  certain  bacteriologists,  and  certain 
internists  in  conjunction  with  them,  w’ere  responsi- 
ble for  a five-year  lag  in  arthritic  thought  right  after 
the  war,  when  they  for  the  time  became  bacterial 
nihilists  and  largely  denied  the  criminality  of  the 
infectious  elements  in  many  chronic  joint  disorders. 
Luckily  the  pendulum  has  swung  back  again  and 
the  secondary  importance  of  toxins,  allergies  and 
toxicants  of  germ  life  hidden  in  the  thousand 
recesses  of  the  body  has  again  been  recognized  as 
aiding  factors  in  intensifying  joint  inflammations. 
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Probably  their  importance  will  never  again  be 
challenged. 

DEFINITION 

Chronic  arthritis,  as  viewed  today,  is  primarily 
a constitutional  disease,  affecting  selected  persons 
of  a definite  type,  who  habitually  experience  low 
vascular  tone  and  who  are  asthenic  to  a degree 
that  their  balance  between  wear  and  repair  is  de- 
cidedly minus.  This  functional  disease  manifests 
itself  in  a primary  or  prodromal  stage,  lasting  an 
indefinite  period  of  from  a few  months  to  a few 
years  before  it  passes  into  the  secondary  stage  of 
pathologic  unbalance,  notable  for  its  functional 
disability  in  the  digestive  tract,  in  the  eliminative 
organs,  in  the  musclature  and,  finally,  because  of 
use  and  w’eight-bearing,  in  the  skeletal  joints. 

If  we  leave  out  of  the  study  the  exceptional 
robust  person  w'ho  appears  to  suffer  from  arth- 
ritis. we  find  that  the  great  majority  of  such  suf- 
ferers fall  into  a definite  type  of  their  own.  They 
usually  are  rather  slight  in  build,  rather  poor  in 
posture,  always  lacking  in  sustained  force,  always 
and  habitually  tired  and  anemic  or  asthenic,  al- 
ways cold,  moist  and  clammy  to  the  feel.  They 
complain  of  so-called  “chronic  fatigue”  inanition 
and  exhaustion  after  the  slightest  efforts.  The 
blood  pressure  tends  to  be  low.  Often  there  is  a 
history  of  a loss  of  weight.  We  have  always 

seen  them  in  our  offices,  diagnosed  them  as  “run- 
down,” “overworked,”  “anemic”  and  sent  them 
away  to  California  with  a bottle  of  I.  Q.  S. 

In  these  predisposed  persons  the  marked  symp- 
tom is  self-evident  vascular  deficiency.  This  mani- 
fests itself  not  so  much  in  the  heart  which  I shall 
mention  later  as  in  a poor  peripheral  circulation 
everywhere  from  tip  to  toe.  Not  only  is  this 

vascular  deficiency  due  to  faulty  circulatory  mech- 
anics but  it  also  seems  to  be  contributed  to  by 
somatic  and  sympathetic  nervous  elements. 

It  is  our  belief  that  these  blood-vessel  deficien- 
‘cies  are  vasomotor  constrictions,  producing  a vic- 
ious circle  when  extraneous  structures  secondarily 
became  atonic.  The  vascular  constrictions  have  a 
great  range.  They  vary  from  slight  chilling  and 
blanching,  particularly  noted  in  the  extremities, 
to  extreme  ischemias  with  painful  snow-white 
fingers  and  toes.  Do  not  think  these  vascular 
constrictions  are  all  superficial.  There  is  no  reason 
to  suspect  that  the  phenomenon  does  not  pertain 
to  all  the  deeper  structures.  Under  a blanched 
skin  is  a blanched  anemic  joint. 
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Fig.  1.  Atrophic  arthritis  involves 
the  smaller  joints  of  hands  and  feet. 
Appearance  of  hands  in  well  advanced 
stage. 


Fig.  2.  Atrophic  changes  in  hand 
phalanges  and  well  advanced  destruc- 
tion in  fourth  metacarpophalangeal 
joint. 


Fig.  3.  Terminal  stage  of  atrophic 
arthritis.  All  joint  structures  are 
destroped  and  deformed.  Nonpainful 
stage. 


The  Moszkowicz  test  has  worked  out  for  us  a 
new  method  of  estimating  the  diminished  circular 
tion  in  limbs.  It  depends  upon  thermal  and  color 
changes  in  the  tissues,  resulting  from  alternate  ap' 
plications  and  removals  of  a torniquet. 

The  apparatus  needed  consists  in  thermocouple, 
mounted  on  a special  hypodermic  needle,  and  a 
galvanometer.  After  inserting  the  needle  in  the 
tissues  concerned,  a tourniquet  is  applied  entirely 
to  constrict  the  blood  flow  through  those  tissues. 
Naturally  the  temperature  falls,  and  in  ten  min- 
utes  has  been  reduced  several  degrees. 

In  a normal  extremity,  when  the  tourniquet  is 
removed,  there  is  an  immediate  and  rapid  rise  to 
the  normal  temperature  level.  However,  when 
there  is  some  obstruction  or  some  chronic  avas' 
cularity,  the  picture  is  quite  different.  Arthritics 
take  from  one  to  ten  minutes  after  the  torniquet 
removal  before  even  the  beginning  of  a rise  in 
temperature  is  apparent  and  may  not  return  to 
their  normal  temperature  for  hours. 

It  is  harder  to  give  you  facts  upon  the  definite 
thermal  loss  in  joints  but  we  find  that  skin  tern' 
peratures  are  often  definitely  lowered  from  ten 
to  fifteen  degrees  in  these  atrophic  types.  It  is 
this  nervous  loss  of  control  that  has  led  to  the 
work  of  Adson,  Flothow  and  others  upon  the 
sympathetics. 

We  have  found  little  of  importance  in  the 
hearts  of  these  patients.  The  blood  pressure  us- 
ually  runs  systolic  from  one  hundred  and  eight 
to  one  hundred  and  twenty  with  usual  diastolic. 
The  pulse  pressure  is  about  normal. 


Climate  has  an  effect  on  atrophic  arthritis.  Ari- 
zona practically  is  free  of  it  among  the  native  in- 
habitants. Patients  well  know  the  effect  of  cli- 
matic changes. 

Heredity  has  also  a bearing.  We  often  see  sev- 
eral affected  members  in  the  same  family.  We 
wonder  about  the  contagiousness  of  atrophic  ar- 
thritis. Some  of  our  staff  already  seem  to  show 
arthritic  symptoms,  but  being  under  control  it 
is  difficult  to  prove  our  contention  that  the  hand- 
ling of  other  cases  may  produce  the  disease  in 
the  attendants. 

THE  PRODROMAL  STAGE 

I have  described  the  predisposing  soil  for  an  at- 
rophic arthritis.  Some  few  patients  are  habitually 
asthenic  and  avascular.  Others  set  a vague  date 
when  they  passed  into  their  asthenias.  Then  a 
time  comes  that  announces  the  beginning  of  the 
joint  involvement. 

Many  say  that,  while  for  some  time  past  they 
have  felt  under  par,  they  have  noticed  that  their 
thighs  resting  on  the  edge  of  chairs  go  to  sleep. 
When  holding  the  steering  wheel  their  fingers 
become  numb  and  their  joints  tingle  and  ache. 
In  other  words,  in  their  occupations  various  un- 
usual peripheral  phenomena  make  striking  appear- 
ances. 

They  come  to  you  because  of  a spindle-shaped 
enlargement  in  the  phalanges  of  the  fingers,  par- 
ticularly if  stenographers  and  manual  workers.  If 
they  are  heavier  individuals  they  have  their  initial 
joint  symptoms  in  their  knees  or  feet. 
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Pig.  4.  Atrophic  elimination  of  intervertebral  discs  in 
spinal  arthritis.  Ankylosis  of  bodies  progressive. 


DIAGNOSIS 

The  diagnosis  can  be  based  on  the  chronic, 
avascular  history,  the  physical  appearance  and  the 
laboratory  findings.  These  people  have  all  sorts 
of  dietary  peculiarities,  are  scant  eaters,  and  as 
a usual  thing  they  all  dislike  fats.  The  roentgeno- 
gram is  of  no  importance.  In  fact,  it  is  a sad 
thing  for  the  prognosis  when  atrophic  findings  are 
prominent  on  it. 

These  early  arthritics  often  state  that  the  joint 
manifestations  appeared  suddenly  after  some  other 
acute  illness.  After  having  felt  run  down  for  a 
variable  period  they  had  influenza  or  quinsy  and 
then  during  their  convalescence  there  broke  over 
them  like  a bomb  the  soreness  and  inflammation 
in  several  joints. 

I believe  the  future  of  arthritic  treatment  de- 
pends very  largely  upon  the  recognition  of  this 
prodromal  stage  and  the  early  correction  of  these 
underlying  constitutional  causes.  Future  cures  of 
arthristis  will  depend  upon  recognition  of  the  dis- 
ease before  the  joint  involvments. 

THE  TERMINAL  STAGES 

Atrophic  arthritis  usually  in  the  end  elects  the 
smaller  joints  of  the  hands  and  feet.  In  progres- 
sion there  is  an  involvement  of  the  temperomaxil- 
lary  joint,  a lower  cervical  spinal  joint,  the  knees, 
the  elbows,  the  lumbar  spinal  joints  and  finally 
the  hips  and  shoulders. 


During  the  first  part  of  joint  involvement  there 
is  a fusiform  swelling,  in  which  all  the  periar- 
ticular structures  with  the  exception  of  the  skin 
partake.  The  main  enlargement  seems  to  be  an 
inflammation  of  the  connective  tissue  capsular 
structures  of  the  joint. 

Joint  motions  are  painful.  Pressure  produces 
pain.  Use  increases  the  soreness;  rest  seems  to 
reduce  the  size  of  the  swelling. 

The  roentgenogram  shows  not  a thing  until  late 
in  the  disease.  You  can  gain  more  by  palpation 
than  by  vision,  the  roentgenogram  included. 

This  chronic  form  of  arthritis  does  not  tend 
to  shift.  Joints  stay  symptomatic.  After  a period 
of  enlargement  there  is  a stage  of  absorption,  in 
which  the  synovia  of  bones  entering  into  the 
joints  become  thinner  and  finally  absorbed.  Then 
a crepitus  often  is  elicited.  Then  the  roentgeno- 
gram shows  a partial  diminution  in  the  space  be- 
tween the  bones.  Then  ankylosis  may  begin,  end- 
ing in  a cure  of  pain  and  a loss  of  function  of 
motion  in  that  joint.  After  ankylosis  the  periar- 
ticular swelling  disappears  and  the  stiffened  joint 
is  left  without  motion,  enlarged  slightly,  due  in 
great  part  to  an  atrophy  of  the  muscles  and  soft 
overlying  parts  (figs.  1,  2,  3). 

We  have  often  seen  ramrod  spines  entirely 
fused  with  this  disease  without  having  a trace  of 
the  old  pain.  We  are  showing  tonight  another 
type  of  spine  which,  while  very  extensive  in  its 
ankylosis,  was  entirely  devoid  of  local  and  distant 
symptoms.  It  is  our  opinion  that  there  arc  far 
more  arthritic  or  altered  spines  without  symp- 
toms (fig.  4). 

Jeffery  and  a few  others  claim  to  be  able  to 
recover  streptococci  from  the  periarticular  structure 
of  the  involved  joints.  We  have  never  been  able  to 
recover  bacteria  from  the  joints  proper.  The  con- 
census of  opinion  is  contrar)-  to  actual  germ  pres- 
ence in  these  jonits. 

Any  blood-borne  bacteria  can  commonly  be  re- 
covered from  any  structures  supplied  by  the  blood 
stream.  The  recovery  of  streptococci  from  the 
periarticular  structures  means  no  more  than  re- 
covery of  blood-borne  germs  of  the  same  kind  in 
the  thyroid  or  in  any  other  tissue. 

The  disease  is  chronic  and  as  far  as  restoring 
normal  joints  after  a moderate  progression  of  the 
disease,  we  must  say  it  is  incurable.  We  believe 
treatment  might  stop  such  progression,  and  often 
allays  the  suffering. 
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CONCLUSIONS 

It  is  our  opinion  that  the  common  disease 
known  as  chronic  atrophic  or  rheumatoid  arthritis 
is  only  curable  in  the  preliminary  or  prodromal 
stages  and  only  then  when  the  physician  can  suc- 
cessfully combat  the  underlying  vascular  deficien- 
cies. 

It  is  further  our  belief  that  it  must  repeatedly 
be  emphasized  that  all  these  early  cases  of  develop- 
ing arthritis  pass  through  the  hands  of  the  doc- 
tors. A consciousness  must  be  aroused  to  keep 
in  the  medical  background  the  possibility  of  an 
oncoming  arthritis  in  all  those  asthenic  cases. 


ALLERGIC  INFLUENCES  IN  CHRONIC 
ATROPHIC  ARTHRITIS* 

Treacy  H.  Duerfeldt,  M.  D. 

TACOMA,  WASH. 

The  term  allergy  was  first  applied  to  a condition 
in  the  experimental  animal,  in  which  its  reaction 
to  an  injection  of  a foreign  protein  had  been 
changed  or  altered  by  a previous  injection  of  the 
same  protein.  This  altered  reaction  was  character- 
istically severe,  doses  which  hardly  affected  the  nor- 
mal animal  being  sufficient  to  cause  sudden  death 
if  the  animal  were  in  this  allergic  state.  This  type 
of  hypersensitiveness  we  now  call  anaphylaxis  but 
in  its  broader  sense  allergy  includes  all  such  states 
of  altered  reaction. 

Allergy,  as  applied  to  the  allergic  diseases  of 
asthma,  hay  fever,  vasomotor  rhinitis,  urticaria  and 
certain  types  of  eczema,  includes  only  that  specific 
hypersensitiveness  of  certain  persons  to  particular 
antigens  such  as  foods,  pollens  and  animal  emana- 
tions. These  substances  are  called  allergens.  From 
one  to  two  per  cent  of  the  general  population  are 
subject  to  these  allergic  diseases. 

Intensive  study  of  these  conditions  have  shown 
us  that  many  other  symptoms  may  result  from 
specific  hypersensitiveness.  Thus  abdominal  pain, 
vomiting,  acute  diarrhea,  mucous  colitis,  bladder 
pain  and  headache  may  be  caused  by  contact  with 
or  ingestion  of  a specific  allergen  since  avoiding 
such  an  allergen  results  in  freedom  from  the  partic- 
ular symptom  while  deliberate  or  accidental  contact 
with  that  allergen  is  capable  of  producing  the 
trouble.  An  affection  of  the  joints  known  as  in- 
termittent hydroarthrosis  can  often  be  classified  as 
an  allergic  disease  for  these  reasons. 

Can  we  consider  atrophic  arthritis  an  allergic 
disease?  The  family  tendency  in  atrophic  arthritis 

♦Read  before  a meeting  of  Pierce  County  Medical  Society, 
Tacoma,  Wash.,  April  12,  1932. 


suggests  a similarity  with  the  hereditary  background 
of  the  allergic  diseases.  Certain  dietary  restrictions 
have  apparently  relieved  symptoms  of  atrophic  ar- 
thritis and  many  have  wondered  if  this  were  due 
to  the  removal  of  certain  specific  allergins  from 
that  patient’s  diet. 

In  1924,  when  the  word  allergy  was  being  waved 
like  a magician’s  wand,  Turnbull^  reported  three 
cases  of  chronic  arthritis  to  illustrate  that  this  con- 
dition should  be  classified  with  the  allergic  diseases. 
He  admitted  that  arthritis  may  be  due  to  an  in- 
fectious process  secondary  to  some  focus  of  infec- 
tion but  stated  that  study  with  food  allergens  had 
shown  good  results  in  60  per  cent  of  his  cases. 
He  concluded  that  “if  no  original  focus  can  be 
demonstrated  in  the  organism,  cutaneous  tests  should 
be  applied  to  determine  what  sensitizing  proteins 
are  being  ingested  in  the  diet  which  can  be  held 
accountable  for  the  existing  arthritis.’’  Also,  that 
“the  elimination  of  such  offending  articles  of  food 
from  the  dietary  has  in  the  cases  cited  been  followed 
by  the  prompt  remission  of  symptoms,  and  failure 
to  adhere  to  the  dietary  limitations  has  immediately 
reproduced  the  conditions  that  had  been  abolished 
by  the  avoidance  of  such  sensitizing  foods.’’ 

Many  clinics  have  been  developed  in  this  country 
for  the  intensive  study  of  allergic  diseases.  No  one 
can  estimate  how  many  patients  with  chronic  at- 
rophic arthritis  have  been  tested  and  treated  by 
specialists  in  allergy  since  this  report  of  Turnbull, 
but  the  voluminous  literature  contains  no  further 
optimistic  reports  on  the  treatment  of  arthritis  by 
the  elimination  of  specific  allergens.  This  seems 
sufficient  evidence  against  classifying  chronic  atro- 
phic arthritis  as  an  allergic  disease. 

Rich2  has  stressed  the  constitutional  factor 
present  in  this  disease.  The  elongation,  widening, 
and  tortuosity  of  the  colon  and  general  viscerop- 
tosis have  been  noted  by  many,  either  as  a part  of 
the  patient’s  makeup  or  as  possible  etiologic  factors. 
The  general  anemic  tendency  as  revealed  by  direct 
microscopic  observation  of  the  capillary  beds  may 
be  more  marked  about  the  joints.  The  older  methods 
of  treatment,  such  as  massage  and  baths  of  different 
temperatures,  increased  and  bettered  the  circulation 
to  affected  joints  and  surrounding  tissues.  Cer- 
tainly the  newer  and  often  startlingly  successful 
method  of  sympathectomy  may  depend  for  its  results 
on  the  improved  circulation  which  follows. 

1.  Turnbull,  J.  A.:  The  Relation  of  Anaphylactic  Dis* 

turbances  to  Arthritis.  J.  A.  M.  A.  82:1757-1758  May  31, 
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CroweS  feels  that  arthritis  is  due  to  infection  in 
the  joint  tissues  and  explains  the  benefits  from  his 
treatment  with  small  doses  of  vaccine  as  due  to 
stimulating  the  body  to  react  against  the  infection 
which  would  certainly  improve  the  circulation  in 
the  region  of  that  infection.  May  not  this  consti' 
tutional  state  so  characterized  by  decreased  circula- 
tion  also  mean  an  altered  reaction  to  bacterial  in- 
fection? 

In  some  patients  asthma  is  apparently  the  result 
of  hypersensitiveness  to  the  products  of  bacterial 
growth  within  the  body.  Harkavy-^  has  recently 
called  our  attention  to  a certain  similarity  between 
such  asthma  and  cases  of  chronic  arthritis.  Hyper- 
sensitiveness  to  bacterial  products  may  explain 
the  difficulties  met  in  tr>dng  to  prove  the  pres- 
ence of  infection  in  the  involved  joints.  Many 
feel  that  infection  is  present  for  they  have  cul- 
tured various  streptococci  from  the  synovial  fluid 
and  adjacent  lymph  nodes  of  arthritic  joints  as 
well  as  from  the  blood  stream  of  these  patients. 

Dawson,  Olmstead  and  Boots^  have  recently  pub- 
lished the  results  of  their  efforts  to  find  a bac- 
terial agent  of  etiologic  significance  in  rheumatoid 
or  atrophic  arthritis.  Because  of  the  startling 
results  of  Cecil,  Nicholls  and  Stainsby^  who  were 
able  to  demonstrate  the  presence  of  streptococci 
in  the  blood  stream  in  over  60  per  cent  of  their 
series  of  patients  suffering  from  rheumatoid  ar- 
thritis, Dawson  and  his  coworkers  followed  the 
Cecil,  Nicholls  and  Stainsby  technic  in  detail, 
which  included  some  fourteen  to  eighteen  separate 
manipulations,  each  of  which  allowed  possible  con- 
tamination:. Blood  samples  obtained  from  normal 
persons  and  samples  of  sterilized  agar  were  treated 
in  the  same  manner  as  controls.  The  results 
from  this  study  tend  to  discredit  the  view  that 
bacteria  so  recovered  have  any  etiologic  signifi- 
cance to  the  arthritis,  for  too  many  positive  cul- 
tures were  obtained  from  control  material  of  ster- 
ilized agar  and  no  essential  difference  was  found 
in  the  bacteria  recovered  from  arthritic  patients, 
from  normal  persons  and  contaminating  the  control 
material.  But  clinically  foci  of  infection  do  play  a 
role  in  atrophic  arthritis.  Treatment  with  various 

3.  Crowe.  H.  W.:  The  Specific  Vaccine  Treatment  of 

Chronic  Arthritis  and  Rheumatism,  J.  Lab.  & Clin.  Med.  15 : 
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6.  Cecil,  R.  L.,  Nicholls,  E.  E.  and  Stainsby.  W.  J.:  Bac- 
teriology of  Blood  and  Joints  in  Chronic  Infectious  Arthritis, 
ArcV.  Int.  Med.  43:  571-605,  May,  1929. 


vaccines  have  resulted  in  varying  degrees  of  im- 
provement. 

Pemberton"  in  discussing  the  problem  of  arthri- 
tis refers  to  the  increasingly  accepted  viewpoint 
that  the  bacteriologic  influence  in  arthritis  may  be 
referable  partly  or  largely  to  an  allergic  basis. 
Freiberg  and  DorsF^  state  that  30  per  cent  of 
all  chronic  nonspecific  arthritis  is  allergic  or  due 
to  an  altered  reaction  of  the  patient’s  tissues 
toward  bacterial  products.  They  feel,  as  do  others, 
that  the  joint  reactions  are  allergic  manifestations 
to  toxins  absorbed  from  foci  of  infection.  They 
believe  that  they  have  demonstrated  the  experi- 
mental production  of  an  allergic  lesion  in  the 
joints  of  rabbits  and  feel  that  the  joint  lesions 
in  human  beings  are  also  allergic,  concluding  that 
“the  success  of  our  treatment,  which  consists  essen- 
tially in  desensitizing  patients  to  autogenous  anti- 
gens which  give  positive  reactions,  seems  to  justify 
this  conception.” 

On  the  other  hand,  Crowe^  states  positively 
that  desensitization  does  not  cure  and  so  feels 
that  chronic  arthritis  is  not  allergic.  He  says 
also  that  arthritic  patients  are  not  sensitive  to 
small  doses  of  antigen.  Yet  he  uses  very  small 
doses  of  vaccine  (as  low'  as  1000  organisms)  and 
obtains  focal  reactions  which  he  explains  as  a 
stimulation  of  the  body  against  the  infection  pres- 
ent in  the  joints  of  these  patients.  In  spite  of 
Crowe's  carefully  worked  out  theories,  we  may 
have  to  finally  explain  the  success  of  his  small 
doses  of  autogenous  or  mixed  stock  vaccines  on  a 
basis  of  bacterial  allergy,  about  w'hich  we  know 
so  little  as  yet. 

The  terms,  atrophic  arthritis,  chronic  infectious 
arthritis  and  rheumatoid  arthritis  are  interchange- 
able but  the  British  Ministry  of  Health  and  the  In- 
ternational League  for  the  Control  of  Rheumatism 
have  adopted  the  term  rheumatoid  arthritis  indicat- 
ing as  it  does  that  a relationship  exists  between  this 
form  of  chronic  arhritis  and  rheumatic  fever,  a 
relationship  that  many  believe  to  be  of  great  im- 
portance. A better  understanding  of  this  chronic 
form  is  resulting  from  increased  study  of  the 
acute  rheumatic  fever. 

Birkhaug^  has  isolated  several  strains  of  non- 
methemoglobin-forming  streptococci  from  patients 
with  rheumatic  fever.  These  when  grown  in  a 
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globin-Forming  Streptococcus  Isolated  from  Rheumatic  Fever. 
J.  Infect.  Dis.  43:  280.  Oct.  1928. 


July,  1932 


TREATMENT  IN  ARTHRITIS — GOERING 


333 


tryptic  digest  broth  produced  a soluble  toxic  prin- 
ciple capable  of  producing  positive  skin  reactions  in 
certain  persons  who  have  not  had  rheumatic  fever. 
A large  dose  of  this  toxic  principle,  injected  intra- 
muscularly into  a hypersensitive  person,  caused  a 
typical  polyarthritis,  which  responded  favorably  to 
administration  of  salicylates.  Guinea  pigs  and  rab- 
bits sensitized  to  these  organisms  became  cutaneous- 
ly  hypersensitive  to  filtrates  of  such  cultures.  This 
hypersensitiveness  was  specific  for  a brief  period 
and  then  was  manifest  toward  filtrates  of  certain 
other  organisms  as  well. 

SmalUO  gives  the  suggestion  “that  strepto- 
cocci and  perhaps  pneumococci  contain  a highly 
organized  common  protein,  which  acts  as  a ‘specific 
allergren,’  regardless  of  biologic  origin”  capable  of 
producing  and  maintaining  the  allergic  state  in  the 
arthritic  patient.  This  hypothesis  may  be  used  to  ex- 
plain the  nonspecific  cutaneous  hypersensitiveness 
found  by  Birkhaug  in  the  experimental  animal. 

Small  summarizes  thus:  “Foci  harboring  strepto- 
cocci are  regarded  as  distributing  nontoxic  sensitiz- 
ing antigens  which  appear  to  be  common  to  many 
varieties  of  streptococci.  Chronic  arthritis  arises  not 
because  of  infection  with  a particular  type  of 
streptococcus,  but  because  of  the  hypersensitive 
state  induced  by  an  ‘allergen’  common  to  many 
types  of  streptococci.”  Such  a theory  would  help 
us  to  understand  how  the  newer  treatment  with 
minute  doses  of  either  stock  or  autogenous  vaccine 
has  apparently  been  more  effective  than  the  older 
method  of  using  massive  doses. 

As  we  continue  to  study  this  important  disorder 
of  atrophic  arthritis,  we  must  determine  whether 
the  constitutional  factors  predispose  the  individual 
to  a bacterial  allergy  or  merely  expresses  the 
hereditary  background  of  people,  some  of  whom 
will  be  subject  to  this  disorder.  Soon  we  may 
find  what  constitutes  the  allergen  itself  in  the 
case  of  bacterial  allergy  and  attack  the  problem 
from  that  angle.  Much  more  work  can  be  done 
investigating  the  response  of  the  circulation  in  the 
capillary  bed  of  the  arthritic  to  various  treatments. 
The  relation  of  the  vitamin  content  of  the  diet 
to  the  allergic  reaction  in  experimental  animals  is 
•now  being  studied.  Thus  is  bacterial  allergy  col- 
oring the  study  and  treatment  of  chronic  atrophic 
arthritis. 

1108  Medical  Arts  Building. 
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ATROPHIC  ARTHRITIS 

WHAT  CAN  BE  DONE  IN  ITS  TREATMENT* 

William  H.  Goering,  M.  D. 

T.ACOMA,  WASH. 

In  outlining  a logical  form  of  treatment  for 
rheumatoid  arthritis  or  atrophic  arthritis  we  must 
consider  first  and  foremost  that  it  is  a constitu- 
tional disease  with  its  most  pronounced  symp- 
tomatology in  the  joints  and  surrounding  tissues. 
We  can  then  classify  our  mode  of  treatment 
under  two  heads,  general  and  specific. 

In  view  of  the  many  predisposing  factors  in  the 
disease  as  manifest  by  the  prodromal  symptoms 
and  constitutional  character  of  the  malady,  it  is 
essential  that  we  do  not  take  those  matters  lightly 
or  direct  our  efforts  only  to  the  obvious  and  dis- 
tressing symptoms  of  joint  disabilities. 

It  is  important  to  recognize  that  no  routine 
method  of  treatment  can  be  applied  to  all  suffer- 
ers of  this  disease,  although  a large  percentage  of 
cases  will  be  found  to  conform  to  a type  sug- 
gestive of  susceptibility  to  the  malady.  In  every 
case  it  is  highly  important  to  take  a very  care- 
ful history  of  the  individual.  An  initial  hour 
spent  in  careful  study  of  the  case  in  question  will 
oftentimes  enable  one  to  formulate  a routine  of 
treatment  which  will  speedily  and  successfully 
combat  the  condition.  In  our  clinic  several  cases 
of  metastatic  cancer  have  been  picked  up  which 
had  been  previously  diagnosed  as  arthritis  upon 
superficial  examination. 

The  primary  condition  is,  of  course,  the  elimin- 
ation of  foci  which  may  be  suspected  from  the 
history  and  symptomatology.  In  our  work  we 
have  found  that  elimination  of  these  foci  is  better 
done  after  the  acuteness  of  the  symptoms  has  sub- 
sided and  the  general  health  of  the  patient  has 
been  built  up.  The  removal  of  a focus  may  so  stir 
up  the  condition  or  debilitate  the  patient  as  to 
render  later  treatment  very  difficult. 

Each  patient  is  considered  as  a separate  prob- 
lem. A thorough  physical  examination  is  always 
given  to  rule  out  any  possible  presence  of  other 
diseases.  Those  who  have  lost  considerable  weight 
are  treated  accordingly.  Some  of  these  cases  have 
been  put  on  practically  starvation  diets  by  non- 
medical men  in  the  hope  of  curing  the  disease 
with  a resultant  lowering  of  body  resistance.  In 
many  cases  the  disease  had  then  progressed  to  a 
stage  of  such  a severe  joint  pathology  that  there 
was  no  longer  any  hope  of  curing  the  patient  or 
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of  bringing  him  into  a symptom-free  condition. 
These  patients  are  put  on  a high  caloric  diet. 

In  general,  however,  we  do  not  prescribe  any 
particular  diet  or  recommend  avoidance  of  any 
particular  foods  in  cases  of  atrophic  arthritis,  un- 
less a susceptibility  to  certain  foods  be  found. 
Of  course,  if  there  is  a history  of  constipation  or 
other  intestinal  disorders,  a diet  suitable  for  the 
condition  is  outlined.  A suitable  diet  is  also  given 
to  the  occasional  obese  patient  who  is  suffering  from 
this  form  of  arthritis.  Although  there  is  usually  a 
decrease  in  the  carbohydrate  tolerance  and  the  car- 
bohydrate intake  may  be  cut  down  to  some  extent, 
the  general  aim  is  to  prescribe  a generous  and  well- 
balanced  diet,  limited  only  by  the  patient’s  powers 
of  digestion  and  assimilation.  However,  we  stress 
abstinence  from  all  alcoholic  beverages. 

For  the  debilitated  and  anemic  cases  we  make 
use  of  the  usual  tonics  and  hematinics.  We  think 
the  arsenicals  and  iodides  are  the  most  valuable 
of  these.  The  arsenicals  are  usually  given  intra- 
venously to  avoid  gastric  disturbances.  The  iodides 
are  given  either  by  mouth  or  intravenously.  Any 
of  the  standard  preparations  of  iron,  arsenic  and 
strychnine  are  given. 

In  one  stage  or  another  pain  is  an  important 
factor  in  atrophic  arthritis,  and  must  necessarily 
be  considered.  After  all,  the  pain  is  the  symptom 
for  which  relief  is  usually  first  sought  and  is  the 
one  which  is  chiefly  considered  by  the  patient 
himself.  For  this  the  salycilates  and  coal  tar  de- 
rivatives are  used.  We  must  not  forget  that  these 
are  only  pain  relieving,  and  have  no  bearing  on 
the  cure  of  atrophic  arthritis.  These  drugs  are 
given  only  as  occasion  requires  and  care  must  be 
taken  that  they  are  not  abused. 

As  for  the  use  of  the  opiates  in  atrophic  arth- 
ritis, no  patient  is  ever  given  them  while  under 
our  care,  although  they  may  be  required  occasion- 
ally in  acute  stages  of  sciatica  or  bursitis.  Any 
case  whose  pain  requires  morphine  for  its  control 
is  not  rheumatism.  The  pain  in  arthritis  can  be 
and  should  be  controlled  by  the  correction  of  the 
cause,  constitutionally  and  locally,  instead  of  hid- 
ing these  symptoms  through  the  use  of  drugs  as 
“cure-alls”  for  the  arthritis. 

Vascular  deficiencies,  which  are  very  common 
in  atrophic  arthritis,  must  be  taken  care  of,  and 
this  is  where  hydrotherapy  plays  its  important 
part.  Thermal  baths  are  used  with  a temperature 
range  between  lOQO  and  1050.  This  dilates  the 
superficial  capillaries  and  raises  the  general  tem- 


perature of  the  body  and  the  circulating  blood, 
relaxes  spasms  and  relieves  pain;  it  promotes  elim- 
ination and  effects  a general  increase  in  body 
metabolism.  Care  must  be  taken  not  to  prolong 
this  mode  of  treatment  to  avoid  any  serious  effect 
on  patients  with  heart  disease. 

Recent  studies  of  Adson  and  Rountree  show 
desirable  results  can  be  obtained  by  sympatlietic 
ganglionectomy  and  ramisectomy  for  a certain 
group  of  arthritis,  whose  sympathetic  nervous  sys- 
tem of  the  e.xtremities  is  hyperactive,  producing 
marked  vasomotor  disturbance  and  contributing 
probably  to  the  painful  spasms  and  atrophy  of  the 
muscles  with  resultant  deformities.  However,  this 
method  is  applicable  only  to  a certain  few  care- 
fully selected  cases,  although  it  must  be  considered 
in  the  treatment  of  atrophic  arthritis. 

The  role  played  by  physical  therapy  in  the 
treatment  of  this  disease  can  not  be  underesti- 
mated. It  is  true  that  in  acute  stages  massage  is 
contraindicated  and  should  not  be  used,  except 
perhaps  very  slight  massage  on  muscle  bellies 
only.  In  the  more  chronic  stages,  however,  mas- 
sage is  actively  used  to  restore  muscle  tone  which 
has  suffered  after  a prolonged  period  of  disuse. 
The  affected  joints  are  only  slightly  massaged. 
After  the  disease  has  reached  a quiescent  stage, 
more  vigorous  treatment  may  be  administered  to 
the  joints,  also  Bier’s  hyperemia. 

Orthopedic  measures  are  also  important  early 
in  the  onset  of  the  disease,  especially  in  the  acute 
stages  when  the  patient  naturally  seeks  the  posi- 
tion which  gives  the  most  relief.  Such  a position 
usually  involves  marked  contracture  and,  if  it 
is  not  properly  cared  for  by  suitable  splinting, 
the  end  results  are  a severe  disability.  Character- 
istic deformities  most  often  found  are  markedly 
contracted  knees,  and  wrist  flexion  with  ulnar 
deviation.  Both  of  these  can  be  avoided  if  proper 
and  timely  splinting  is  applied.  If  ankylosis  has 
resulted,  surgical  treatment  is  appropriate  in  se- 
lected cases.  Arthroplasties,  arthrodesis  and  force- 
ful manipulations  may  be  employed,  and  even 
casts  at  the  quiscent  stage. 

Finally,  and  most  important,  there  is  the  treat- 
ment of  the  foci  of  infection.  Here  we  use  the 
vaccines,  autogenous  and  stock  vaccines.  Where 
the  focus  is  evident  and  certain,  it  is  very  satis- 
factory to  obtain  an  autogenous  vaccine  whenever 
practical.  In  our  practice  we  are  using  Crowe 
vaccine.  This  is  a highly  polyvalent  vaccine,  whose 
bacterial  composition  is  that  solely  of  bacteria 
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whose  connection  with  atrophic  arthritis  has  been 
definitely  determined  by  its  use  in  the  reproduce 
tion  of  the  disease  in  laboratory  animals.  This 
is  used  in  conjunction  with  the  autogenous  vac' 
cines,  where  it  has  been  possible  to  secure  the 
latter. 

The  matter  of  dosage  when  the  Crowe  vaccine 
is  used  differs  considerably  from  the  ordinary 
teachings  for  the  administration  of  vaccine.  Be- 
ginning with  a very  small  dose,  Crowe  attempts 
to  obtain  that  dose  which  produces  definite  im- 
provement or  the  optimum  dose.  In  some  fifty- 
five  cases  of  purely  arthritis  deformans,  the  results 
have  been  more  than  encouraging,  and  in  some 
cases  they  have  been  almost  miraculous.  We  have 
had  some  failures,  but  that  percentage  is  very 
small  when  compared  to  the  percentage  of  symp- 
tom-free and  markedly  improved  cases. 

Along  with  this  we  might  mention  the  use  of 
foreign  protein  therapy.  The  use  of  intravenous 
injections  of  typhoid  vaccine  has  given  some  good 
results  in  cases  which  have  resisted  all  other  forms 
of  treatment.  Specific  serums  may  be  used  intra- 
venously, although  some  danger  is  involved.  Re- 
cently a case  which  had  resisted  all  forms  of  ther- 
apy, including  typhoid  intravenously,  was  given 
a series  of  four  intravenous  injections  of  a strep- 
tococcus viridans  serum  in  fifty  doses  and  showed 
immediate  improvement  insofar  as  swellings,  pain 
and  disability  were  concerned.  Perhaps  it  happened 
that  the  serum  used  was  specific  for  the  organism 
causing  this  patient’s  trouble. 

In  conclusion,  three  primary  considerations  stand 
out  clearly: 

1.  To  be  entirely  successful,  the  treatment  of 
atrophic  arthritis  should  be  started  while  the  dis- 
ease is  still  in  its  early  stages. 

2.  It  is  necessary  to  employ  a comprehensive 
and  well-rounded  method  of  treatment  for  both 
specific  and  constitutional  causes  of  the  disease. 

3.  Arthritis  deformans  should  no  longer  be 
considered  incurable.  The  prognosis  of  a com- 
plete cure  or  symptom-free  state  is  becoming  in- 
creasingly favorable. 

Intravenous  Streptococcic  Vaccine  Therapy  In 
Chronic  Arthritis.  Macnider  Wetherby  and  B.  J.  Claw- 
son, Minneapolis  (Journal  A.M.A.,  June  4,  1932),  re- 
ports that  80  per  cent  of  365  chronic  arthritic  patients 
treated  intravenously  with  a streptococcic  vaccine  were 
clinically  improved.  The  degree  of  improvement  bore  no 
relation  to  the  degree  of  reaction  following  the  injection. 
Improvement  was  manifested  in  most  cases  after  five 
weekly  injections.  The  agglutinating  titer  of  the  patients' 
blood  rose  during  the  course  of  treatment. 


TONSILLECTOMY  AS  A CURATIVE  FOR 
VINCENT’S  AGINA 
Ch.arles  Firestone,  M.D. 

SEATTLE,  WASH. 

Whether  or  not  the  profession  is  unitedly  in 
accord  as  to  the  causative  organism  of  Vincent’s 
angina,  it  is  generally  in  accord  that  the  organism 
which  does  cause  this  distressing  malady  is  an- 
aerobic in  its  habits.  It  is  on  this  accord  that  we 
have  come  to  regard  the  loose  overhanging  mar- 
gins of  the  gums,  i.e.,  the  gingivodental  space,  as 
the  breeding  place  of  this  offender.  Be  that  as 
it  may,  for  better  or  for  worse,  the  detector  of 
this  disease  immediately  sets  out  to  a vigorous 
cleaning  up  of  these  spaces,  using  both  surgical 
means  and  medicamentary  applications.  Arsenic 
in  its  various  forms,  administered  per  orem  or  per 
viam  intravenae,  has  become  a sina  quae  non  in 
the  management  of  this  disease.  Dogmas  are  diffi- 
cult to  dislodge,  and  arsenic  for  the  treatment  of 
Vincent’s  angina  has  become  as  orthodox  in  the 
profession  as  has  the  sprinkling  of  aqua  sancta  in 
the  catholic  ritual.  Even  the  slightest  semblance 
to  an  attack  on  this  practice  is  apt  to  bring  down 
invectives  and  reverbrerations  from  the  four  cor- 
ners. Come  the  latter  as  they  may,  it  is  the  pur- 
pose of  the  author  of  this  paper  to  impart  some- 
thing which  he  believes  of  value,  and,  if  in  the 
process  he  finds  it  necessary  to  tear  down  a much 
adulated  shrine,  a shrine  of  empiricism  at  best, 
he  will  endeavor  to  do  so  with  the  least  flourish 
and  ceremony. 

For  over  a year  the  author  was  practicing  the 
specialty  of  otorhinolaryngology  in  association  with 
a clinic  doing  a large  amount  of  industrial  medi- 
cine and  surgery.  To  him  fell  the  lot  of  treating 
many  cases  of  this  disease,  many,  perhaps,  because 
of  the  average  class  of  patients  encountered  in 
this  kind  of  practice.  Whether  the  class  of  pa- 
tient augmented  the  number  is  problematic,  but 
the  incidence  of  this  disease  appeared  of  unduly 
large  proportions.  Nor  does  the  author  claim  all 
the  laurels  of  the  large  incidence,  as  only  those 
cases  in  whom  the  disease  was  manifest  in  the 
throat  and  tonsils  were  referred  to  his  department. 
Those  with  purely  gingival  affections  were  worked 
on  by  the  clinic  dentist  with  scraping  scalpels  and 
iodine. 

The  number  thus  delimited  to  the  author's  spe- 
cialty were  mostly  cases  of  Vincent’s  angina  of 
the  tonsil  or  tonsils  with  their  train  of  extensions 
to  the  surrounding  pharyngeal  membranes,  pro- 
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nounced  sore  throats,  painful  necks  because  of  the 
coexisting  cer\'ical  lymphadenitis,  dysphagias,  fev' 
ers,  etc.  Reared  in  the  schools  of  potassium  chlor^ 
ate  washes,  local  applications  of  iodine  and  per- 
borates, internal  administrations  of  arsenic  in  the 
form  of  Fowler's  solution  and  intravenous  inject- 
ions in  the  form  of  the  arsphenamines,  the  author 
invoked  this  armamentarium  to  his  aid,  and  pro- 
ceeded to  flout  the  banner  of  empiricism  and  to 
make  forebodings  of  rapid  recovery.  As  is  the 
rule  with  empiricism,  some  of  the  patients  proved 
the  author  the  prophet,  while  many  others  proved 
him  the  experimenter. 

A question  of  rationalization  arose  in  the  auth- 
or's mind.  We  find  the  presence  of  a spirillum 
in  this  disease,  and  we  are  all  almost  agreed  that 
this  organism  is  a saprophytic  one.  The  possi- 
bility of  event  a symbiotic  relation  between  the 
spirillum  and  the  causative  microorganism  had  not 
been  even  advanced,  let  alone  proved,  yet  presto, 
we  run  for  the  arsenic  bottle  and  deduce  that  we 
are  combatting  the  disease.  The  orderly  process 
of  the  argumentative  thesis  appeared  to  have  been 
reversed,  inasmuch  as  the-  conclusion  or  the  use  of 
arsenic  was  employed  to  establish  the  major  prem- 
ise; This  premise,  that  we  are  combatting  a spir- 
illum and  after  the  spirillum  has  become  the 
causative  agent,  had  been  much  questioned,  if  not 
entirely  relinquished. 

The  author  proceeded  to  treat  the  ensuing  eight 
cases  in  a palliative  manner,  advising  the  patients 
to  use  anything  from  salt  water  gargles  to  hot 
applications  to  the  neck  and  from  aspirin  mouth- 
washes to  mouthwashes  made  of  patent  prepara- 
tions suggested  by  the  patients  themselves.  He 
found  that  on  the  average  these  patients  did  about 
as  well  as  those  that  had  been  treated  with  the 
accepted  applications  combind  with  arsenic  intern- 
ally. One  conclusion  became  apparent,  which  was 
that  the  duration  of  the  disease  bore  a direct  re- 
lationship to  the  extent  of  tonsillar  ulceration.  The 
more  extensive  the  ulceration  the  longer  the  dis- 
ease lasted. 

At  this  point  it  became  evident  that  the  wand 
of  yore  was  inefficient,  and  another  way  had  to 
be  found  to  cope  with  these  cases,  or  to  admit 
frankly  that  the  orthodox  treatment  bore  little  or 
no  avail  to  the  patient.  The  author's  problem  was 
slightly  more  complicated  inasmuch  as  the  patients 
represented  an  economic  loss  to  themselves,  their 
employers  and  the  clinic.  Some  of  the  patients 


were  highly  specialized  in  their  trades  and  were 
not  to  be  replaced  by  their  employers. 

Here  was  an  observation;  the  more  extensive 
the  tonsillar  ulceration,  the  more  prolonged  was 
the  duration  of  the  disease.  Rational  cerebration 
would  suggest  no  better  procedure  than  to  re- 
move the  seat  of  the  ulcer,  thus  shorten  the  cause 
of  the  disease  and  prevent  its  extension  to  the 
neighboring  pharyngeal  folds  and  spaces.  Here 
was  the  tonsil  with  its  crypts  and  crevices,  a most 
desirable  culture  ground  for  an  anaerobic  organ- 
ism, left  to  incantations  and  nonreaching  local  ap- 
plications, while  the  dentist  was  carving  into  the 
meager  recesses  of  the  gingivodental  spaces.  The 
removal  of  the  site  of  the  ulcer,  i.e.,  removal  of 
the  tonsils  appeared  the  logical  procedure. 

A search  of  the  literature  failed  to  reveal  this 
manouver  as  an  established  procedure.  The  author 
can  recall  the  morning  when  he  somewhat  reluc- 
tantly ventured  this  procedure  on  an  eighteen 
year  old  millright,  whose  tonsillar  ulcers  were  ex- 
tensive, whose  cervical  glands  had  been  enlarged 
and  tender  for  some  weeks  past  and  who  had  been 
suffering  from  mar'ked  dysphagia  for  some  time. 
The  father  of  the  patient,  a very  doting  individual 
as  most  fathers  are,  was  present  at  the  operation 
with  importunings  to  do  the  utmost  for  his  boy 
whom  he  believed  seriously  ill  and  on  the  down- 
ward path.  The  boy  had  been  unable  to  eat  and 
had  lost  some  weight.  The  tonsillectomy  was 
routinely  performed  under  local  anesthesia.  The 
tonsils  behind  the  ulcerated  areas  were  found 
somewhat  firmer  than  the  author  had  anticipated 
and  readily  yielded  to  the  dissection  method.  The 
boy  made  an  uneventful  recovery  and  was  com- 
pletely rid  of  his  anginal  symptoms  upon  recovery 
from  the  surgical  effects  of  the  tonsillectomy. 

The  author  then  launched  this  procedure  as  a 
routine  on  patients  presenting  this  disease  on  the 
tonsils  or  in  the  pharymx.  This  procedure  was 
also  used  routinely  on  the  otolaryngologic  service 
of  Harborview  Hospital  at  Seattle  during  the 
author’s  service  on  the  staff.  Thirty-six  cases  in 
all  were  thus  treated,  with  one  hundred  per  cent 
immediate  relief  from  the  angina,  i.e.,  immediate 
relief  upon  the  subsidence  of  the  surgical  effects. 
This  procedure  was  carried  out  early,  as  soon  as 
possible  following  the  recognition  of  the  disease. 
Effects  of  this  procedure  on  cases  not  involving 
the  tonsils  and  pharynx  are  questionable,  and  their 
evaluation  is  not  possible  at  this  writing. 
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SUMMARY 

With  the  etiology  of  Vincent’s  angina  unsettled, 
it  appears  irrational  to  attempt  local  and  constitu- 
tional eradication  of  the  spirillum.  The  spirillum 
is  a normal  inhabitant  of  the  oral  cavity,  and  its 
complete  eradication  therefrom  is  a herculean  task 
not  to  be  accomplished.  Its  part  in  the  drama  ap- 
pears insignificant  in  the  consensus  of  opinion,  and 
effects  of  combating  it  just  as  insignificant.  It  is 
generally  agreed  that  the  organism  responsible  for 
this  disease  is  an  anaerobe,  and  thrives  in  the 
gingivodental  recesses.  If  it  be  an  anaerobe,  there 
probably  is  no  better  habitat  for  it  in  the  oral 
cavity  than  in  the  tonsillar  crypts.  What  then 
is  more  rational  than  a removal  of  the  tonsils? 
Destroy  the  nest  and  eggs  and  you  destroy  the 
source  of  sustainance  of  the  infection.  Treating 
the  disease  with  arsenic  is  equivalent  to  attempt- 
ing to  establish  the  major  premise  that  the  disease 
is  caused  by  a spirillum,  using  the  treatment  as 
the  conclusion.  The  author  found  arsenic  empiri- 
cal in  the  treatment  of  this  disease. 

The  author  unhesitatingly  recommends  routine 
tonsillectomy  in  cases  of  Vincent’s  angina  of  the 
tonsils  or  pharynx  or  both.  The  results  are 
prompt  and  bore  one  hundred  per  cent  relief  in 
his  series. 

CONCLUSIONS 

1.  The  practical  abandonment  of  the  idea  that 
the  spirillum  is  the  causative  organism  of  Vincent’s 
angina  renders  the  use  of  arsenic  and  its  prepara- 
tions irrational  in  the  combatting  of  this  disease. 
In  the  hands  of  the  author  this  drug  has  proved 
of  no  more  than  empirical  value. 

2.  The  offending  organism  which  is  generally 
believed  to  be  an  anaerobe  finds  the  tonsillar 
crypts  an  excellent  habitat,  and  it  is  there  that 
they  become  insidious. 

3.  Tonsillectomy  performed  in  the  routine  man- 
ner aborts  this  disease  when  it  is  located  in  the 
tonsils  or  tonsillar  regions.  Recovery  from  the 
tonsillectomy  is  uneventful. 

537  Stimson  Building. 

Coronary  Artery  Disease  In  Working  Classes. 

Ernst  P.  Boas,  New  York,  and  Samuel  Donner,  Hart- 
ford, Conn.  (Journal  A.M.A.,  June  18,  1932),  present 
the  results  of  an  analysis  that  they  made  of  615  males 
and  females  of  the  industrial  class  in  New  York  City  who 
were  referred  with  the  presumptive  diagnosis  of  heart 
disease.  Eighty-eight  per  cent  of  the  population  from 
which  these  patients  were  drawn  were  under  the  age  of 
50.  Almost  one-third  of  the  615  referred  patients  had 
disease  of  the  coronary  arteries.  Of  those  with  disease 
of  the  coronary  arteries,  71  per  cent  were  under  the  age 
of  51. 


ACUTE  EMPYEMA  THORACIS 

SALIENT  POINTS  IN  DIAGNOSIS  AND  TREATMENT 

Frank  E.  Fowler.  M.  D. 

ASTORIA,  ORE. 

The  acute  respiratory  infections  are  always  with 
us,  and  foremost  among  them  are  influenza  and 
the  pneumonias  with  their  not  infrequent  sequelae, 
pleuritic  effusions  and  acute  empyema.  Acute 
empyema  thoracis  consequently  becomes  a problem 
which  must  be  met  often  and  handled  properly, 
if  the  mortality  is  to  be  kept  at  the  minimum. 
For,  despite  the  excellent  work  of  the  U.  S.  Army 
Empyema  Commission,  the  mortality  rates  vary 
widely  (from  1 to  25  per  cent).  Therefore,  it 
seems  worth  while  to  present  a few  simple  and 
extremely  pertinent  points  in  the  treatment  of 
acute  empyema,  which  experience  has  proved  will 
reduce  the  mortality  to  the  very  minimum. 

There  is  still  considerable  divergence  of  opinion 
between  the  open  and  closed  methods  of  drainage. 
However,  it  is  not  the  object  of  this  paper  to  de- 
velop a discussion  of  the  relative  merits  of  the 
two,  as  I feel  they  should  not  compete  but  rather 
should  supplement  one  another,  or  be  applied  sep- 
arately as  the  individual  case  demands. 

Two  facts  have  become  fairly  firmly  established 
and  generally  accepted:  (1)  The  problem  is  a 

surgical  one,  and  (2)  it  no  longer  need  be  consid- 
ered as  an  emergency,  but  rather  operation  should 
be  deferred,  except  possibly  in  rare  instances,  un- 
til the  underlying  pulmonary  infection  has  sub- 
sided. 

With  these  facts  in  mind  one  may,  figuratively 
speaking,  stop,  look  and  listen  before  instituting 
radical  treatment.  Stop,  and  study  each  case  care- 
fully. Determine  as  accurately  as  possible  the 
physical  condition  of  the  patient,  ascertain  what 
has  gone  before  in  the  way  of  pulmonary  infection 
and  try  to  gauge  exactly  what  surgical  procedure 
can  be  withstood.  Look,  by  means  of  roentgeno- 
gram, aspiration  and  culture  to  determine  the 
type  of  organism  with  which  you  are  dealing. 
Listen,  to  see  if  the  underlying  pneumonia  has 
resolved,  and  if  the  opposite  lung  is  clear.  Clin- 
ical experience  has  shown  that,  by  delaying  opera- 
tive measures  until  the  underlying  lung  has  cleared, 
mortality  is  tremendously  lowered.  This  point 
cannot  be  too  often  or  too  strongly  stressed,  for 
to  add  a pneumothorax  to  an  already  impaired 
lung  is  often  just  enough  to  produce  death. 

To  determine  if  resolution  has  taken  place  be- 
neath the  fluid  the  following  points  should  be 
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considered:  (1)  Usually,  there  has  been  a drop 

in  temperature  for  a day,  or  several  days  before 
the  secondary  rise,  indicating  the  developing  em' 
pyema,  and  (2)  occasionally  there  has  been  a 
general  improvement  in  the  way  of  cessation  of 
cough  and  expectoration  which  is  significant. 

A pneumococcal  pneumonia  usually  runs  a 
course  of  from  five  to  nine  days,  w’hile  a strep- 
tococcal  infection  may  persist  much  longer,  and 
go  from  one  area  of  the  lung  to  another.  For 
this  reason  it  is  important  to  know  the  type  of 
organism  responsible  for  the  pneumonia,  as  this 
in  most  cases  is  the  one  producing  the  empyema. 
While  the  former  may  not  be  known,  the  etiology 
of  the  latter  may  always  be  determined  by  aspira- 
tion, smear  and  culture. 

It  is  well  known  that  pneumococcal  pus  becomes 
thick  early,  that  it  is  smaller  in  amount  and  always 
more  localized  than  streptococcal  effusion.  Con- 
sequently, an  early  development  of  pleural  ad- 
hesions results,  while  with  the  sreptococci  it  is 
usually  poured  out  early  and  freely  and  may  be 
clear  for  days,  although  loaded  with  bacteria.  It 
usually  fills  the  pleural  cavity  and  as  a result  few 
adhesions  are  formed  and  the  lung  is  more  com- 
pletely collapsed.  It  is  obvious  that  the  treatment 
cannot  be  the  same  for  these  conditions.  In  the  for- 
mer we  usually  have  thick,  localized,  walled-off 
pus,  with  fairly  normal  lung  beneath,  w'hile  in  the 
latter  we  have  extensive  effusions  and  too  fre- 
quently numerous  areas  of  unresolved  broncho- 
pneumonia in  the  lung  beneath. 

It  is  apparent  that  evacuation  of  the  pus  in  the 
pneumonic  type  will  bring  relief,  and  may  be  done 
by  the  usual  method  of  rib  resection.  On  the 
other  hand,  sudden  evacuation  of  the  extensive 
collection  in  the  streptococcal  type  will  produce 
acute  pneumothorax,  and  often  death  results  from 
circulatory  failure  or  mediastinal  collapse.  Con- 
sequently, here  extreme  care  must  be  exercised 
and  relief  obtained  by  some  method  of  closed 
drainage. 

The  technic  of  aspiration  is  too  elementary  to 
be  touched  upon  here,  other  than  to  say  it  should 
always  be  done  painlessly.  Many  of  these  patients 
are  children  and  their  confidence  must  be  retained. 

Rather  than  to  be  boresome  with  long  case 
analysis,  I have  selected  three  case  histories  which 
I think  aptly  illustrate  these  points,  and  demon- 
strate the  rational  and  intelligent  treatment  of 
acute  empyema  thoracis. 


Case  1.  Miss  H.  H.,  aged  6 years. 

Two  and  one-half  weeks  before  admission  the  child 
became  ill  with  chills,  fever  and  pain  in  the  left  chest. 
A diagnosis  of  pneumonia  was  made  and  the  child 
withstood  the  attack  well,  the  temperature  subsiding  on 
the  tenth  day  after  onset.  About  five  days  later  she 
began  to  run  a fever  again  and  did  not  seem  to  be  so 
well.  She  gradually  grew  weaker  and  the  temperature 
persisted. 

Examination  of  chest:  Over  the  left  chest  posteriorly 

from  the  base  to  the  fourth  rib  there  was  flatness,  absent 
breath  sounds  and  tactile  fremitus.  Excursion  of  this 
side  was  limited.  The  right  lung  was  negative.  The 
heart  was  somewhat  displaced  to  the  right.  Apex  rate 
140,  good  quality,  no  murmurs. 

On  admission  t.  102°,  p.  130,  r.  50.  Hemoglobin  55 
per  cent,  w.b.c.  27,800,  r.b.c.  3,020,000. 

Roentgenogram  of  chest  revealed  evidence  of  fluid  in 
the  left  pleural  cavity. 

Aspiration  was  performed  and  a rather  thick  pus  ob- 
tained which  upon  culture  was  pure  pneumococcus.  The 
following  morning  a rib  resection  was  performed  under 
local  and  gas  anesthesia.  Irrigations  with  Dakin’s  so- 
lution instituted  on  second  postoperative  day,  and  patient 
made  an  uneventful  recovery,  except  for  an  otitis  media 
which  developed  during  her  hospital  stay.  It  is  inter- 
esting to  note  that  the  same  organism  was  obtained  from 
the  ear,  following  myringotomy  as  was  present  in  the 
empyema. 

Case  2.  Miss  J.  G.,  aged  2 years. 

One  week  before  coming  to  the  hospital  for  treatment 
the  child  became  ill  with  chills,  cough  and  very  high 
fever. 

Examination  of  chest:  There  was  pronounced  bron- 

chial breathing  with  scattered  moist  rales  throughout  both 
lungs. 

On  admission  t.  105°,  p.  140,  r.  60.  Hemoglobin  70 
per  cent,  r.b.c.  4,220,000;  w.b.c.  28,3  50,  neutropkils 
72  per  cent.  Urine  negative.  The  day  following  ad- 
mission her  temperature  dropped  to  102°,  and  continued 
around  that  point.  On  the  sixth  day  after  admission 
signs  of  fluid  developed  in  the  left  base  and  were  con- 
firmed by  aspiration  and  roentgenogram.  Culture  of 
the  fluid  pus  revealed  staphylococcus. 

Two  days  later  an  intercostal  thoracotomy  was  per- 
formed under  novocaine  and  nitrous  oxide  anesthesia. 
The  fluid  was  slowly  withdrawn,  100  cc.,  or  less,  at 
two  hour  intervals  until  drainage  was  complete,  and 
then  sterilization  of  the  cavity  with  Dakin's  solution 
was  instituted  on  the  second  postoperative  day.  The 
size  of  the  cavity  was  measured  daily.  This  child  was 
somewhat  irritated  by  the  Dakin’s  solution  and  normal 
saline  substituted  with  satisfactory  results.  Convalescence 
from  here  on  was  uneventful  and  the  patient  made  a 
complete  recovery,  leaving  the  hospital  twenty-one  days 
after  the  operation. 

This  case  represented  a very  serious  form  of 
empyema  thoracis,  yet  by  careful  handling  and  the 
slow  withdrawal  of  the  collection  it  illustrated  the 
satisfactory  response  which  may  be  obtained. 

Case  3.  Mr.  S.  G.,  aged  17  years. 

The  patient  has  been  very  ill  with  “influenza”  for 
eighteen  days,  and  yesterday  his  doctor  removed  almost 
a “pint”  of  pus  from  his  lungs  and  sent  him  to  the 
hospital. 
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Examination  of  the  chest  reveals  a definite  bulging 
on  the  left  side  which  does  not  move  with  respirations. 
Typical  signs  of  fluid  throughout  left  chest.  Right  side 
was  clear  and  resonated  with  greatly  exaggerated  breath- 
ing. The  heart  was  pushed  to  the  right,  the  apex  im- 
pulse being  best  seen  and  felt  in  the  fourth  interspace, 
just  to  the  right  of  the  sternum.  The  sounds  were 
regular,  rapid  and  of  good  quality. 

Hemoglobin  90  per  cent,  r.b.c.  3,830,000;  w.b.c.  15,- 
800.  Neutrophiles  88  per  cent.  Urine  negative. 

Roentgenogram  revealed  usual  picture  of  fluid  in  the 
left  chest.  Culture  of  aspirated  pus  revealed  pure  cul- 
ture of  hemolytic  streptococcus. 

On  the  morning  following  admission,  an  intercostal 
thoracotomy  was  performed  under  local  anesthesia.  Re- 
move! of  the  pus  was  begun  by  degrees  and  continued 
for  two  days,  when  it  became  too  thick  to  pass  through 
the  tube.  Consequently,  a rib  resection  was  performed 
three  days  after  the  thoracotomy.  Usual  irrigation  of 
the  cavity  was  then  started  with  Dakin’s  solution  and 
patient  made  an  uneventful  recovery. 

Of  course,  it  was  hoped  that  the  closed  drainage 
would  be  sufficient  in  this  case.  However,  the  pus 
became  too  thick  and  rib  resection  was  imperative,  but 
was  likewise  safe,  for  the  establishing  of  graded  drainage 
by  the  thoracotomy  had  greatly  diminished  the  danger 
of  collapse  when  the  open  operation  had  to  be  done 
later. 

The  use  of  blow  bottles  or  toy  balloons  and  arm 
exercises  was  instituted  in  these  cases  as  soon  as 
possible  after  operation.  This  procedure  greatly 
hastened  lung  expansion,  insured  rapid  obliteration 
of  the  empyema  cavity  and  greatly  eliminated  the 
formation  of  mediastinal  adhesions. 

This  paper  would  not  be  complete  without  a 
few  words  concerning  the  method  of  instituting 
closed  drainage.  It  can  and  should  be  as  simply 
done  as  an  aspiration.  A good-sized  trocar  is  ob- 
tained which  will  admit  a rubber  tube  approxi- 
mately the  size  of  a 22  French  catheter.  I prefer 
rubber  tubing  rather  than  a catheter  as  the  walls 
are  firmer  and  there  is  less  danger  of  the  tube 
collapsing  from  external  pressure. 

Select  as  a site  the  eighth  or  ninth  interspace  in 
the  posterior  axillary  line  and  infiltrate  with  0.5 
per  cent  novocaine.  Reaffirm  the  location  of  the 
pus  by  puncture  needle,  and  then  insert  the  trocar 
after  making  a short  incision  to  the  pleura.  If  the 
drainage  tube  is  inserted  within  the  trocar  and 
clamped,  no  air  can  enter  the  pleural  cavity,  and 
the  pus  may  be  evacuated  slowly  as  described  in 
case  3.  A nice  point  of  technic,  developed  by 
Alexanderi,  is  to  push  the  skin  and  muscles  up- 
wards when  the  incision  is  made,  thus  further  in- 
sunng  air  tight  drainage  with  the  return  of  the 
tissues  to  their  normal  level. 

1.  Alexander.  J.:  Airtight  Intercostal  Drainage  of  Acute  Em- 
pyema. J.  A.  M.  A.  1929  92;  1H18-1821. 


Never  should  drainage  be  attempted  below  the 
ninth  interspace,  because  of  danger  of  injuring  the 
diaphragm.  With  this  type  of  closed  drainage  it 
is  not  necessary  that  the  bottom  of  the  abcess  be 
sought. 

When  the  patient  returns  to  his  room,  the  tube 
is  connected  to  another  tube  which  is  inserted  into 
a tightly  corked  bottle  containing  sterile  water, 
the  tip  of  the  tube  resting  beneath  the  water.  At 
two  hour  intervals  100  cc.  or  less  is  allowed  to 
escape  until  drainage  ceases;  the  clamp  is  then 
permanently  removed.  Now  the  sterilization  of 
the  cavity  is  started  with  irrigations  of  Dakin’s 
solution.  The  cavity  is  measured  every  two  days 
and  a record  kept  of  its  size. 

CONCLUSIONS 

1.  Acute  empyema  thoracis  is  not  an  emergency 
condition,  except,  possibly,  in  very  rare  instances 
and  should  not  be  treated  as  such. 

2.  Each  case  should  be  individualized,  the  etio- 
logic  organism  determined  and  the  plan  of  therapy 
adapted  accordingly. 

3.  There  should  be  no  conflict  between  open 
and  closed  drainage,  but  rather  they  should  be 
applied  as  the  individual  case  demands. 


THORACOPLASTY  IN  THE  TREATMENT 
OF  PULMONARY  TUBERCULOSIS 
Ross  E.  McPhail,  M.D. 

LAKEVIEW,  WASH. 

Surgery  of  the  twentieth  century  can  boast  of  no 
more  important  advance  than  that  now  being  made 
in  the  operative  management  of  pulmonary  tubercu- 
losis. Only  a few  years  ago  any  kind  of  surgery  for 
the  disease  was  considered  ill  advised.  Extrapleural 
paravertebral  thoracoplasty  and  allied  procedures  arc 
now  offering  to  a large  group  of  persons  with  pre- 
dominately unilateral  tuberculosis  an  excellent  chance 
to  escape  a certain  tuberculous  death  and  to  become 
permanently  well.  Furthermore,  it  is  offering  them 
an  opportunity  to  earn  their  living  and  to  return  to 
their  families  and  communities  without  fear  of 
spreading  infection. 

At  the  present  time  only  relatively  few  cases  of 
far  advanced  tuberculosis  are  receiving  the  benefits 
of  surgery.  Almost  without  exception  each  patient 
operated  upon  would  have  died  of  tuberculosis,  if 
operation  had  not  been  performed.  According  to 
Alexander  of  Ann  Arbor  37  per  cent  of  the  surgic- 
ally treated  cases  in  all  countries  in  recent  years 
have  actually  been  cured  and  another  21  per  cent 
decidedly  improved. 
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The  surgical  management  of  pulmonary  tubercu- 
losis  is  a relatively  new  subject.  Study  of  the  prob- 
lems of  the  indications  and  contraindications  for 
operation  and  suggestions  for  new  surgical  proced- 
ures are  still  being  made  and  are  continually  increas- 
ing the  usefulness  of  this  specialty.  Better  know- 
ledge of  what  each  old  and  new  operation  is  cap- 
able of  accomplishing  soon  will  cause  specialists  in 
tuberculosis  to  refer  for  surgery  many  patients 
whose  disease  is  far  less  advanced,  and  whose  better 
lung  and  other  organs  are  more  often  wholly  free 
of  clinical  tuberculosis  than  are  those  who  are  at 
present  being  operated  upon.  When  the  time  comes, 
the  result  of  surgery  will  be  even  more  satisfactory 
than  the  excellent  ones  now  being  obtained. 

In  view  of  the  enormous  amount  of  work  that 
has  been  done  since  the  days  of  Koch  to  find  a cure 
for  mankind's  most  widespread  disease,  it  is  surpris- 
ing that  the  medical  profession  as  a whole  knows  so 
little  of  pulmonary  compression.  Without  doubt  it 
is  the  most  valuable  contribution  to  the  therapy  of 
pulmonary’^  tuberculosis  that  has  been  made  in  the 
present  centur>\  Artificial  pneumothorax,  which 
be  called  the  medical  branch  of  pulmonary  compres- 
sion, is  moderately  well  known  by  the  profession, 
but  surgical  compression  is  not. 

There  exists  today  among  physicians  and  patients 
a hazy  notion  that  the  shock  and  mortality  from  the 
rib  operations  are  terrific,  the  postoperative  pain 
scarcely  endurable  and  permanent  clinical  success 
a rarity.  They  believe  that  the  survivors,  grossly 
mutilated  and  crippled,  may  only  hope  to  drag  them- 
selves through  a few  extra  years  of  burdensome  life. 
That  this  notion  is  not  based  upon  fact  will  be  evi- 
dent to  anyone  who  is  informed  on  present  day 
techinc  and  results. 

The  value  of  surgery  for  selected  cases  of  pul- 
monary tuberculosis  is  no  longer  a matter  of  dis- 
cussion. In  the  few  localities,  where  modern  surgical 
methods  have  been  properly  introduced  and  demons- 
trated to  the  medical  community,  they  have  been 
adopted.  It  is  necessary  that  physicians  acquaint 
themselves  with  indications  and  contraindications 
for  surgery'  so  that  the  thousands  of  patients  who 
w'ould  otherwise  certainly  be  lost  may  be  saved. 

Only  exact  knowledge  of  the  possibilities  and  ac- 
complishments of  surgery  can  dispel  the  widespread 
confusion,  prejudice  and  ignorance  existing  at  pres- 
ent with  regard  to  the  operative  management  of 
pulmonary  tuberculosis.  It  is  neither  necessary  nor 
desirable  that  the  medical  profession  should  acquaint 
itself  with  the  many  details  of  this  specialty'.  It 
should  be  sufficiently'  conversant  with  the  subject 


to  be  ready  to  refer  patients  who  may  be  suitable 
cases  to  those  specialists  in  tuberculosis  and  thor- 
acic surgery'  who  are  making  a thorough  study'  of 
it.  The  time  has  come  when  the  tuberculosis  spe- 
cialist must  keep  himself  thoroughly'  posted  on  the 
advances  that  are  being  made  v.Tth  respect  to  the 
proper  indications  and  contraindications  for  surgery', 
especially  with  respect  to  the  time  when  operation 
should  be  recommended. 

There  is  need  for  skilled  surgeons  in  every  sec- 
tion of  the  world  to  study  the  entire  subject  of 
surgery  of  pulmonary'  tuberculosis.  They  should  be 
fully  prepared  to  consult  with  tuberculosis  special- 
ists and  refer  patients  to  them.  In  addition  they' 
should  be  competent  to  undertake  the  operative  pro- 
cedures now  employed  merely  by  depending  upon 
their  knowledge  of  these  specific  problms  which 
arise  in  the  performance  of  these  special  thoracic 
operations,  and  in  the  preoperative  and  postopera- 
tive care  of  tuberculous  patients.  These  are  the  es- 
sential parts  of  the  equipment  of  any  surgeon  un- 
dertaking their  treatment. 

Only'  through  active  cooperation  between  the 
tuberculous  specialist  and  surgeon  it  is  possible  ro 
select  patients  for  operation  rationally  and  to  avoid 
great  disappointments.  The  patient  should  practical- 
ly never  be  operated  upon  w'hen  first  seen  by-  a 
physician.  He  should  undergo  a period  of  observa- 
tion and  treatment  of  at  least  several  months'  dura- 
tion. The  tuberculosis  specialist  in  charge  of  him 
at  that  time  must  be  thoroughly  familiar  with  the 
indications  and  contraindications  for  operation,  and 
the  results  that  may'  be  expected  in  any  given  ty'pe 
of  case.  If  at  any  time  during  the  course  of  obser- 
vation the  specialist  finds  that  the  chances  of  a 
medical  cure  are  not  reasonably  good,  that  what- 
ever tuberculosis  may  be  present  in  the  better  lung 
would  probably  not  be  harmed  by'  operation  and 
that  the  patient's  condition  is  sufficiently  satisfac- 
tory to  undergo  it,  he  should  then  call  the  surgeon 
into  consultation.  Such  an  alliance  between  the 
tuberculous  specialist  and  the  surgeon  is  essential  if 
surgery'  of  pulmonary  tuberculosis  is  to  accomplish 
its  greatest  good. 

It  has  been  said  that  the  number  of  those  whose 
pulmonary  disease  is  sufficiently  unilateral  to  war- 
rant compression  of  one  lung  is  usually  estimated 
at  ten  per  cent.  At  present  few  physicians  recom- 
mend operation  until  artificial  pneumothorax  has 
failed  and  until  the  patient  has  been  cured  for 
many  months,  has  steadily  lost  ground  and  to  whom 
a continuation  of  these  methods  of  treatment  offers 
little  hope  of  ultimate  cure.  That  surgery  has  been 
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able  to  accomplish  as  much  as  it  has  in  such  far 
advanced  cases,  gives  promise  that  much  more  will 
he  achieved  when  broader  experience  clearly  de' 
fines  the  indications  and  contraindications,  and  when 
patients  arc  referred  for  surgery  when  they  are  in 
relatively  good  condition  before  the  disease  has  be- 
come  very  far  advanced  with  cavity  formation  and 
perhaps  repeated  hemoptyses. 

It  is  possible  for  an  experienced  tuberculous  spe- 
cialist  to  predict  with  considerable  accuracy  in  a 
large  percentage  of  cases  the  course  that  a patient 
with  moderately  advanced  tuberculosis  who  has  been 
under  his  care  for  some  months  will  take,  if  an 
artificial  pneumothorax  or  the  usual  routine  treat- 
ment  is  continued.  If  the  probabilities  are  decidedly 
in  favor  of  a gradual  downw'ard  progression  and 
eventual  death  from  tuberculosis,  the  question  as  to 
whether  or  not  to  accept  operation  is  somewhat 
similar  to  that  which  arises  during  the  operable 
stage  of  cancer.  Most  persons  fully  adivsed  of  the 
facts  accept  operation  w'hile  the  changes  of  cure 
are  still  good.  From  many  experienced  surgeons 
comes  the  plea  for  earlier  operation  for  those  pa- 
tients who  have  not  continued  to  benefit  from  a 
sanatorium  regime  and  especially  for  those  who  are 
not  making  satisfactory  improvement  with  artificial 
pneumothorax  which  is  incomplete  because  of 
pleural  adhesions. 

There  is  a very  large  group  of  patients  w'ho  can- 
not afford  to  rest  without  working  for  a period  of 
several  years,  even  if  assured  that  they  may  expect 
to  be  cured  at  the  end  of  that  time,  nor  are  thei'e 
enough  sanatoria  to  supervise  their  treatment.  The 
majority  of  such  persons  gradually  drift  downward, 
spreading  infection  in  their  communities,  neither 
able  to  rest  nor  to  work  properly,  and  finally  die 
of  tuberculosis.  For  a certain  number  of  them 
thoracoplasty  is  a great  boom,  for  it  offers  an  ex- 
cellent chance  for  early  cure  or  improvement  that 
they  can  obtain  in  no  other  way  and  also  rids  their 
families  and  associates  of  a menace. 

Contrary  to  expectation,  it  has  been  found  that 
even  very  sick  tuberculous  patients  with  fever, 
cavities  and  much  sputum  stand  the  major  operation 
of  thoracoplasty  remarkably  well.  Performed  in  two 
stages  under  proper  anesthesia  upon  a patient  in 
good  general  condition,  operative  shock  is  relatively 
slight.  The  true  operative  mortality  of  thoracop- 
lasty, according  to  Archibald,  Alexander  and  a few 
others,  averages  about  4|  per  cent.  They  mean  by 
this  within  forty-eight  hours  following  the  opera- 
tion. In  addition  to  this,  there  is  a greater  mortality 
during  the  succeeding  weeks  from  complications  that 


are  directly  or  indirectly  the  result  of  operation. 
The  danger,  I think,  is  in  direct  proportion  to  the 
general  condition  and  the  nature  of  this  pulmonary 
pathology. 

Sauerbruch  and  Stocklin  have  reported  thirty- 
nine  cases  belonging  to  the  most  favorable  group. 
Eleven  per  cent  died  from  causes  directly  or  in- 
directly connected  wit  hthe  operation  and  54  per 
cent  were  cured.  Here  in  our  own  sanatorium  I 
have  performed  sixteen  thoracoplasties  since  Feb- 
ruary, 1931,  with  a mortality  rate  of  \1\  per  cent. 
One  death,  which  occurred  three  weeks  after  the 
second  stage  operation,  was  due  to  a tuberculous 
bronchial  pneumonia,  and  the  other  patient  died 
tw'o  weeks  after  operation  with  increased  activation 
of  the  other  lung  and  complicating  intestinal  tuber- 
culosis. Ten  of  the  above  thoracoplasties  would  fall 
in  the  most  favorable  group  and  obtained  excellent 
results,  and  the  remainder  in  the  moderately  favor- 
able group. 

Emaciated  persons  are  obviously  unsuited  to  un- 
dergo a major  operation.  Those  with  fever,  dysp- 
nea and  rapid  heart  action  are  also  less  suitable. 
These  symptoms,  however,  frequently  disappear  af- 
ter the  lung  is  compressed  and  the  patient’s  condi- 
tion improves  with  surprising  speed.  These  symp- 
toms before  operation  were  no  doubt  due  to  stasis 
of  secondary  reinfection  and  secretions  within  the 
lung. 

It  is  of  great  prognostic  importance  to  know 
whether  the  tuberculous  lesions  in  the  lung  to  be 
compressed  are  chronic  and  fibrous,  in  other  words, 
productive  in  type;  or  are  relatively  acute,  rapidly 
progressive,  in  other  words,  exudative  in  type.  The 
productive  type  is  characteristic  with  retraction  of 
the  chest,  and  the  ribs  are  inclined  markedly  down- 
ward and  are  close  together.  The  heart,,  medi- 
astinum and  trachea  are  pulled  to  the  effected  side 
and  the  diaphragm  up.  By  roentgenogram  the  le- 
sions are  seen  to  be  dense,  compact  and  isolated 
sharply  from  the  surrounding  pulmonary  tissue.  The 
exudative  type  of  lesion  does  not  exert  traction  up- 
on neighboring  structures,  as  it  is  not  chronic  and 
fibrous  in  character.  By  roentgenogram  the  lesions 
are  patchy,  irregular  in  outline  and  fade  away  into 
the  surrounding  lung  tissue  instead  of  having  sharp- 
ly defined  borders.  Clinically,  the  two  types  are 
usually  mixed,  one  or  the  other  predominating. 

In  the  productive  type,  the  prognosis  is  good  be- 
cause the  tendency  toward  fibrous  encapsulation  of 
the  tuberculous  lesions  is  already  present.  In  the 
exudative  type  there  is  relatively  little  tendency  to- 
ward healing  by  scar  tissue,  and  this  type  of  lesion 
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should  not  be  suggested  to  thoracoplasty.  Patients 
with  an  exudative  lesion  are  very  toxic  and  the 
operation  itself  may  prove  such  a shock  to  the 
weakened  and  toxic  patient,  that  the  disease  will 
develop  more  rapidly  than  before  operation.  There- 
fore,  the  results  are  freqeuntly  bad  with  this  type 
of  lesion. 

It  is  a great  rarity  to  find  any  considerable  num- 
ber of  tuberculous  lesions  in  one  lung  and  none  in 
the  other.  It  is  less  common  to  meet  with  unilateral 
disease  in  the  clinical  sense  for  the  reason  that  rela- 
tively small  and  inactive  lesions  in  the  better  lung 
practically  cannot  be  demonstrated  by  physical  ex- 
amination or  roentgenogram.  Inability  to  fortell  ac- 
curately whether  or  not  the  disease  that  exists  in 
the  better  lung  will  progress  after  operation  is  the 
chief  difficulty  to  accurate  selection  of  cases. 

Brauer  finds  that  from  10  to  15  per  cent  of  those 
who  have  been  operated  upon  show  some  progres- 
sion of  tuberculosis  in  the  better  lung,  usually  to 
death.  Sauerbruch  states  that  from  12  to  24  per 
cent  die  from  bilateral  tuberculosis  in  spite  of  sur- 
gical collapse  of  the  more  diseased  lung.  The  ma- 
jority of  clinicians  of  experience  will  agree  that, 
if  tuberculosis  is  demonstrable  in  the  better  lung  by 
roentgenogram  or  physical  examination,  it  must  be 
only  of  a small  extent  and  practically  not  progres- 
sive during  his  observation  period  of  several  months, 
if  success  from  operation  is  to  be  predicted  with 
reasonable  assurance.  Sauerbruch,  Boh,  Ctricklin 
and  Archibald,  physicians  of  extensive  experience, 
lay  great  stress  upon  this  condition.  In  fact,  several 
of  them  go  so  far  as  to  insist  that  any  lesions  that 
may  be  present  in  the  better  lung  must  be  arrested. 

The  question,  whether  or  not  the  tuberculous  lesion 
that  may  be  present  in  the  better  lung  will  progress 
after  operation,  is  a most  difficult  one  for  the  tu- 
berculous specialist  and  surgeon  to  determine. 
Jacobaues  and  Key  state  that  the  size  of  lesion  is  of 
less  importance  than  the  degree  of  activity.  Rales 
and  roentgenographic  evidence  of  fibrotic  lesions  do 
not  necessarily  indicate  tuberculous  activity. 

In  conclusion,  I wish  to  state  that  surgery  is  in- 
dicated when  more  conservative  methods  of  treat- 
ment have  failed  or  are  liable  to  fail,  and  when 
the  prospects  of  cure  or  satisfactory  improvement 
are  poor  without  it.  This  implies  that  so  major  an 
operation  as  thoracoplasty  should  not  be  undertaken 
in  the  earlier  stages  of  tuberculosis,  and  yet,  if  it 
is  to  be  successful,  it  must  be  performed  before  the 
tuberculosis  has  progressed  beyond  reasonable  hope 
of  cure  and  while  the  patient  is  in  relatively  good 
physical  condition. 


MEDICAL  LEGISLATION* 

H.  J.  Whitacre,  M.  D. 

TACOMA,  WASH. 

Existing  laws  and  regulations  pertaining  to  the 
protection  of  health  and  the  care  of  the  sick  in  the 
state  of  Washington  are  a sad  mixture  of  the  good 
and  the  bad,  and  the  sum  total  is  a reflection  upon 
organized  medicine.  Great  credit  and  our  everlasting 
gratitude  are  due  to  our  predecessors  in  the  state 
and  county  medical  societies  for  the  merit  that  is 
continued  in  these  laws.  I do  not  believe  that  I am 
indulging  in  exaggeration,  when  I say  that  the  prac- 
tice of  medicine  in  the  state  of  Washington  would 
have  degenerated  long  ago  to  the  sad  level  of  a com- 
petitive struggle  for  business  with  cultists,  quacks 
and  commercialists,  had  it  not  been  for  the  splendid 
constructive  and  defensive  work  of  the  Public 
Health  League. 

I would  give  all  praise  to  the  good  work  done, 
but  must  lament  those  lapses  in  watchfulness  on 
the  part  of  organized  medicine  which  have  made 
it  possible  for  cultism  to  gain  a legal  status  and  cost 
the  medical  profession  its  position  of  leadership. 
The  Public  Health  League  has  demonstrated  in  a 
splendid  manner  the  possibilities  of  organization 
effort,  but  it  has  likewise  demonstrated  the  diffi- 
culty of  regaining  ground  that  has  been  lost  and 
the  need  of  a much  higher  degree  of  professional 
unity  than  we  have  been  able  to  attain  thus  far. 

This  depression  is  going  to  be  a chastening  ex- 
perience for  most  of  us,  because  it  is  certain  to 
compel  unity  of  action  for  our  salvation.  I cannot 
refrain  from  referring  to  a tribal  system  of  defense 
practiced  by  herds  of  wild  jackasses  in  Brazil.  These 
more  or  less  defenseless  animals  travel  in  groups 
through  trackless  forests  infested  with  beasts  of 
prey,  and  select  open  space  for  the  night.  They  lie 
down  in  a close  circle  all  night  with  a sentinel. 
When  a lion  or  other  enemy  emerges  from  the 
forest,  the  signal  is  given,  the  entire  herd  immedi- 
ately gets  up  and  arranges  itself  in  another  tight 
circle  with  heads  together  and  heels  out,  then  pro- 
ceeds to  kick  the  daylights  out  of  Mr.  Lion,  if  he  is 
so  foolhardy  as  to  attack.  It  strikes  me  that  the 
individualistic  jackasses  of  the  medical  profession 
w'ould  do  well  to  emulate  the  example  of  the  Brazil- 
ian type,  i.e.,  keep  a sentinel  on  watch  during  the 
night,  then  get  their  heads  together  and  their  heels 

•Read  before  Seattle  Academy  of  Surgery.  Seattle,  Wash., 
May  27,  1932. 
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out,  ready  to  kick  the  daylights  out  of  their  ene' 
mies. 

Everybody  is  expecting  the  present  administration 
to  bring  out  a definite  legislative  program,  and  this 
will  be  done.  I want,  however,  to  state  with  all  the 
vehemence  which  I can  command  that  no  legislative 
program  that  we  may  plan  will  meet  with  any  de^ 
gree  of  success,  unless  we  abandon  carping  indivi' 
dualistic  pride  of  opinion,  unite  upon  a definite 
legislative  objective  and  then  express  our  unity  by 
militant  individual  and  component  society  work.  I 
have  some  apprehension  about  formulating  a legis' 
laitive  program  that  will  suit  everybody,  first,  be^ 
cause  so  much  needs  to  be  done  to  bring  us  out  of 
our  present  economic  plight;  second,  because  far 
too  many  of  our  members  want  legislation  for  spe- 
cific  evils  and,  third,  because  the  pressing  need  of 
the  hour  is  more  business,  better  fees  and  less  social' 
ized  medicine.  None  of  these  can  be  cured  speedily 
by  legislation. 

It  will  be  necessary  for  all  of  us  to  get  a vision 
of  the  vastness  of  our  problem  and  the  relationships 
involved  before  we  can  be  satisfied  with  legislation 
that  deals  chiefly  with  fundamental  soundness  for 
the  profession  as  a whole.  This  is  the  only  sort  of 
legislation  that  we  are  likely  to  get  over  this  year. 

There  was  once  a king  who  reigned  in  a country 
where  a snow  capped  mountain  had  baffled  all 
climbers.  The  king  had  three  sons  and  he  said 
to  these  sons,  “there  stands  a mountain  that  none 
of  my  subjects  have  been  able  to  master.  I am 
hoping  that  one  of  my  sons  will  establish  his  right 
to  rule  by  an  accomplishment  greater  than  that  of 
any  of  my  subjects.”  One  son  undertook  to  climb 
and  brought  back  a rare  flower  from  an  elevation 
far  above  any  point  previously  attained,  and  received 
the  commendation  of  his  father.  A second  son  re' 
turned  with  a precious  jewel  which  he  had  clipped 
from  the  rocks  a few  hundred  feet  from  the  summit, 
and  the  king  expressed  his  pride  by  placing  this 
jewel  in  his  crown.  The  third  son  climbed  to  the 
summit,  and  upon  his  return  very  simply  described 
to  his  father  what  he  had  seen.  He  said,  “Father,  I 
saw  all  of  our  kingdom  in  one  sweep  of  the  eye,  I 
saw  very  village  and  every  hamlet  and  the  roads 
that  connected  them.  I saw  in  the  distance  the  land 
of  our  enemies  to  the  north  and  the  east  and  those 
of  our  friends  to  the  west  and  the  south.  Father,  I 
felt  that  I am  seeing  a vision.”  His  father  replied, 
“Son  you  have  seen  a vision,  and  the  depth  of  under' 
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standing  growing  out  of  that  vision  will  abundantly 
qualify  you  to  rule  my  people.  You  shall  be  succes- 
sor  to  my  throne.” 

So  let  us  get  a vision  of  the  length  and  breadth 
of  our  kingdom  of  medical  service.  Let  us  see  with 
eagle  eye,  and  from  a point  far  above  the  petty 
details  of  individual  profit,  our  obligation  to  in' 
dustry,  our  duty  in  the  protection  of  health,  our 
relationships  to  other  social  groups  and  our  obliga' 
tions  to  each  other.  Only  from  the  mountain  top 
will  we  be  able  to  estimate  the  strength  of  our  ene' 
mies  and  plan  a campaign  of  defense.  In  the  clear 
atmosphere  of  the  mountain  top,  the  irritating  de' 
tails  of  daily  practice  will  shrink  to  mole  hills,  quab 
ity  of  service  rendered  and  fairness  to  all  parties 
concerned  will  become  predominant  and  we  shall 
become  the  rightful  rulers  in  the  kingdom  of  medi' 
cal  service. 

I am  not  at  all  sure  that  I have  the  capacity  to 
envisage  or  interpret  the  present  and  future  needs 
of  our  realm  of  medical  care,  but  my  limited  study 
leads  me  to  believe  that  a legislative  program, 
which  will  safeguard  the  ideals  of  the  medical  prO' 
fession,  guarantee  the  best  medical  care  to  the  people 
of  the  state  of  Washington  and  administer  justice 
to  all,  must  include  the  following: 

1.  A coordinate  system  of  medical  care  that  is 
planned,  articulated  and  supervised  by  organized 
medicine. 

2.  A system  that  is  not  under  the  dead  hand  of 
politics. 

3.  A state  health  officer  chosen  and  appointed 
by  the  governor  from  candidates  nominated  by  or' 
ganized  medicine  on  a basis  of  previous  training 
and  qualification. 

4.  An  advisory  board  in  the  Department  of 
Labor  and  Industries,  chosen  by  the  State  Medical 
Association. 

5.  A board  of  medical  license  selected  by  the 
governor  from  physicians  chosen  by  the  Washington 
State  Medical  Association. 

6.  A supermedical  board  with  inquisitorial  rights 
in  all  departments  and  the  right  to  recommend 
measures  for  the  improvement  of  the  services. 

This  is  too  much  to  ask  in  a single  legislative 
year,  however.  We  cannot  expect  to  rise  immedi' 
ately  to  a new  plateau  and  then  go  ahead,  but  must 
be  satisfied  to  progress  slowly,  in  full  consciousness 
of  the  facts  that  our  problems  are  too  complex  for 
the  average  voter  and  that  most  people  think  with 
the  propagandist.  Furthermore,  we  need  more  than 
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professional  influence  to  put  over  needed  changes 
and  must  slowly  educate  the  people  to  each  step 
as  we  advance. 

I find  no  dissent  from  th&  conclusion  that  the 
interests  of  public  welfare  and  the  needs  of  the 
medical  profession  demand  a revision  of  the  exist' 
ing  medical  practice  act.  I feel  quite  certain  that 
the  medical  profession  can  agree  to  support  this 
legislation  unanimously,  and  that  there  will  not  be 
any  serious  objection  from  lay  groups  or  legalized 
cultists,  because  it  will  deal  entirely  with  regula- 
tion  within  the  regular  medical  profession.  An 
entirely  new  medical  practice  act  is  rapidly  taking 
form  and  will  be  submitted  to  the  House  of  Dele- 
gates  on  September  13.  This  new  medical  prac' 
tice  act  will  not  disturb  or  influence  the  Basic 
Science  Law. 

The  Committee  of  Seven  is  now  engaged  in 
the  labor  of  framing  legislation  for  the  control 
of  certain  flagrant  abuses  in  contract  practice  in 
comphance  with  instructions  given  by  the  House 
of  Delegates  at  its  midyear  session.  Numerous 
conferences  have  indicated  that  the  legislation  that 
has  been  planned  w’ill  be  acceptable  to  physicians, 
to  the  Department  of  Labor  and  Industry  and  to 
workmen.  These  proposals  will  be  presented  to 
the  House  of  Delegates  at  the  annual  meeting  in 
September. 

Just  how'  much  additional  legislation  will  be 
presented  is  as  yet  undetermined.  I do  not  believe 
that  we  are  ready  to  initiate  any  health  insurance 
legislation,  but  I do  believe  that  we  must  con- 
stantly add  to  our  knowledge  on  this  subject.  We 
may  be  called  upon  to  resist  objectionable  health 
insurance  proposals  to  the  next  legislative  session, 
or  it  may  become  necessary  for  us  to  fight  for  fair 
treatment  in  some  form  of  health  and  accident 
insurance  that  might  be  proposed  and  thrust  upon 
us. 

I feel  certain  that  most  physicians  would  like 
to  see  something  definite  done  about  government 
abuses  in  the  free  hospitalization  and  treatment  of 
nonservice  connected  veterans  and  government  em- 
ployess.  We  are  not  quite  ready  for  this.  The 
Shoulders  resolution  adopted  by  the  American 
Medical  Association  has  been  withdrawn.  The 
American  Medical  Association  has  now  established 
a very  hopeful  cooperative  relationship  wath  the 
American  Legion  and  the  American  Hospital  As' 
sociation  for  a solution  of  the  problem.  A joint 
committee  including  strong  representatives  from 
each  of  these  organizations  has  reached  an  agree- 


ment on  basic  principles  which  will  be  acceptable 
to  most  physicians.  I am  looking  forward  to  real 
results  from  this  committee.  The  United  States 
Chamber  of  Commerce,  at  its  recent  meeting  in 
San  Francisco,  has  called  in  no  uncertain  terms 
for  the  repeal  of  that  legislation  which  grants 
free  service  to  nonservice  connected  veterans,  as 
a business  necessity. 

As  has  been  stated  previously,  this  legislative 
program  may  not  suit  everybody  because  it  leaves 
so  many  economic  evils  untouched.  Your  state 
officers  are  disposed  to  proceed  cautiously,  how- 
ever, and  do  not  wish  to  develop  antagonism  by 
asking  too  much  at  one  time.  A public  school 
teacher  was  giving  her  class  a lecture  on  gravity. 
"Now,  children,”  he  said,  “it  is  the  law  of  gravity 
that  keeps  us  on  this  earth.”  “But,  please,  teach' 
er,”  inquired  one  child,  “how  did  we  stick  on  be- 
fore the  law  was  passed?” 

Maybe  the  medical  profession  can  stick  on  for 
yet  a while  and  until  such  time  as  we  can  know 
for  sure  just  w’hat  we  want.  I feel  certain  that 
the  time  is  not  far  distant,  when  we  shall  be  able 
to  present  a united  front  in  asking  for  a full  leg- 
islative program  that  will  be  fair  for  the  public, 
fair  for  industry,  fair  for  the  workingman  and 
fair  for  the  medical  profession. 


TREATMENT  OF  INFLAMMATORY  CON 
DITIONS  OF  THE  FEMALE  PELVIS* *= 

F.  Bertr-AM  Zener,  M.  D. 

PORTLAND,  ORE. 

The  use  of  heat  in  the  treatment  of  inflamma- 
tory conditions  of  the  female  pelvis  had  its  origin 
far  back  in  ancient  times.  The  modern  outgrowth 
of  the  use  of  heat,  namely,  the  use  of  high  fre- 
quency currents  or  diathermy,  dates  back  to  the 
latter  part  of  the  nineteenth  century".  Until  re- 
cently the  results  obtained  by  the  use  of  high 
frequency  currents  have  been  rather  indifferent. 

The  indifferent  results  obtained  have  probably 
been  due  to  a number  of  factors.  These  are  (1) 
inadequate  dosage  so  far  as  duration  of  treatment 
is  concerned,  (2)  electrodes  which  w’ere  so  con- 
structed as  to  afford  such  poor  contact  with  the 
tissues  as  to  militate  against  use  of  a current  be- 
cause of  faradic  sensations,  (3)  machines  which 
would  not  deliver  a smooth  current  of  sufficient 
amperage. 

*From  Department  of  Physical  Therapy.  University  of  Ore- 
gon Medical  School. 

*Read  before  the  Fifty-Seventh  Annual  Meeting  of  Oregor. 
State  Medical  Society,  Eugene,  Ore.,  October  22-24.  1931. 
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(B)  curved  to  conform  with  vaginal  portion  of  the  cervix.  Movement  of  the  blades  is  obtained  through  connecting  rods  (D) 
to  collar  (C)  which  is  activated  by  turn  rod  (E),  through  which  connection  to  high  frequency  machine  is  made. 

Pig.  2.  Drawing  of  sagittal  section  of  female  pelvis,  showing  Zener  Electrode  in  place. 

Fig.  3.  View  of  cervix  through  tube  of  electrode  with  thermometer  in  cervical  canal. 


However,  in  spite  of  the  above  mentioned  limi' 
tations,  rather  favorable  results  have  been  ob' 
tained  by  the  use  of  diathermy  in  pelvic  inflam' 
matory  conditions  by  numerous  careful  investi' 
gators. 

Van  Bubeni  reports  142  cases  treated  with  the 
following  results: 


Cases  Per  Cent 

49  cured,  34.5 

81  improved,  57.1 

12  unimproved,  8.4 


Cherr>'2  reports  relief  of  pain  in  nearly  100  per 
cent;  30  per  cent  of  cases  show  a disappearance  of 
masses,  and  reduction  of  masses  in  27  per  cent. 
In  those  cases  of  para  or  perimetritis  without 
masses  there  was  relief  of  pain  in  92  per  cent. 
He  further  states  “as  preliminary  treatment  of 
operation  among  patients  whose  pelvic  masses  per' 
sist,  diathermy  is  the  best  agent  we  possess.” 


Hyams3  reports  marked  relief  of  symptoms  ir 
46  cases  of  parametritis. 

Scheffey  and  Schmidt4  report  40  per  cent 
cures;  30  per  cent  improved,  and  30  per  cent  nc 
improvement  in  30  cases  of  adnexal  disease  treated 
by  diathermy  to  the  pelvis.  They  used  the  ab- 
dominosacral  technic  rather  than  the  intravaginal- 
sacral  or  abdominal  method.  They  state,  “lesi 
technical  difficulty  was  noted  in  the  operative 
cases  preceded  by  diathermy,  as  evidenced  by  de- 
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creased  density  of  adhesions  and  their  more  ready 
separation.” 

Lindemann  found  that  operation  was  greatly 
facilitated  by  prior  use  of  diathermy.  Crossen  in 
his  latest  book  has  recognized  the  fact  that  there 
is  a very  definite  field  in  which  diathermy  is  the 
treatment  of  choice.  Gelhorn  has  several  reports 
of  favorable  progress  in  small  series  of  cases  which 
are  not  cited  here  because  of  the  meagerness  of 
material  given. 

From  the  above  reports  it  is  seen  that  results 
comparable  to  those  obtained  by  surgery  were 
obtained  by  the  use  of  diathermy.  Curtis^  states 
that  “if  reinfections  can  be  avoided,  only  15  per 
cent  of  gonorrheal  infections  ultimately  require 
surgical  intervention.” 

In  the  series  of  cases  which  we  are  reporting, 
we  have  set  up  rather  rigid  standards  for  pro' 
nouncement  of  improvement.  These  are  (1)  relief 
of  pain,  (2)  increase  of  mobility  of  structure,  (3) 
decrease  in  induration,  (4)  reduction  of  masses. 

A case  is  not  considered  cured  until  the  four 
criteria  above  have  been  fulfilled,  namely,  disap' 
pearance  of  all  masses  and  induration  for  a period 
of  two  months  following  the  cessation  of  treat' 
ment. 

The  work  which  is  here  reported  is  the  out' 
growth  of  several  years  work  by  the  author  with 
the  then  existing  electrodes.  After  using  the 
Corbus  electrode^  the  Chapman  and  others,  he 
feels  that  the  ideal  electrode  should  fulfill  the 
following  requirements:  (1)  To  afford  firm  con' 
tact  with  the  tissues,  (2)  to  fit  all  sizes  of  cer' 

5.  Curtiss.  Am.  J.  Ob.  and  Gyn.  Vol.  19:381,  1930. 


346 


PELVIC  INFLAMMATION — ZENER 


Vol.  XXXI,  No.  7 


vices,  (3)  to  allow  measurements  of  the  amount 
of  heat  generated  in  the  tissues  rather  than  the 
temperature  of  the  electrode,  (4)  to  allow  the 
treatment  to  be  given  with  the  patient  in  a re- 
laxed recumbent  position. 

The  electrode  which  was  devised  to  meet  these 
requirements  consists  of  two  main  portions  (figs. 
1,2,3).  The  active  portion  consists  of  four  blades 
(B)  attached  by  hinges  to  the  tube.  The  blades 
are  so  designed  as  to  fit  over  the  vaginal  portion 
of  the  cervix  and  are  more  movable.  The  tube  (A) 
is  usually  insulated  by  means  of  a rubber  tube. 

Using  the  above  described  electrode  it  was 
found  that  the  following  technic  was  the  best 
suited.  The  patient  is  placed  in  the  ordinary  lith- 
otomy position  and  the  electrode  introduced  in 
a manner  similar  to  that  used  in  introducing  the 
ordinary  vaginal  speculum,  with  the  blades  closed. 
After  the  blades  are  in  the  vagina,  the  electrode 
is  rotated  to  bring  its  stem  to  the  lower  position. 
The  blades  are  then  opened  and  the  cervix  brought 
into  view.  The  thermometer  is  inserted  into  the 
cervical  canal  and  the  blades  are  closed  snugly 
around  the  cervix.  A block  tin  belt  electrode, 
five  inches  wide,  is  placed  around  the  abdomen 
and  the  machine  attached. 

The  duration  of  treatment  should  not  be  less 
than  twenty-five  minutes.  It  was  found  that  the 


current  could  he  built  up  to  the  peak  within  a 
minute  rather  than  slowly  as  with  other  technics. 
This  is  probably  due  to  the  better  contact,  en- 
abling the  current  to  flow  with  less  resistance  be- 
tween the  electrode  and  the  tissues.  One  thing 
should  always  be  remembered,  watch  the  thermom- 
eter and  not  the  ammeter.  The  reason  for  this 
caution  will  be  explained  later. 

Feeling  that  some  knowledge  of  the  alteration 
occurring  in  the  tissues  of  the  female  pelvis  was 
necessary,  if  we  were  to  be  able  to  use  this  mode 
of  therapy  rationally,  observations  were  made 
along  the  following  lines:  (1)  Temperatures  as 
recorded  by  thermometers  in  the  cervix,  urethra 
and  rectum,  (2)  general  body  (mouth)  temper- 
ature, pulse  and  respiratory  rates  at  five  minute 
intervals  throuhout  the  treatment,  (3)  determina- 
tion of  the  leucocyte  and  ery-throcyte  count  of 
blood  from  the  finger  and  from  the  cervix  before 
and  after  treatment. 

A study  of  the  chart  (fig.  4)  shows  the  effect 
of  the  passage  of  high  frequency  current  through 
the  female  pelvis  in  the  average  case.  It  is  seen 
that  the  temperatures  recorded  in  the  cervix,  ur- 
ethra and  rectum  reach  a peak  in  approximately 
five  minutes.  This  peak  is  maintained  for  ten  to 
fifteen  minutes  and  then  gradually  drops  1 or  2 
degrees,  regardless  of  the  milliamperage.  It  is 
seen  that  the  temperatures  attained  in  the  urethra 
and  rectum  are  approximately  the  same,  while 
that  in  the  cervix  is  about  2 degrees  higher.  The 
average  peak  temperatures  readings  for  the  series 
of  cases  are:  Cervix  112°F.,  urethra  and  rectum 
110°F. 

It  is  seen  that  the  temperature  as  recorded  in 
the  mouth  reaches  a peak  at  the  time  that  the 
tissue  (local)  temperature  is  beginning  to  fall.  All 
patients  ended  treatment  with  a temperature  of 
0.5  to  2.5  degrees  higher  than  that  at  beginning  of 
the  treatment.  Likewise  the  pulse  and  respiratory 
rates  were  increased. 

It  was  noticed  that  the  patient  broke  out  in  a 
profuse  perspiration  about  one  minute  after  the 
local  temperature  began  to  fall.  The  more  pro- 
fuse the  perspiration,  the  greater  the  fall  in  tem- 
perature. 

The  study  of  the  graphic  record  of  the  blood 
counts  reveals  some  very  interesting  facts.  At 
first  we  took  the  leucocyte  count  only  from  the 
finger,  but  finding  a consistent  drop,  felt  that 
it  was  due  to  dilution  of  the  blood.  We  were 
rather  surprised  that  the  leucocyte  count  in  cer- 
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vical  blood  showed  a definite  and  consistent  in- 
crease.  A check  of  the  erythrocyte  count  showed 
a decrease  from  both  the  peripheral  and  the  pelvic 
blood,  (tables  1,  2,  3). 

TABLE  1 


CH.^NGES  IN  THE  LEUCOCYTE  COUNT  AND  THE  SCHILLING 


Pi 

MB 


FH 


HE 


LV 


AC 


LM 


RH 


K 

DeJ 


O 

EH 


COUNT  TAKEN  FROM  FINGER  BEFORE  AND 
AFTER  TREATMENT 


Date 

WBC 

Juv. 

Stab 

Seg.  Baso. 

Kos. 

Lym 

Mono 

4-16 

9,800 

6 

71 

1 

17 

5 

7,200 

9 

54 

3 

24 

10 

4-21 

8,150 

6 

69 

1 

20 

5 

6,750 

7 

74 

1 

18 

5 

6,750 

7 

74 

1 

18 

5 

4-24 

10,600 

5 

74 

1 

16 

4 

9,900 

2 

60 

2 

35 

1 

4-28 

10,500 

3 

65 

0 

29 

2 

9,150 

2 

67 

1 

28 

1 

4-20 

10,950 

1 

8 

55 

0 

7 

24 

4 

9,250 

0 

4 

55 

1 

4 

33 

4 

4-23 

8,850 

3 

56 

0 

4 

22 

4 

6,250 

3 

33 

1 

6 

56 

2 

4-26 

8,900 

3 

56 

4 

32 

5 

6,400 

4 

40 

6 

47 

3 

4-17 

14,400 

9 

53 

0 

36 

1 

11,750 

9 

60 

1 

28 

3 

4-21 

14,650 

0 

6 

43 

2 

45 

3 

8,650 

1 

8 

55 

0 

36 

1 

4-24 

14,650 

5 

65 

26 

3 

12,600 

5 

67 

27 

2 

4-28 

11,700 

5 

70 

0 

1 

23 

1 

11,000 

4 

53 

1 

1 

38 

4 

5-1 

10.850 

5 

50 

0 

0 

41 

4 

9,850 

6 

5 3 

1 

2 

35 

3 

4-17 

9,750 

2 

67 

2 

23 

6 

7,800 

0 

63 

2 

30 

4 

4-21 

8,350 

2 

7 

50 

0 

1 

35 

4 

8,650 

6 

7 

68 

1 

1 

20 

4 

4-24 

7,700 

5 

54 

2 

35 

4 

6,950 

4 

47 

2 

44 

3 

4-28 

9,250 

4 

60 

0 

1 

33 

2 

7,800 

4 

48 

1 

3 

41 

3 

4-21 

9,200 

6 

57 

0 

3 5 

2 

7,550 

5 

69 

1 

23 

2 

4-29 

8,800 

7 

39 

1 

48 

5 

8,100 

4 

47 

1 

47 

8 

4-15 

9.000 

0 

6 

64 

2 

0 

24 

4 

7,550 

1 

5 

57 

1 

35 

1 

4-21 

7,450 

4 

59 

0 

28 

8 

6,750 

6 

60 

25 

8 

4-24 

8,900 

3 

64 

1 

20 

4 

6,100 

7 

59 

1 

27 

6 

4-28 

9.600 

6 

67 

0 

22 

5 

8,650 

9 

56 

1 

28 

7 

4-17 

11,550 

4 

68 

1 

1 

28 

1 

11,600 

4 

63 

1 

1 

19 

8 

4-20 

10,800 

6 

58 

2 

28 

7 

10,500 

7 

53 

2 

31 

7 

4-22 

8,900 

3 

64 

20 

4 

6,100 

7 

59 

27 

6 

4-29 

10,500 

10 

63 

22 

5 

10,300 

6 

47 

36 

10 

5-1 

12,450 

5 

61 

1 

31 

2 

11,000 

2 

56 

0 

36 

6 

4-22 

9,850 

1 3 

62 

21 

3 

10,000 

10 

60 

23 

7 

4-25 

9,350 

10 

59 

1 

29 

3 

8,150 

10 

54 

1 

29 

6 

4-29 

10,450 

6 

68 

1 

20 

5 

8,250 

4 

76 

1 

14 

6 

4-23 

10,050 

5 

65 

0 

1 

29 

5 

9,250 

6 

64 

1 

1 

24 

6 

4-25 

9,800 

5 

69 

1 

1 

20 

5 

8,250 

0 

0 

0 

1-15 

11,450 

4 

45 

0 

3 

46 

1 

9,000 

4 

42 

1 

3 

45 

6 

4-18 

10,300 

4 

63 

1 

1 

27 

1 

8,650 

0 

1 

4-17 

12,950 

1 

5 

58 

2 

1 

28 

2 

13,450 

6 

65 

0 

5 

21 

2 

4-20 

9,200 

7 

61 

1 

27 

4 

4-20 

9.200 

7 

61 

1 

27 

4 

8,500 

4 

66 

0 

25 

5 

4-28 

8,700 

6 

59 

2 

0 

25 

8 

8,400 

9 

66 

0 

3 

29 

3 

5-1 

9,150 

1 

7 

53 

1 

31 

7 

8,200 

0 

5 

50 

4 

35 

6 

5-14 

12,650 

4 

70 

1 

21 

4 

11,650 

6 

60 

1 

38 

5 

TABLE  2 

CHANGES  IN  THE  LEUCOCYTE  COUNTS  TAKEN  FROM 
FINGER  AND  CERVIX  BEFORE  AND  AFTER 
TREATMENT  ARE  SHOWN  BELOW 


Cervix  Finger 


atient 

DateP 

Before 

After 

Before 

After 

5-1 

9,800 

11,800 

12,500 

11,000 

K 

5-4 

12,600 

14,600 

13,100 

12,500 

D 

5-1 

8,700 

21,100 

9,100 

8,200 

5-2 

8,300 

10,100 

8,300 

7,200 

5-4 

11,100 

14,500 

11,100 

10,200 

5-5 

11,000 

11,600 

9,000 

7,900 

5-14 

8,800 

11,400 

9,200 

7,900 

E H 

5-1 

10,500 

13,500 

10,900 

8,700 

5-4 

9,300 

10,500 

9,400 

9,000 

AC 

4-29 

7,500 

9,500 

8,800 

8,100 

R 

5-1 

9,500 

11,500 

9,400 

9,000 

0 

5-2 

7,500 

12,300 

7,800 

7,800 

T 

5-5 

8,200 

13,500 

7,200 

7,500 

H E 

5-9 

10,300 

16.000 

13,500 

1 1 ,000 

DeJ 

5-13 

8,000 

9,700 

8,600 

6,800 

LV 

5-14 

7,800 

10,300 

8,400 

7,600 

TABLE  3 * 

CHANGES  IN  ERYTHOCOCYTE  COUNTS  TAKEN  FROM  FINGER 
AND  CERVIX  BEFORE  AND  AFTER  TREATMENTS 
ARE  TABULATED  BELOW 


Pa-  Cervix  Finger 


tient 

Date 

Before 

After 

Before 

After 

K 

5-10 

4,440.000 

4,160,000 

4,5  50,000 

4,540  000 

HE 

5-10 

4,100,000 

3.120,000 

4,580,000 

4.020,000 

5-18 

3,440,000 

2,420.000 

4,730,000 

4,260,000 

R 

5-10 

4,080.000 

3,020.000 

4,340,000 

3,660,000 

5-18 

5,120,000 

4,500.000 

4,320.000 

4,480,000 

DeJ 

5-13 

3,800,000 

3,340.000 

3,820,000 

3,680,000 

D 

5-13 

3,780,000 

3.060,000 

3.960,000 

3,340,000 

LV 

5-13 

4,180,000 

3,500.000 

4,349,999 

4,040,000 

T 

5-14 

5.040,000 

4,660,000 

4,830,000 

4,360,000 

5-18 

4,840,000 

5,020,000 

5,180,000 

4,320,000 

MB 

5-18 

3,740,000 

3,600.000 

4,200,000 

4,202,000 

The  effects  of  the  generation  of  heat  in  the 
female  pelvis  by  means  of  this  technic  may  be 
divided  into  local  and  general  effects.  The  local 
effects  are  summed  up  in  an  increase  in  tissue 
temperature  which  in  some  instances  reached 
115°F.  in  the  cervix  before  the  machine  was 
turned  off,  and  which  averaged  112°.  There  is 
a decrease  in  the  erythrocyte  content  of  pelvic 
blood  but  an  increase  in  leucocyte  content  which 
in  one  instance  showed  an  increase  of  11,000,  or 
110  per  cent. 

The  general  of  systemac  effects  are  (1)  an 
increase  in  body  temperature,  pulse  and  respira- 
tory  rates,  (2)  a decrease  in  both  erythrocytes 
and  leucocytes  in  the  peripheral  blood,  (3)  a du 
lution  of  the  blood  by  an  increase  in  its  fluid 
content. 
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To  what  agency  should  we  attribute  the  bene- 
ficial  results  obtained?  To  the  heat  generated? 
It  is  possible  that  in  the  cases  of  acute  gonorrheal 
salpingitis  there  is  a destruction  of  the  gonococcus 
by  the  heat.  It  has  been  determined  that  the 
thermolethal  point  for  the  gonococcus  is  only 
116°F.  in  vitro,  so  that  it  is  entirely  possible  that 
the  heat  does  dispose  of  it.  However,  it  has  also 
been  determined  that  the  thermolethal  point  for 
the  streptococcus,  staphylococcus  and  colon  bacillus 
is  in  excess  for  140°F.  Obviously,  the  heat  per  se 
can  have  no  effect  on  the  organisms. 

Obviously,  then,  w’e  are  dealing  with  effects  of 
the  heat  applied  to  the  tissues.  A local  leucocy- 
tosis  has  been  induced,  and  this  is  Nature’s  agent 
in  overcoming  infection.  But  in  the  acute  cases 
there  is  already  a generalized  leucoc^Tosis,  so  there 
must  be  other  factors  involved  in  the  cure  of 
pelvic  inflammatory  conditions. 

The  first  effect  of  heat  applied  to  the  tissues 
is  a vasodilatation  of  the  capillaries  in  the  local 
area.  There  is  an  increased  flow  of  blood  to  that 
area.  There  is  also  an  increase  in  the  amount  of 
plasma  of  the  blood.  This  is  demonstrated  by  the 
alteration  (decrease)  of  blood  cells,  total  solids 
and  hemoglobin.  The  source  of  this  fluid  is  in- 
adequately  known.  These  alterations  in  the  blood 
appear  to  be  mainly  necessitated  by  the  vasodila- 
tation  of  the  vessels. 

The  interpretation  of  similar  phenomona  by 
other  investigators  leads  us  to  feel  that  the  hyper' 
cmia  which  is  induced  in  the  pelvis  has  a two- 
fold  purppse:  (1)  Dissipation  of  the  local  heat, 

(2)  therapeutic  action  due  to  the  increased  ab- 
sorptive power  of  blood  and  the  increase  in  leuco- 
c>Tes.  The  law  of  Van't  Hoff  states  that  in  any 
system,  organic  or  inorganic,  with  every  degree 
rise  of  temperature  there  is  an  increase  of  10  per 
cent  in  chemical  activity  and  2.^  per  cent  in  elec- 
tric conductivity. 

Having  completed  the  preliminary  w'ork  on 
technic  and  research,  active  treatment  of  cases  w’as 
begun.  At  first  only  chronic  conditions  were 
treated.  We  found  that  as  long  as  certain  limi- 
tations were  observ’ed,  we  obtained  good  results. 
This  limitation  was  not  of  type  of  case  nor 
whether  there  were  present  any  of  the  conditions 
which  are  commonly  set  up  as  contraindications 
to  the  use  of  diathermy.  The  limitation  which 
we  have  been  compelled  to  observe  in  all  cases  is 
that  of  maximum  temperature.  If  at  the  first 
treatment  of  111*^  or  I12Tiwas  attained,  a large 

. ELPHLA 


percentage  of  the  cases  reported  that  they  felt 
worse  following  their  treatment.  On  examina- 
tion of  these  patients  there  was  found  an  increase 
in  tenderness  and  induration.  Also,  if  on  subse- 
quent treatments,  a temperature  of  114°  was  ex- 
ceeded, the  same  phenomona  were  noticed. 

As  a result  of  these  observations,  a few  rules 
were  formulated.  In  general,  the  rules  can  be  sum- 
marized by  the  statement  that  the  more  acute  the 
case,  the  slower  was  the  increase  in  elevation  of 
temperature  permitted.  All  cases  are  now  put 
on  the  following  schedule; 

Treatment  Cervical  Temp.  Duration 

First  105°  15  min. 

If  no  increase  in  subjective  symptoms.  z 

Second  108°  2o  min. 

Third  & subsequent  112°  25-30  min. 

All  conditions  are  now  being  treated,  from  the 
acute  gonorrheal  endocervicitis,  acute  pyosalping- 
itis  and  “frozen  pelvis”  to  the  most  chronic  in- 
flammatory' condition.  Results  have  been  e.xcel- 
lent,  but  we  feel  that  this  is  due  in  a great  meas- 
ure to  the  fact  that,  as  Whistler  said  about  his 
colors,  “Madam,  I mix  brains  with  them”;  so  we 
have  been  forced  to  use  as  much  diagnostic  ability 
and  judgment  of  the  case  as  if  w'e  were  admin- 
istering a potent  and  powerful  drug.  It  is  im- 
possible to  stress  too  much  the  fact  that  in  order 
to  use  high  frequency  currents  to  advantage,  we 
must  not  fail  to  have  first,  a proper  diagnosis; 
second,  a proper  knowledge  of  the  possibilities 
for  harm  and;  third,  a knowledge  of  what  bene- 
ficial actions  we  may  expect  from  its  use. 

RESULTS 


.^C^.•TE  GONORRHEAL  INEECTIONS 

12  8 65  4 35 

CHRONIC  INFECTION  ON  GONORRHEAL  BASIS 


19 

9 

47.3  8 42.1 

1 ^ ft  Case  Did  Not 

^ Cooperate 

ACUTE,  SUBACUTE  POSTPARTUM.  POSTABORTAL  INFECTION 

15 

8 

60  7 40 

0 0 

CHRONIC  NONSPECIFIC  INFLAMMATORY 

72 

38 

53.  34-  47 

0 0 

Total— 118 

63 

53.4  54  45.7 

1 0.85 

COMPARATIVE  STATISTICS 

Number  of  Cures 

Improved  No  Change 

cases 

Van  Buben 

142  34.5 

57.1  8.4 

Cherry 

100  42 

30  28 

Scheffey 
and  Schmidt 

30  40 

30  30 

Author 

118  53.4 

47.5  0.85 

It  is  quite 

possible  that  we  have  allowed  our 

enthusiasm 

to 

sway  us  but  we 

have  also  attempted 

to  maintain 

a 

critical  attitude  toward  our  results. 

-.1 
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Wc  have  not  pronounced  a case  cured  until  the 
requirements  outlined  earlier  were  met. 

Our  results  have  been  very  gratifying.  We  do 
not  feel  that  the  cases  can  be  definitely  classed  as 
cured  until  a year  at  least  has  elapsed.  Of  course, 
the  question  of  reinfection  will  enter  into  con' 
sideration.  Those  cases  which  we  have  listed  as 
improved  are  largely  still  under  treatment.  As 
long  as  any  improvement  is  shown  we  will  con' 
tmue  to  treat  them.  It  is  our  hope  that  eventually 
most  of  those  cases  will  be  finally  classed  as  cured. 

In  contrast  to  surgical  handling  of  this  same 
type  of  case,  we  feel  that  the  conservative  method 
has  been  proven,  and  we  hope  that  analysis  of 
our  results  will  show  the  efficacy  of  this  method 
of  handling  inflammatory  conditions  of  the  female 
pelvis. 

In  cases  having  a persistent  endocervicitis  after 
other  conditions  had  responded,  copper  ionization 
of  the  cervix  was  performed  for  the  relief  of  eii' 
docervicitis.  Lacerations  of  the  cervix  uteri  were 
either  cauterized  or  coagulated  where  needed.  In 
our  hands  coagulation  is  easier  to  control,  prac' 
tically  painless  so  far  as  the  patient  is  concerned 
and  gives  equal  if  not  better  results  that  cauteri' 
zation  with  an  actual  cautery.** 

SUMMARY 

1.  A new  electrode  for  the  treatment  of  in' 
flammatory  conditions  of  the  female  pelvic  ou 
gans  is  demonstrated  and  a new  technic  for  treat' 
ment  is  outlined. 

2.  The  effect  of  the  application  of  heat  pro' 
duced  by  high  frequency  currents  on  the  pelvis 
and  on  the  general  systemic  functions  of  the  body 
is  discussed. 

2.  The  results  with  diathermic  treatment  in  a 
series  of  118  cases  of  acute  and  chronic  pelvic 
infections  show  53.4  per  cent  cured,  45.7  per  cent 
improved  and  0.85  per  cent  unimproved. 

SUMMARIES  OF  CASES 

Ca.^e  1.  Mrs.  G.  B.  No.  8018.  Married,  18  years  of 
age.  Chief  complaint  pain  in  right  lower  quadrant, 
accompanied  by  profuse  vaginal  discharge  since  birth 
of  last  child  18  months  ago. 

Pelvic  examination  reveals:  Cervix  shows  mild  erosion, 
corpus  uteri  normal  in  size,  shape,  position,  consistency 
and  mobility.  Adnexa:  Left  ovary  enlarged  and  ten' 
der;  right  broad  ligament  diffusely  indurated. 

After  eleven  treatments  patient  was  discharged  as 
cured.  Pelvic  examination  shows  no  signs  of  inflam' 
matory  change. 

Case  2.  Mrs.  L.  M.  No.  7283.  Married,  18  yrs.  of 
age. 

*°It  was  brought  out  in  discussion  of  this  paper  that 
nearly  all  of  these  cases  had  been  subjected  to  various  forms 
of  therapy,  i.e.,  foreign  protein,  bed  rest,  etc.,  before  being 
referred  to  this  clinic  for  treatment. 


Onset  of  pain  in  lower  abdomen  following  miscarriage 
(spontaneous).  May,  1931.  Has  one  living  child,  born 
Feb.,  1930.  One  induced  miscarriage,  Jan.,  19.'1.  Smears 
for  gonococcus  negative.  Pelvic  examination  reveals 
cervix  large,  lacerated.  Corpus  uteri  in  3°  retroversion; 
3x  enlarged. 

Adnexa:  Mass  in  left  adnexa  size  of  large  orange, 

tender.  Right  broad  ligament  shows  diffuse  induration. 

Patient  obtained  marked  relief  of  pain  after  first 
treatment  with  reduction  of  tenderness  on  examination. 
After  seven  treatments  she  stated  she  had  no  pain  or 

discomfort. 

Pelvic  examination:  Cervix  normal  in  size,  position, 

consistency  and  mobility.  Corpus  uteri  in  1 ° retrover' 
sion,  freely  movable,  normal  size,  consistency  and  no 

tenderness.  Adnexa,  no  pathology. 

Discharged  as  cured  after  ten  treatments. 

Case  3.  Mrs.  E.  M.  No.  6589.  Married,  age  27 

yrs.  Para. 

Pain  in  back  and  left  lower  quadrant  following  last 
delivery  four  years  ago.  Pain  begins  at  onset  of  men' 
struation  and  lasts  for  two  to  three  weeks  following 
mentrual  period.  History  otherwise  negative. 

Pelvic  examination  reveals  external  genitalia  negative. 
Cervix  shows  erosion  of  posterior  lip.  Corpus  uteri  an' 
terior,  fixed  and  tender.  Adnexa  mass  on  right,  size 
of  lemon;  also  similar  mass  on  left. 

Patient  had  a total  of  twelve  treatments  between 
June  15  and  August  20.  No  pain  or  tenderness  ac' 
companying  menstruation. 

7'20'31.  Pelvic  examination  reveals  negative  findings. 

8-20-3 1.  Pelvis  negative. 

10'8'31.  Pelvis  negative. 

Case  4.  Mrs.  F.  W.  No.  827.  Married,  age  24  yrs. 

Pain  in  lower  abdomen  since  birth  of  last  child  two 
years  ago.  Has  had  three  spontaneous  miscarriages  in 
past  year. 

Pelvic  examination  reveals  relaxed  perineum,  cervix 
lacerated,  corpus  uteri  enlarged  2x  in  10,  retroversion 
fixed.  Adnexa  show  masses  on  both  sides  with  marked 
tenderness. 

After  ten  treatments  patient's  condition  was  much 
better.  Complaining  of  nausea.  Aschheim-Zondek  re- 
turned strongly  positive.  Patient  referred  to  obstetric 
clinic. 

Case  5.  Miss  P.  D.  No.  5628.  Single,  21  yrs. 

History  of  exposure  to  gonorrheal  infection  last  of 
March.  Slides  positive  repeatedly. 

5'15'31.  Physical  examination.  Some  vaginal  dis- 
charge. Cervix  hard.  Corpus  uteri  bound  down  pos- 
teriorly. Entire  pelvis  so  involved  as  to  be  called 
“frozen.”  Extremely  tender  mass  on  left  side  large  as 
orange,  slightly  smaller  mass  on  right. 

Six  treatments  during  interval. 

6- 15-31.  Menstruation  followed  by  increase  in  pain 
and  discomfort.  Otherwise  catamenia  normal. 

Physical  examination.  Mass  on  left  about  one-third 
previous  size.  There  is  found  only  slight  induration  of 
lower  half  of  right  broad  ligament  with  much  less  ten- 
derness. Five  treatments  during  interval. 

7- 20-31.  Catamenia  normal.  No  pain  or  discomfort. 

Physical  examination.  Cervix  normal.  Corpus  slightly 

enlarged,  normal  shape,  position,  tenderness,  mobility. 
Adnexa  negative. 

Nine  treatments  during  interval. 

8- 24-31.  Catamenia  followed  by  some  discomfort  in 
left  side.  Otherwise  normal.  No  findings  in  the  pelvis. 
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Three  treatments  during  the  interval. 

9T7'31.  No  pain  or  discomfort.  Catamenia  (9-l'31) 
normal.  Pelvic  examination  reveals  negative  findings  in 
pelvis.  Structures  normal. 

Case  6.  Mrs.  H.  H.  No.  3677.  Married,  age  22  yrs. 

Patient  was  in  good  health  until  birth  of  child  twenty- 
six  months  ago.  During  puerperium  developed  pain  in 
lumbar  region  with  fever.  Pain  has  persisted  since. 
Definite  pain  in  right  lower  quadrant,  following  in- 
duced miscarriage  in  March,  1930. 

3- 31-31.  Pelvic  examination  showed  cervix  enlarged. 
Corpus  uteri  in  good  position,  tender,  fixed.  Mass  in 
both  adnexal  regions  size  of  lemon.  Extremely  tender. 

4- 16-31.  Uterosalpinography  reveals  obstruction  in 

both  tubes. 

Three  treatments  in  interval. 

5- 2-31.  Catamenia  duration  ten  days  (as  in  previous 
periods)  with  less  pain  than  usual. 

Pelvic  examination  reveals:  Corpus  uteri  is  of  nor- 

mal size,  shape,  position.  Movable  with  slight  tender- 
ness. There  is  soft  induration  of  both  broad  ligaments, 
left  more  than  right. 

Two  treatments  during  inters’al. 

7-9-31.  Catamenia,  due  June  15,  did  not  occur.  Pel- 
vic examination  shows  cervix  definitely  softened.  Corpus 
enlarged.  Aschheim-Zondek  positive. 

Medical  Arts  Bldg. 


TRICHOMONAS  VAGINALIS  VAGINITIS* 

ITS  CLINICAL  ASPECTS 
M.^RTIN  S.  SiCHEL,  M.  D. 

PORTLAND,  ORE. 

In  1837  Donnei  discovered  the  trichomonas 
parasite  in  the  vaginal  secretions  of  women.  In 
1896  Dock2,  who  'thoroughly  reported  the  liter- 
ature up  to  that  time,  and  Davis^  independently 
reported  the  finding  of  trichomonas  vaginalis  in 
the  vagina.  The  first  clinical  paper  on  tricho- 
monas infection  of  the  vagina  was  presented  by 
De  Lee'i  in  1920.  A more  thorough  review  of  the 
subject  was  presented  by  Greenhilis  in  1928,  and 
during  the  past  three  years  several  authors  have 
written  extensively  on  this  clinical  entity.  The 
most  important  of  these  papers  has  been  the  ex- 
perimental work  of  Davis®,"  and  Colwell,  and 

‘Read  before  the  Fifty-seventh  Annual  meeting  of  Oregon 
State  Medical  Society,  Eugene,  Ore.,  Oct.  22-24,  1931. 
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clinical  papers  by  Furniss®,  Kleegman®,  Mathieui®, 
Gustafson^i,  Sayer^2  and  Kamperman^®. 

The  trichomonas  vaginalis  is  a flagellate  parasite 
with  an  undulating  membrane,  larger  than  a pus 
cell  and  smaller  than  an  epithelial  cell,  the  average 
measurements  being  15  to  25  microns  in  length 
and  10  to  15  microns  in  width.  It  is  actively 
motile.  The  morphology  and  characteristics  have 
been  thoroughly  described  by  both  Greenhill 
and  Mathieu,  and  the  cultural  characteristics  by 
Davis  and  Colwell.  The  trichomonads  are  suc- 
cessfully grown  on  Lock’s  solution  containing  5 
per  cent  human  blood  serum  and  in  dextrose  broth, 
to  which  5 per  cent  human  blood  serum  has  been 
added.  The  parasite  is  easily  recognized  by  the 
examination  of  a hanging  drop  slide. 

The  secretion  for  preparation  of  the  slide  should 
be  taken  high  in  the  vaginal  vault.  It  may  be 
obtained  by  means  of  a platinum  loop,  an  applica- 
tor or  the  gloved  finger.  The  secretion  should  be 
diluted  with  a drop  of  physiologic  sodium  chlor- 
ide solution  before  examining.  Under  either  the 
high  or  low  power  objective  and  with  the  light 
cut  down,  numerous  pus  cells,  a few  epithelial 
cells  and  many  motile  trichomonads  may  be  seen. 
It  is  impossible  to  miss  this  organism  as  it  is  the 
only  motile  element  present  on  the  slide.  During 
the  past  two  years  I have  made  this  part  of  the 
routine  in  the  examination  of  both  obstetric  and 
gynecologic  patients  and  have  been  surprised  at 
the  frequency  that  the  trichomonas  vaginalis  has 
been  found.  In  a relatively  small  private  prac- 
tise during  this  period  I have  encountered  thirty- 
four  patients  in  whom  I successfully  demonstrated 
the  presence  of  trichomonads.  Not  all  cases  pre- 
sented clinical  symptoms. 

The  symptoms  are  quite  characteristic  and  often 
of  several  years’  duration.  The  patients  com- 
plain of  a profuse  vaginal  discharge,  often  with  a 
foul  odor,  always  aggravated  directly  after  their 
menstrual  periods  and  usually  accompanied  by 
intense  burning,  discomfort  and  itching,  especially 
at  night.  It  occurs  alike  in  both  virgins  and 
married  women,  nulliparous  and  multiparous. 
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On  examination  the  vulvas  and  vaginas  of  these 
women  are  acutely  inflamed,  presenting  a fiery 
red  appearance.  There  are  often  signs  of  inter- 
trigo about  the  external  genitalia  and  the  upper 
inner  surface  of  the  thighs,  due  to  the  irritation  of 
the  constant  discharge.  The  cervix  presents  a 
mottled,  reddened  appearance  of  the  portio  vag- 
inalis. The  cervical  canal  is  not  involved  unless 
there  is  an  associated  secondary  infection.  I have 
never  been  able  to  demonstrate  the  trichomonads 
above  the  external  os  of  the  cervix.  The  dis- 
charge is  profuse,  mucopurulent  and  bubbly.  The 
vagina  usually  bleeds  easily  and  is  tender  to  ex- 
amination and  instrumentation. 

Specific  and  nonspecific  vaginitis  and  thrush 
infections  must  be  considered  in  the  differential 
diagnosis.  In  thrush  the  itching  and  burning  is 
usually  most  severe  in  the  premenstrual  period  and 
the  discharge  is  profuse,  but  clear  and  contains 
white  flakes.  Stained  vaginal  smears  will  show 
the  presence  of  typical  mycelial  and  conidial  forms 
of  monilia.  It  is  not  unusual  to  find  the  tricho- 
monads associated  with  a gonococcal  infection. 

When  the  trichomonads  are  found  during  preg- 
nancy, vigorous  treatment  should  be  carried  out. 

I have  seen  no  ill  effects  from  this  type  of  man- 
agement, whereas  before  treating  these  cases  dur- 
ing pregnancy,  I encountered  a few  unexplained 
febrile  puerperiums.  Bland,  Goldstein  and  Wen- 
rich  1 5 report  the  presence  of  sixty-one  cases  of 
trichomonas  vaginalis  in  three  hundred  pregnancy 
patients.  Of  this  group  only  eight  complained  of 
local  symptoms.  Gustafson  believes  these  cases 
should  be  treated  during  pregnancy  to  prevent 
puerperal  morbidity. 

I have  recently  observed  some  interesting  facts 
in  my  own  private  cases  in  regard  to  etiology.  I 
wish  to  report  seven  cases,  all  of  whom  were  not 
afflicted  with  trichomonads  upon  first  coming  un- 
der my  care,  but  within  a period  ranging  from 
two  to  six  months  they  developed  a profuse  dis- 
charge, a vaginitis  and  the  presence  of  tricho- 
monads in  the  hanging  drop  slide.  In  two  of  these 
patients  the  trichomonads  became  more  resistant 
to  treatment  than  the  original  infection.  Three 
of  these  patients  came  to  me  with  acute  gonorrhea 
and  developed  a trichomonas  infection  two  to 
three  months  later  about  the  time  the  gonorrhea 
cleared  up.  The  fourth  patient  developed  a vag- 
initis due  to  trichomonas  vaginalis  three  months 

15.  Bland,  P.,  Goldstein,  L.  and  Wenrich,  D.;  Trichom- 
onas Vaginalis  Vaginitis  in  Pregnancy.  Am.  Jr.  of  Obst.  and 
Gyn.,  21:365,  1931. 


after  the  treatment  of  a chronic  endocervicitis  by 
repeated  cauterizations.  The  fifth  patient  developed 
a discharge  containing  trichomonads  three  weeks 
after  a bilateral  salpingectomy,  and  the  sixth  one 
showed  similar  findings  one  month  following  an 
operation  for  a severe  peritonitis  complicated  by 
intestinal  obstruction.  The  last  of  this  group  de- 
veloped a bothersome  discharge  due  to  tricho- 
monas vaginalis  almost  immediately  following  a 
Sturmdorrf  operation  and  perineorrhaphy.  An- 
other patient,  whom  I had  previously  thought 
cured  and  who  had  remained  negative  over  a six 
months  period,  suffered  a recurrence  soon  after 
the  manual  replacement  of  the  uterus  and  inser- 
tion of  a pessary.  Besides  the  above  mentioned 
cases,  there  were  three  patients  who  developed  a 
profuse  discharge  with  trichomonads  present  dur- 
ing their  fifth  or  sixth  month  of  gestation.  These 
three  cases  were  all  negative  for  trichomonads  on 
their  initial  examination. 

The  development  of  a vaginitis,  due  to  the 
trichomonads  in  seven  cases  while  under  obser- 
vation and  in  the  three  patients  during  pregnancy, 
would  seem  to  point  toward  the  theory  of  lower- 
ed resistance,  unfavorable  conditions,  congestion, 
repeated  instrumentation  and  operative  proce- 
dures, as  being  problematical  in  the  first  outbreak 
of  this  infection.  I can  entirely  eliminate  lack 
of  asepsis  and  cross  infection  as  the  most  scrupu- 
lous care  and  technic  have  been  carried  out  in 
the  treatment  of  these  cases.  In  the  past  four 
months  I have  adopted  prophylactic  measures  in 
gynecologic  cases  under  treatment  towards  the 
prevention  of  this  infection. 

Sayer  has  recently  advanced  - the  theory,  well 
backed  by  clinical  application,  that  the  tricho- 
monas vaginalis  is  a water-born  parasite  finding  its 
most  favorable  habitat  in  the  bladder,  gaining  en- 
trance from  the  vagina  by  way  of  the  urethra. 
From  the  bladder  it  may  repeatedly  infest  and 
infect  the  vagina,  causing  recurrent  vaginitis.  He 
found  the  trichomonads  present  in  the  bladder  in 
twenty-seven  per  cent  of  his  gynecologic  cases 
during  the  course  of  the  routine  examination  of 
catheterized  urines.  For  treatment,  he  instills  2? 
per  cent  neosilvol  solution  into  the  bladder  and 
has  succeeded  in  preventing  recurrences.  Follow- 
ing his  suggestion  I have  found  the  trichomonads 
in  catheterized  specimens  in  a few  cases,  and  have 
succeeded  in  temporarily  curing  one  very  persistent 
case  by  focusing  the  treatment  on  the  bladder.  It 
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IS  too  soon  to  say  whether  recurrence  may  later 
occur. 

TREATMENT 

Theoretically  one  thorough  treatment  should 
entirely  eradicate  the  trichomonads  from  the  va' 
ginal  mucosa.  From  a practical  standpoint  this  is 
not  always  successful,  due  to  the  many  crypts  and 
folds  in  the  vaginal  mucosa.  During  the  past  two 
years  I have  used  the  green  soap  hexylresorcinoh 
glycerin  treatment  as  advocated  by  Mathieu  in 

1929,  and  again  recommended  by  Greenhill  in 

1930,  adding  a few  of  my  own  modifications. 

The  technic  used  is  as  follows:  The  vulva  is 
first  thoroughly  scrubbed  with  tincture  of  green 
soap  and  water,  a narrow  blade  speculum  is  then 
introduced,  all  possible  discharge  removed  and  the 
vaginal  mucosa  thoroughly  scrubbed  with  green 
soap.  Care  must  be  taken  to  reach  every  part  of 
the  vaginal  mucosa,  the  speculum  being  moved 
during  the  process.  Potassium  permanganate,  1 
to  5000  solution,  is  then  used  to  remove  thorough' 
ly  all  traces  of  soap  and  remaining  discharge,  and 
the  mucosa  is  dried  with  cotton  pledglets.  Hexyl- 
resorcinol  (S.  T.  37)  is  then  applied  to  the  vagin- 
al mucosa,  and  two  small  glycerine  tampons  in- 
serted high  into  the  vagina,  one  to  either  side  of 
the  cervix.  The  vulva  is  also  painted  with  hexyl- 
resorcinol.  The  patient  is  instructed  to  remove 
the  tampons  the  next  morning  and  take  a one- 
half  per  cent  lactic  acid  or  soda  bicarbonate 
douche  in  the  morning  and  evening.  She  must 
return  for  treatment  every  other  day,  usually  for 
an  average  of  three  or  four  treatments.  After  the 
second  treatment  the  slides  are  often  negative  for 
the  trichomonads.  Treatment  is  continued  until 
the  vaginal  mucosa  resumes  its  normal  hue  and  the 
discharge  ceases.  The  lactic  acid  douches  are  con- 
tinued daily  for  several  weeks  after  treatment  is 
stopped,  continuing  their  use  during  menstruation. 

The  patient  is  warned  concerning  the  possibility 
of  recurrences  and  instructed  to  return  for  a 
treatment  two  days  before  menstruation  and  again 
two  days  after,  at  which  times  further  treatment 
is  continued,  if  necessar>^  In  cases  showing  per- 
sistent recurrences,  it  is  advisable  to  shave  the 
pubic  hair  similar  to  a surgical  preparation.  The 
patient  is  not  discharged  as  cured  until  the  slides 
have  been  repeatedly  negative  following  from 
three  to  six  menstrual  periods.  During  pregnancy 
treatment  is  carried  out  as  long  as  necessary,  omit- 
ting the  tampons  and  douches. 


I now  treat  prophylactically  certain  gynecologic 
cases  that  are  under  treatment  for  conditions  other 
than  trichomonas  infection  by  thoroughly  scrub- 
bing the  vaginal  mucosa  with  potassium  perman- 
ganate, 1 to  5 000  solution,  and  then  applying 
hexylrcsorcmol . This  is  carried  out  in  those  c;ises 
with  an  associated  pathology  in  which  the  vaginal 
mucosa  does  not  appear  quite  normal.  It  would 
seem  useless  to  treat  all  patients  in  this  manner, 
especially  those  presenting  a normal  vaginal  mu- 
cosa. Those,  who  present  clinical  symptoms  of 
trichomonas  infection,  but  show  negative  hanging 
drop  slides,  should  be  given  the  same  type  of 
treatment  as  those  in  whom  the  trichomonads  are 
found. 

When  the  trichomonas  is  found  in  the  bladder, 
neosilvol  in  10  to  25  per  cent  solution  is  instilled 
on  three  successive  days  and  then  twice  a week 
for  three  weeks,  repeatedly  examining  the  urine. 
If  thrush  is  found,  one  per  cent  aniline  gentian 
violet  is  used.  The  patient  is  warned  concerning 
the  possibility  of  recurrences  by  rectal  contamina- 
tion and  the  prevention  of  reinfection  by  bathtub 
and  swimming  tank  contamination  especially  dur- 
ing the  menstrual  period,  at  which  time  a favor- 
able culture  medium  is  present  for  the  growth  of 
the  trichomonads.  Above  everything  thorough- 
ness is  essential  in  the  treatment. 

SUMMARY 

1.  Trichomonas  vaginalis  causes  a vaginitis  char- 
acterized by  a profuse  discharge  with  burning  and 
itching,  and  is  prone  to  recur. 

2.  Lowered  resistance,  instrumentation  of  the 
vagina  and  infection  of  the  bladder  are  probably 
etiologic  sources. 

3.  It  should  be  treated  vigorously  by  the  green 
soap  hexylresorcinol  glycerin  method. 

4.  Treatment  should  be  carried  out  during  preg- 
nancy. 

5.  Neosilvol  in  10  to  25  per  cent  solution 
should  be  instilled  into  the  bladder  when  neces- 
sary. 

6.  Potassium  permanganate  and  hexylresorcinol 
should  be  used  prophylactically  in  certain  gyne- 
cologic cases  while  under  treatment  for  conditions 
other  than  trichomonas  infection. 

7.  Recurrences  should  be  watched  for  and 
treated. 

409  Medical  Dental  Bldg. 
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PARKINSONIAN  SYNDROME  AND 
STRAMONIUM 

Two  and  one-half  years  have  elapsed  since  the 
appearance  of  a paper  by  Jacobson  and  Eppleni  on 
treatment  of  the  sequelae  of  epidemic  encephalitis 
with  stramonium.  Eavorable  results  with  stramon' 
ium  m the  treatment  of  idiopathic  paralysis  agitans, 
and  especially  of  the  Parkinsonian  syndrome  follow' 
ing  epidemic  encephalitis,  were  first  reported  from 
Prance  in  1924.  This  has  been  verified  by  numer- 
ous  neurologists  and  internists  in  different  sections 
of  this  country  in  the  past  few  years.  Lack  of 
knowledge  of  correct  use  has  in  many  instances  re- 
suited  in  failure  to  secure  clinical  improvement,  and 
consequently  the  true  role  dnd  status  of  stramonium 
has  not  been  universally  appreciated  in  the  medical 
profession.  It  is  not  a cure  in  any  sense  for  either 
variety  of  Parkinsonian  syndrome,  but  today  it  ranks 
as  the  foremost  therapeutic  agent  for  the  alleviation 
of  many  manifestations  of  this  disastrous  malady. 

The  best  evidence  is  that  chronic  encephalitis  is 
the  result  of  a chronic  infection  of  the  brain  tissue 
by  possibly  a filterable  virus  or  a specific  streptococ' 
cus,  as  claimed  by  Roseneau.  The  characteristic 
pathologic  picture  is  that  of  a perivascular  round  cell 
infiltration  with,  as  a rule,  little  or  no  parenchyma' 
tous  or  degenerative  changes  in  the  brain  tissues. 
The  very  fact  that  many  symptoms  are  greatly  les' 
sened  or  even  virtually  disappear  while  taking  ade' 
quate  doses  of  stramonium  suggests  disordered  physi' 
ologic  function  of  nerve  pathways  rather  than  or' 
ganic  degenerative  changes,  and  leads  one  to  hope 
that  eventually  ways  and  means  can  be  perfected 
of  cleaning  up  and  curing  this  chronic,  nonpurulent 
inflammation  in  the  brain  tissue  with  vaccine  or 
other  measures.  Thus  this  otherwise  usually  prO' 
gressive  ailment  may  become  curable  with  complete 
disappearance  of  symptoms  in  the  early  recognized 
and  treated  cases,  though  with  partial  but  perman' 
ent  alleviation  and  arrest  of  the  process  where  ir' 
reparable  organic  changes  have  occurred. 

1.  Jacobson,  A.  L.  and  Epplen,  F. : Stramonium  As  a 

Therapeutic  Agent  in  the  Sequelae  of  Epedemic  Encephali- 
tis. J.  A.  M.  A.  93:2027-2030,  Dec.  28,  1929. 


Roseneau,  with  his  streptococcal  vaccine,  has  been 
working  in  this  direction  and  his  work  should  be 
encouraged,  but  this  remedy  should  be  used  only 
by  men  having  sufficient  knowledge  and  experience 
with  vaccine  therapy,  and  then  it  should  be  regarded 
as  experimental.  Except  for  stramonium  and  scopo' 
lomine,  other  known  remedies  are  substantially 
valueless.  Experience  during  the  past  few  years 
has  shown  that  not  all  cases  of  Parkinsonian  syn' 
drome  respond  symptomatically  to  stramonium.  In 
about  5 per  cent  of  the  cases  there  is  no  appreci' 
able  benefit  from  it,  though  the  majority  respond 
sufficiently  to  warrant  continued  administration, 
while  in  a few  cases  symtomatic  improvement  is 
littje  short  of  miraculous.  The  manifestations  of 
encephalitis  most  consistently  responsive  to  stramon' 
ium  are  excessive  salivation,  muscular  rigidity,  my' 
algia,  fatiguability,  tremor,  dysphagia  and  quickened 
muscular  and  mental  reaction  time,  resulting  usually 
in  a definite  increase  in  the  general  well  being. 

Tincture  of  stramonium,  not  over  a year  old, 
made  by  reputable  pharmaceutical  houses  is  best 
used.  The  pharmacist  should  not  be  allowed  to  fill 
the  prescription  by  alcoholic  dilution  of  the  fluid 
extract.  Fresh  tincture  of  stramonium  has  a green' 
ish  hue  when  held  up  to  light,  while  old  and  de' 
teriorated  tinctures  have  a tan  to  brown  color.  Fail' 
ure  due  to  poor  stramonium  can  thus  be  avoided. 
By  far  the  most  common  error  in  the  use  of  stra' 
monium  is  inadequate  dosage,  notwithstanding  the 
lucid  recommendations  of  Jacobson  and  Epplen  to 
administer  40  to  60  minims,  t.i.d.  Many  instances 
have  come  to  light  of  physicians  prescribing  40  to 
60  drops,  using  an  ordinary  eye  dropper.  It  re' 
quires  two  such  drops  to  equal  one  minim  in  the 
case  of  all  tinctures.  One  drachm,  or  60  minims  of 
tincture  of  stramonium,  will  count  out  122  to  128 
actual  drops.  In  the  following  discussion  as  to 
dosage,  the  measured  minim  is  referred  to. 

The  optimum  dose  has  to  be  ascertained  for  each 
individual  case.  A good  routine  is  to  begin  with  20 
minims,  t.i.d.,  increasing  5 minims  every  five  days 
to  40  to  60  minims,  until  maximum  clinical  im' 
provement  is  attained  or  toxic  symtoms  herald  the 
limits  of  tolerance.  As  a rule,  the  degree  of  clinical 
response  is  proportional  to  the  dosage  to  50  or  60 
minims,  dosage  to  90  minims  being  rarely  indicated. 
Toxic  symptoms  are  seldom  troublesome,  and  when 
present  they  usually  commence  around  35  or  40 
minims.  They  consist  primarily  of  excessive  dry' 
ness  of  the  mouth  or  dilation  of  pupils  with  blur' 
ring  of  vision.  A rare  but  probably  the  most  dis' 
turbing  of  the  toxic  symptoms  is  a peculiar  tremub 
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ous  nervousness  with  cerebral  excitation,  but  this 
promptly  clears  up  on  reduction  of  dosage.  In- 
definite  administration  is  necessary  for  continuance 
of  stramonium  action,  as  physiologic  effect  disap' 
pears  in  two  or  three  days  on  discontinuation.  There 
docs  not  seem  to  be  any  appreciable  increase  or 
decrease  in  the  patient's  tolerance  after  several 
years  use;  it  is  not  accumulative  in  the  dosage 
recommended,  and  the  mode  of  administration  is 
closely  comparable  with  that  of  belladonna. 

Scopolomine  is  a useful  adjunct  for  those  cases 
where  tremor  is  still  marked  and  troublesome,  ah 
though  adequate  dosage  of  stramonium  is  used.  It 
seems  to  have  no  other  beneficial  action  than  to  les- 
sen tremor,  for  which  it  is  quite  specific.  However, 
toxic  symptoms  consisting  of  unsteadiness  and  a 
“drunk  feeling”  are  not  uncommon,  which  is  worse 
than  the  tremor.  Deaths  have  been  reported  from 
scopolomine.  Yet,  with  the  realization  of  its  rela- 
tively narrow  margin  of  safety,  one  should  be  able 
to  use  this  occasionally  effective  drug  with  safety. 
Patients  generally  report  continuance  of  physiologic 
action  from  scopolomine  for  six  to  eight  hours,  thus 
making  twice  daily  administrations  by  mouth  de- 
sirable, although  some  patients  report  that  one 
morning  dose  keeps  their  tremor  under  control  for 
virtually  the  entire  day.  As  in  the  case  of  stra- 
monium, the  optimum  and  effective  dosage  without 
toxic  symptoms  of  scopolomine  has  to  be  ascertained 
in  each  individual  case.  A successful  plan  has  been 
to  give  grain  1/150  b.d.,  and  every'  few  days  in- 
crease dose  to  grain  1 '120,  then  grain  1/100,  grain 
1/75,  or  even  grain  1/60,  until  effective  control  of 
tremor  is  secured  or  toxic  sy'mptoms  appear.  Fairly 
often  toxic  sy-mptoms  will  prevent  large  enough 
doses  to  secure  the  desired  degree  of  tremor  control. 

W’hile  it  is  true  that  in  some  cases  stramonium 
and  scopolomin  are  of  limited  or  no  value,  still  in 
the  majority-  of  instances  of  Parkinsonian  sy-hdrome 
they-  are  helpful  w-hen  properly  administered,  and 
these  patients  should  not  be  denied  partial  pallia- 
tive relief  from  inadequate  dosage.  Stramonium,  as 
well  as  scopolomine,  should  be  given  credit  for  their 
success  in  making  the  lives  of  a fairly  high  per- 
centage of  these  unfortunate  victims  happier  and 
less  distressing,  and  should  not  be  condemned  be- 
cause of  their  failure  to  cure  and  failure  in  some 
cases  even  to  help.  The  writer  encountered  one 
instance  where  a physician  had  prescribed  tincture 
of  stramonium,  beginning  with  a dose  of  1 drop.  It 
IS  needless  to  report  that  after  one  month  no  bene- 
ficial results  were  apparent.  Let  us  learn  to  use 
our  remedies  wisely  and  well. 


DEVELOPING  MEDICAL  LEADERSHIP 

Dr.  Nicholas  Murray  Butler  has  recently  given 
a clever  division  of  the  people,  or  the  nations  of 
the  earth,  into  three  classes.  He  said;  “There  are 
the  few  who  make  things  happen,  the  many  more 
who  watch  things  happen,  and  the  overwhelming 
majority  who  have  no  notion  of  what  happens.” 
Everyone  is  bom  into  the  third,  and  by  far  the 
largest  group.  Advance  to  the  second  group 
comes  through  effort  and  education.  As  the  sum 
total  of  concepts  and  experiences  increases,  inter- 
est and  curiosity-  become  aroused  and  w-e  make 
opportunities  to  “watch  things  happen."  The  first 
and  smallest  group  are  those  “who  make  things 
happen.”  This  group  has  all  of  the  attributes  of 
the  second  group,  plus  initiative  and  action.  The 
most  comprehensive  and  analytic  scientific  obser- 
vations and  deductions  are  lost  in  obscure  mental 
processes  unless  they  lead  to  action. 

In  these  times  of  rapid  and  radical  changes  in 
our  educational,  economic  and  social  institutions 
it  behooves  medical  men,  as  public  servants,  to 
measure  up  to  their  duties  and  responsibilities  as 
trained  minds.  To  remain  oblivious  of  these 
changes  leads  to  stagnation.  To  be  a keen  obser- 
ver of  “the  changing  order  of  things”  without  ar- 
riving at  some  convictions  for  or  against  the  ap- 
parent changes  looming  on  the  horizon  is  not  nat- 
ural to  a mind  scientifically  trained  to  form  con- 
clusions from  observed  facts.  How,  then,  can  we 
promote  more  from  the  second  group  to  that  of 
the  first  classification. 

A surx-ey  of  the  membership  of  our  medical 
societies  on  the  basis  of  the  above  classification 
may-  stimulate  ways  and  means  of  developing 
medical  leadership  from  group  two  and  an  en- 
lightened support  from  group  three.-  The  most 
efiicient  way  to  eliminate  group  three  from  our 
medical  society-  membership  is  to  encourage  ser\-ice 
on  some  committee  activity-  where  one  will  contact 
members  of  the  other  two  groups.  To  hear  the 
problems  of  the  profession  discussed  in  small 
groups  where  thought-provoking  plans  are  sub- 
mitted cannot  help  but  stimulate  thought  and  in- 
terest. When  interest  is  aroused,  action  soon  fol- 
lows. With  the  problems  of  state  medicine,  con- 
tract medicine  and  group  medicine  before  the 
medical  profession,  we  cannot  afford  to  permit 
many  members  to  remain  in  group  three.  The 
more  enlightened  the  county-  and  state  medical 
society-  membership  becomes  with  regard  to  the 
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above  problems  of  future  medical  practice,  the  soon' 
er  we  will  develop  an  intelligent  leadership  cap' 
able  of  formulating  policies  and  practical  solutions 
to  these  problems  which  will  be  worthy  of  intelli' 
gent  and  cooperative  support. 


PACIFIC  NORTHWEST  MEETING 

The  tenth  annual  session  of  Pacific  Northwest 
Medical  Association  was  held  in  Spokane,  June 
27'29.  Headquarters  were  at  Davenport  Hotel 
with  the  scientific  exhibits  on  display  on  the 
mezzanine  floor  and  the  scientific  lectures  ren' 
dered  by  the  guest  speakers  in  the  Marie  An' 
toinette  ballroom. 

The  meeting  was  a success  from  many  view 
points,  due  primarily  to  the  loyal  and  enthusiastic 
efforts  on  he  part  of  several  members  of  the 
Spokane  profession,  and  secondarily  to  the  able 
support  of  the  officers  and  councillors  residing  out' 
side  of  Spokane.  Special  mention  should  be  made 
of  the  capable  endeavors  of  the  members  of  the 
general  committee  on  arrangements,  including  R. 
J.  Sprowl,  J.  H.  O’Shea  and  S.  E.  Lambert;  the 
publicity  committee  consisting  of  C.  W.  Country' 
man;  entertainment  committee;  W.  J.  Pennock, 
Carroll  Smith,  M.  M.  Patton  and  D.  H.  Lewis; 
registration  committee,  D.  A.  Palmer;  and  ticket 
sale,  L.  A.  Parsed,  D.  A.  Palmer,  P.  S.  Hageman, 
J.  M.  Bowers  and  Joseph  Lynch.  Those  outside  of 
Spokane  who  were  prominent  in  their  efforts 
were  G.  W.  Swift,  G.  A.  Dowling,  Frederick 
Epplen  and  J.  M.  Bowers,  Seattle,  J.  E.  Else  and 
W.  B.  Holden,  Portland;  H.  D.  Willard,  Tacoma; 
B.  D.  Gillies,  Vancouver,  B.  C.;  R.  T.  Congdon, 
Wenatchee;  J.  L.  Stewart,  Boise;  F.  F.  Attix, 
Lewisown;  E.  F.  Root,  Salt  Lake  City. 

The  exhibits  were  in  charge  of  Mr.  Harry  J. 
Minton.  Members  of  the  Woman’s  Auxiliary 
committee  were  delightful  and  indefatigable  in 
their  entertainment  of  the  visiting  doctors’  wives. 
They  were  formed  into  six  committees  and  were 
ever  present  to  extend  pronounced  courtesies  to 
their  guests.  The  exhibitors  contributed  materially 
to  the  session  by  their  splendid  scientific  displays. 

The  guest  speakers  were  eleven  in  number, 
coming  from  as  far  east  as  New  York  City  and 
as  far  south  as  San  Francisco.  All  of  them  were 
unerring  in  presenting  new  and  valuable  ideas 
on  the  latest  progress  made  in  their  specialties. 
It  was  highly  noticeable  that  their  audiences  were 
appreciative  of  their  teachings  in  view  of  their 


constant  attentiveness  and  quietness  despite  the 
warm  weather. 

On  the  evening  of  the  annual  banquet  Dr. 
Temple  S.  Fay,  Philadelphia,  preceded  the  show' 
ing  of  Prof,  Pavlov’s  moving  picture,  “The  Mech' 
anics  of  the  Brain,’’  with  an  entertaining  outline 
on  the  bibliography  of  the  renowned  Russian  sci' 
entist.  During  the  showing  he  interjected  brilliant 
remarks  apropos  to  its  contents,  namely,  condi' 
tioned  and  unconditioned  reflexes.  Friendliness 
was  marked  between  the  guest  speakers  and  the 
attending  members  and  it  was  hoped  that  a like 
gathering  would  take  place  again.  At  the  end  of 
the  first  day’s  session  a colorful  lawn  party  was 
held  at  the  home  of  J.  H.  O’Shea,  where  it  was 
estimated  three  hundred  attended,  enjoying  the 
lawn  supper  and  dancing. 

At  the  general  meeting  it  was  announced  that 
the  president  for  the  ensuing  year  was  B.  D. 
Gillies,  Vancouver,  B.  C.;  president'dect  F.  F. 
Attix,  Lewistown,  Mont.;  first  vice'president  J. 
T.  Wood,  Coeur  d’Alene,  Ida.;  second  vice'presi' 
dent  Matthew  C.  Riddle,  Portland,  Ore.;  secrc' 
tary'treasurer  C.  W.  Countryman,  Spokane,  Wash.^ 
The  newly  elected  councillors  were  as  follows: 
Washington,  George  H.  Anderson;  Oregon,  J.  E. 
Else  and  C.  T.  Sweeney;  Idaho,  D.  E.  Cornwall; 
Montana,  B.  L.  Panfeld;  Utah,  Spencer  Wright; 
British  Columbia,  H.  R.  Pedlow.  The  1933  meet' 
ing  will  be  held  in  Vancouver,  B.  C.  During  this 
meeting  Dr.  Gillies  is  planning  on  having  a very 
fine  array  of  guest  speakers,  drawn  largely  from 
the  Canadian  medical  schools. 


MEDICAL  NOTES 

OREGON 

State  Tuberculosis  Hospital  at  Salem  was  formerly 
opened  to  the  general  public  May  29  and  30,  with  doc' 
tors  and  nurses  acting  as  hosts  and  guides.  Several 
hundred  people  inspected  the  building  during  the  two 
days  and  were  impressed  by  its  thorough  efficiency  and 
modern  construction.  It  overlooks  Salem  and  is  situ- 
ated on  beautifully  landscaped  grounds.  A well  equip- 
ped diet  kitchen  and  dining  room  are  on  the  first  floor. 
Every  patient  will  have  head-phones  to  listen  in  to  radio 
broadcasts.  The  elevator  is  noiseless.  The  second  floor 
includes  the  examination  room,  clinical  laboratory,  sur- 
gery, roentgenograph,  sterilization  plant  and  eye,  ear, 
nose  and  throat  departments.  On  the  roof  special  ad- 
justments have  been  made  so  that  a patient  will  receive 
sun  baths  when  the  weather  permits.  The  new  struct- 
ure is  of  fire-proof  construction,  will  accomodate  ninety 
patients  and  cost  $95,000,  including  the  equipment.  Dr. 
G.  C.  Bellinger  is  superintendent. 
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City's  Health.  Portland’s  achievement  in  reducing 
the  mortality  rate  of  tuberculosis  was  held  up  as  a mark 
for  New  York  and  other  large  cities  of  the  Country 
to  strive  for  in  a lecture  by  L.  I.  Dublin,  Ph.D.,  third 
vice-president  and  statistician  of  the  Metropolitan  Life 
Insurance  Company,  New  York,  and  president  of  the 
American  Public  Health  Association.  Dr.  Dublin  pointed 
out  that  Portland  had  a death  rate  from  tuberculosis  of 
3 5 to  100,000  of  population,  or  less  than  half  of  the 
rate  of  New  York  City. 

Sells  Practice.  Dr.  Paul  Woerner,  resident  of  Bend 
for  the  past  eleven  years,  has  sold  his  practic  to  R.  W. 
Espersen,  B.  Parrel  and  J.  F.  Hosch.  Dr.  Woerner  has 
has  moved  to  Portland  to  resume  his  association  with 
John  Besson,  which  had  been  dissolved  in  1921  when 
Dr.  Besson  settled  in  Portland. 

Carnival.  An  outdoor  carnival  was  held  at  the  resi- 
dence of  N.  W.  Jones,  Portland,  June  1 1 for  the  pur- 
pose  of  augmenting  the  student  loan  fund  of  the  Uni- 
versity of  Oregon  Medical  School.  Other  physicians 
who  participated  in  support  of  the  carnival  were  John 
Fitzgibbons,  R.  E.  Watkins,  Harvey  Parker,  F.  R.  Menne, 
H.  R.  Cliff,  S.  H.  Sheldon,  Marr  Bisaillon,  I.  M.  Woolley, 
L.  Howard  Smith,  R.  Dillehunt,  Guy  Parker  and  Blair 
Holcomb. 

Union  County  Medical  Society  held  its  meeting 
May  31  at  LaGrande  with  W.  K .Ross  presiding.  Dr. 
Edwards,  Hot  Lake,  discussed  the  subject  of  primary 
carcinoma  o fthe  lung  and  C.  L.  Gilstrap,  LaGrande, 
gave  an  illustrated  talk  on  diphtheria  anti-toxin  and  small- 
pox vaccine. 

Luncheon.  Dr.  Betty  Nielson,  noted  European 
woman  surgeon,  was  entertained  at  luncheon  May  30  by 
members  of  the  Columbia  Hospital  staff,  Astoria. 

Chief  of  Staff.  Dr.  D.  C.  Standard,  Eugene,  was 
elected  chief  of  staff  of  the  Pacific  Christian  hospital  at 
its  annual  meeting.  Other  officers  elected  were  Leslie 
Kent,  vice-president  and  Harry  Talbot,  secretary-treasurer. 

Dr.  R.  H.  Fields  has  located  at  Gardiner,  which  was 
his  home  before  he  went  to  Eugene.  Formerly  he  prac- 
ticed at  Cottage  Grove. 

New  Offices.  Dr.  F.  T.  Brooke,  formerly  of  Port- 
land, has  moved  to  Hubbard  where  he  has  opened  new 
offices. 

Dr.  S.  a.  Kleger,  Astoria,  a specialist  in  eye,  ear, 
nose  and  throat  work,  recently  enrolled  for  postgraduate 
study  in  the  University  of  California  Medical  School. 

Opens  Offices.  Dr.  G.  E.  Law  announced  that  he 
opened  offices  in  Grants  Pass. 


WASHINGTON 

General  Hospital.  General  Hospital  of  Longview 
was  opened  June  9.  It  is  fully  equipped  with  roent- 
genographic,  obstetric,  surgical  and  medical  departments 
for  handling  all  varieties  of  medical  and  surgical  cases. 


Previous  to  its  opening  a twenty-four  hour  service  was 
rendered  at  the  Shaw  Clinic.  The  hospital  will  be  under 
the  super\dsion  of  Mrs.  Helen  Gillespie. 

Hospital.  Several  physicians  of  Longview  and  Kelso 
have  given  written  assurance  for  the  full  support  of  the 
Longview  General  Hospital  which  was  recently  opened 
under  the  supevision  of  Mrs.  Helen  Gillespie.  They  were 
John  Barton,  J.  L.  Norris,  A.  F.  Birbeck,*  A.  B.  Shaw, 
C.  J.  Sells,  Justin  McCarthy,  P.  H.  Henderson  and  J.  W. 
Henderson,  Longview,  and  Johns  Christensen,  Kelso.  It  is 
expected  that  H.  D.  Fritz,  Cathlamet  and  C.  W.  Lane, 
Castle  Rock,  later  will  join  the  hospital  staff. 

Office  Expanded.  Dr.  John  McGregor,  Bellingham, 
has  opened  an  eye,  ear,  nose  and  throat  clinic  in  con- 
nection with  the  Northwest  medical  and  dental  group. 
G.  C.  Saunders,  former  fellow  Mayo  clinic,  and  for  the 
past  two  years  associated  with  the  Washington  Uni- 
versity Medical  School,  St.  Louis,  as  a teacher  in  dis- 
eases of  the  ear,  nose  and  throat,  will  specialize  in  these 
fields.  N.  H.  Fisher,  until  recently  a resident  surgeon 
of  the  McMillan  Eye  Hospital,  St.  Louis,  will  spe- 
cialize in  diseases  of  the  eye.  The  clinic  will  have  a 

common  reception  room  with  the  Northwest  medical 
and  dental  group.  Members  of  the  latter  are  F.  C.  Ryk- 
ken,  Charles  Teel,  John  McGregor  and  C.  B.  Hitz. 

Affirms  Ruling.  The  state  supreme  court,  June  6, 
affirmed  a Pierce  county  court  decree  denying  the  state 
had  a right  to  assess  a tax  against  gifts  made  to  the  Ta- 
coma General  Hospital  in  the  will  of  William  R.  Rust, 
Tacoma  capitalist.  The  higher  court  ruled  that  bequests 
to  endowed  hospitals  operated  for  charitable  purposes  and 
on  a nonprofit  basis  are  fully  exempt  from  the  state  in- 
heritance tax. 

High  Honors.  Dr.  F.  L.  Horsfall  of  Seattle  has  an- 
nounced that  his  son,  Frank  L.  Jr.,  was  graduated  from 
McGill  University,  Montreal,  recently,  receiving  the 
highest  aggregated  honors  for  the  past  year.  During  the 
previous  year  he  received  two  fellowships  and  a prize 
in  pathology.  Horsefall  Jr.  has  been  granted  an  ap- 
pointment to  the  Peter  Brent  Bingham  hospital,  Boston, 
for  the  coming  year,  where  he  will  do  some  special 
work  in  pathology. 

Joins  Clinic.  W.  L.  Spencer  of  Spokane  has  moved 
to  the  Paulsen  Medical-Dental  Building  where  he  will  be 
included  in  the  new  Spokane  Medical  and  Surgical  Clinic. 
Other  members  are  J.  L.  Walter,  W.  D.  Newman  and 
M.  M.  Kalez. 

Dr.  George  Shorkley,  Mt.  'Vernon,  left  May  30 
for  an  extended  sojourn  in  the  east,  where  he  will  at- 
tend the  fortieth  annual  reunion  of  his  class  at  Buck- 
nell  university.  He  expects  to  visit  in  Maine  and  Massa- 
chusetts and  his  return  trip  will  be  by  way  of  New 
Orleans  and  Los  Angeles. 

Resigns,  Dr.  J.  B.  Loughary,  formerly  of  Seattle,  an- 
nounced his  resignation  as  assistant  superintendent  of  teh 
Nothern  State  Hospital  at  Sedro  Woolley  June  3.  He 
will  become  assistant  to  A C..  Stewart,  Puget  Sound 
Sanatorium,  Puyallup. 
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Physicians  attending  the  Washington  State  Tubercu- 
losis Association  meeting  in  Seattle,  June  7 and  8,  from 
Pierce  County  were  John  F.  Steele,  Ross  McPhail,  W . B. 
Penney  and  A.  L.  Hart. 

Operations.  C.  J.  Sandwith,  Friday  Harbor,  submitted 
to  a second  operation  June  12.  He  underwent  the  first 
[ operation  several  months  ago.  His  present  condition  is 
considered  critical.  D.  W.  Strang,  Ilwaca,  is  reported  to 
be  recovering  nicely  following  an  appendectomy  and  cho- 
lecystectomy performed  June  1. 

Fractures  Elbow.  Dr.  F.  A.  Frank,  Everett,  received 
a fractured  elbow  in  an  automobile  collision  on  may  23. 
It  is  reported  that  he  is  recovering  nicely  from  the  ef- 
fects of  the  accident. 

Hospital  Head.  Dr.  N.  A.  Johanson  was  elected 

president  of  the  staff  of  the  Swedish  Hospital,  Seattle,  for 
the  coming  year  at  a recent  meeting  of  the  Board  of 
Trustees. 

Klickitat-Skamania  Counties  Medical  Society 
held  its  meeting  in  Goldendale  May  19.  A fine  chicken 
dinner  was  served.  A.  H.  Peacock,  Seattle,  gave  an  il- 
luminating lecture  on  the  subject  of  Medical  Economics. 
This  was  discussed  by  D.  V.  Ogievesky,  Klickitat. 
J.  M.  Blackford,  Seattle,  presented  an  interesting,  il- 
lustrated talk  on  Gall  Bladder  Diseases.  He  was  followed 
by  F.  H.  Brush,  Yakima,  who  spoke  on  the  subject  of 
Nephritis.  Members  of  the  society  are  F.  H.  Collins, 
Allen  Bonebroke,  H.  H.  Hartley  and  W.  C.  Trowbridge, 
Goldendale;  W.  H.  Warner  and  J.  A.  Balsiger,  White 
Salmon;  H.  R.  Bankerd,  Klickitat  and  J.  L.  Harrison, 
Stevenson. 

Thurston-Mason  Counties  Medical  Society  held  its 
meeting  at  Olympia  May  27.  The  meeting  was  well  at- 
tended and  an  illustrated  lecture  was  presented  by  H.  L. 
Hull,  Elma.  H.  L.  Kennedy,  Shelton  was  appointed  dele- 
gate to  the  Washington  State  Medical  Association  meet- 
ing, which  will  be  held  in  Tacoma  in  September. 

Snohomish  County  Medical  Society  held  its  regu- 
lar monthly  meeting  the  first  part  of  June  in  conjunction 
with  the  Whatcom  and  Skagit  County  Medical  Societies 
at  Mount  Vernon.  Golf  was  enjoyed  at  the  Mount 
Vernon  County  Club  in  the  afternoon,  a banquet  in  the 
evening,  with  a scientific  session  following. 

Heads  Boxing  Commission.  Dr.  S.  J.  Thomas,  Seattle, 
has  been  appointed  president  of  the  Seattle  athletic  com- 
mission. 

Railroad  Surgeons.  R.  W.  Espersen  and  R.  W. 
Hemingway,  Bend,  were  appointed  surgeons  for  the  Great 
Northern  Railroad  recently. 

C.  A.  Ault,  formerly  of  Enterprise,  has  established  his 
office  in  Elgin. 

Married.  Dr.  George  Shorkley  was  united  in  marriage 
to  Sara  Merriman  Dyer  at  Boulton,  Massachusetts,  June 
6.  Following  a trip  to  Maine,  New  Orleans  and  Los 
Angeles  the  couple  expect  to  reach  their  home  in  Mount 
Vernon  in  three  weeks. 


Dr.  and  Mrs.  L.  H.  Maxson  of  Seattle  announce 
the  marriage  of  their  daughter.  Miss  Betty  Niblett,  to 
Mr.  Jerrold  Felch  Ballaine,  on  May  29. 


IDAHO 

Fire  Destroys  Hospital.  Fire  of  undetermined  ori- 
gin destroyed  the  Winchester  Hospital,  May  1 2.  The 
hospital  was  one  of  the  best  constructed  buildings  in 
Winchester  and  contained  modern  equipment.  The  loss 
is  estimated  at  $10,000.  The  property  was  owned  by 
J.  F.  Gist  who  was  in  Europe  at  the  time  of  the  fire. 
A.  B.  Halliday  was  in  charge  of  the  hospital.  In  its 
destruction  western  and  central  Idaho  have  suffered  an 
irreparable  loss  until  such  time  as  conditions  will  justify 
its  replacement. 

Milk  Situation.  Members  of  the  health  committee 
of  Pocatello  Medical  Society  have  taken  active  measures 
in  trying  to  set  up  proper  sanitation  for  the  handling  of 
milk.  Recently,  in  a month’s  time  there  appeared  four 
cases  of  undulant  fever  in  Pocatello,  which  the  health 
committee  feels  was  traceable  to  the  improper  handling 
of  milk.  , 

Address  Convention.  Three  Twin  Falls  county  phy- 
sicians addressed  the  Idaho  State  Nurses  convention  at 
Twin  Falls  June  3 and  4.  J.  N.  Davis,  Kimberly,  presi- 
dent of  the  Idaho  State  Medical  Association,  spoke  at  the 
banquet,  J.  F.  Coughlin  of  Twin  Falls  tendered  as  his' 
subject  “Shoulder  Plan  for  Veterans’  Compensation,"  and 
D.  L.  Alexander,  Twin  Falls,  spoke  on  “Tularemia." 

Completes  Study.  Dr.  G.  C.  Halley,  Twin  Falls,  has 
recently  returned  from  the  John  Hopkins  Medical  School 
where  he  partook  of  a fellowship  in  the  School  of  Hygiene 
and  Public  Health,  offered  by  the  Rockefeller  Founda- 
tion. He  resumed  direction  of  the  Twin  Falls  county 
health  unit  on  July  1.  In  his  adsence  the  unit  has  been 
under  the  charge  of  E.  C.  Jensen.  On  June  14  Dr. 
Halley  received  his  C.  P.  H.  from  the  medical  school, 
but  he  left  before  commencement  in  order  to  attend  the 
Idaho  National  Guard  encampment  at  Boise. 

Reopens  Offices.  Dr.  R.  L.  Nourse,  Boise,  who  has 
been  residing  in  Florida  for  the  past  winter  has  re- 
turned for  the  reopening  of  his  office. 

F.  T.  Burke,  formerly  of  Portland,  has  established  his 
office  at  Hubbard,  Idaho. 


WOMAN’S  AUXILIARY 

OREGON 

At  the  annual  convention  of  the  Woman’s  Auxiliary, 
held  in  New  Orleans  May,  1932,  Mrs.  Walter  Jackson 
Freeman  of  Philadelphia  assumed  the  presidency.  Mrs, 
A.  B.  McGlothlan,  retiring  president,  is  to  be  chairman 
of  the  Program  Committee.  The  following  elections  were 
made:  Mrs.  James  Blake,  Hopkins,  Minn.,  President- 

elect; First  Vice-President,  Mrs.  James  F.  Percy,  Los  An- 
geles, Calif.;  other  Vice-Presidents,  Mrs.  Wm.  R.  Brock- 
shen.  Jr.,  Fort  Smith,  Ark.:  Mrs.  J.  Ralston  Wells,  Day- 
tona Beach  Fla.;  Mrs.  A.  C.  Christie,  Washington  D.C.; 
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Recording  Secretary,  Mrs.  Sherman  S.  Hesselgrave,  St. 
Paul,  Minn.;  Treasurer,  Mrs.  Robert  W.  Tomlinson,  Wil- 
mington, Delaware. 

All  Oregon  auxiliaries  are  suspending  meetings  for  the 
summer  months  with  the  exception  of  those  of  Klamath 
and  Lake  Counties,  which  will  meet  in  August  with  their 
medical  societies,  to  complete  arrangements  for  the  annual 
state  meeting  to  be  held  in  Klamath  Falls,  September  22 
to  24.  A meeting  was  held  June  1 at  the  home  of  Mrs. 
E.  D.  Lamb,  Klamath  Falls^  at  which  time  Committee 
Chairmen  were  appointed.  The  officers  of  the  Auxiliary 
are  as  follows;  Mrs.  G.  A.  Massey,  president;  Mrs.  Lloyd 
Stewart,  first  vice-president;  Mrs.  C.  E.  Morrison,  second 
vice-president;  Mrs.  Dean  H.  Osborn,  treasurer;  Mrs.  E. 
D.  Lamb,  secretary. 

The  May  meeting  of  Lane  County  Auxiliary  and  Execu- 
tive Board  was  held  at  “The  Anchorage,”  preceded  by 
dinner.  The  Program  Chairman  announced  the  schedule 
of  the  meetings  for  the  coming  year  as  follows:  October, 

Review  of  interesting  articles  in  “Hygeia”  and  reports  of 
delegates  to  state  meeting;  November,  State  Board  of 
Health,  Mrs.  Omar  R.  Gullion  and  Mrs.  A.  H.  Ross  in 
charge;  December,  Gounty  Red  Gross  Work,  Mrs.  Gilson 
Ross  in  charge;  January,  special  speaker  from  the  Medical 
Society.  Their  program  also  includes  the  placing  of 
“Hygeia”  in  the  schools.  Dr.  P.  J.  Bartle  spoke  following 
the  dinner.  Mrs.  G.  S.  Beardsley  read  a paper  on  “The 
Basic  Science  Law.”  Meetings  will  be  held  from  October 
to  May  on  the  same  evening  when  the  Medical  Society 
meets.  The  Auxiliary  voted  to  affiliate  with  the  City 
Federation  of  Women’s  Clubs. 

The  Portland  City  and  County  Auxiliary  arranged  for 
June  11  one  of  the  most  enjoyable  affairs  ever  given  in 
medical  circles,  having  as  its  object  the  raising  of  funds 
for  the  scholarship  loan  fund  for  the  University  of  Ore- 
gon Medical  School.  Many  came  because  of  their  interest 
in  this  project  and  found  themselves  well  repaid  with  the 
gaiety  furnished  by  the  many  concessions,  all  manned  by 
members  of  the  profession,  not  always  recognized  through 
their  disguises.  The  Rogues  Gallery  kept  us  guessing 
who  the  sweet  young  things  were  (friend  wife  had  fur- 
nished the  photograph  of  hubby  at  a tender  age).  The 
German  Band  and  what  talent  in  our  medical  society 
coaxed  us  onto  the  dance  floor  where  a Cowboy  Barker 
cried,  “Bring  your  wife  down  and  I'll  dance  with  her.” 
Wonderful  food  served  by  handsome  doctor  chefs,  much 
moustached,  and  garbed  in  white  gowns  handed  us  the 
best  home  cooked  food.  The  Boy  Scouts  were  a scream, 
doing  their  daily  good  deeds,  winning  an  electric  clock 
and  keeping  the  crowd  at  high  pitch.  Games  of  chance 
drew  a big  crowd  all  the  time.  The  lovely  fortune  tellers 
told  us  the  depression  is  over,  and  more  things  too.  We 
understand  the  refreshment  stand  sent  out  such  irresis- 
tible sellers  that  they  sold  out  many  times.  As  we  came 
in  they  sold  us  script,  but  not  half  enough  so  we  gladly 
bought  more.  We  had  a marvelous  time  and  so  did  every- 
one else.  We  sincerely  wish  every  Auxiliary  in  existence 
could  gather  together  for  the  same  amount  of  fun  and 
marvelously  friendly  spirit.  May  we  hope  next  year  for 
another. 


The  semi-annual  Executive  Board  Meeting  of  the  State 
Auxiliary  was  held  at  the  home  of  the  President  in 
Portland.  Mrs.  Horace  Whitacre,  Tacoma,  President  of 
the  Woman's  Auxiliary  to  the  Washington  State  Medical 
Society,  and  Mrs.  J.  B.  Blair  of  Vancouver,  Vice-Presi- 
dent, were  honor  guests.  The  following  members  were 
present.  Mrs.  R.  F.  Barnett  and  Mrs.  Gaven  C.  Dyott, 
Eugene;  Mrs.  O.  C.  Hagmier  and  Mrs.  C.  L.  Morgan, 
Astoria;  Mrs.  Burton  Myers,  Mrs.  Raymond  Waltz,  Mrs. 
Phil  Newmyer,  Mrs.  Carl  Emmons  and  Mrs.  H.  G.  Hum- 
mell,  Salem;  Mrs.  J.  O.  Robb,  Hillsboro;  Mrs.  Charles 
T.  Sweeney,  Medford,  Mrs.  Joseph  Pettit,  Mrs.  Wilson 
Johnston,  Mrs.  Earl  DuBois,  Mrs.  Paul  T.  Neely,  Mrs. 
E.  A.  Pierce,  Mrs.  W.  F.  Patrick,  Mrs.  Frederick  Kiehle, 
Mrs.  Stuart  Sheldon,  Mrs.  John  Fitzgerald,  Mrs.  John 
Mrs.  Stuart  Sheldon^  Mrs.  John  Fitzgibbon,  Mrs.  Charles 
E.  Sears,  Mrs.  J.  Earl  Else,  Mrs.  Noble  Wiley  Jones, 
Mrs.  Harry  Irvine  and  Mrs.  Arthur  C.  Jones,  Portland. 


"WASHINGTON 

On  Tuesday,  June  14th,  the  Woman’s  Auxiliary  to  the 
Clark  County  Medical  Society  held  the  last  monthly  meet- 
ing of  the  season.  Featured  in  the  business  session  which 
followed  dinner  was  a series  of  articles  on  the  child  from 
prenatal  to  school  age,  presented  by  Mrs.  A.  E.  Bird  of 
Camas,  Mrs.  Henry  Wiswall  and  Mrs.  R.  G.  Gale,  both 
of  Vancouver.  An  interesting  paper  treating  on  the 
origin  of  medern  surgery  was  read  by  Mrs.  L.  E.  Hockett. 

Meetings  of  this  organization  will  be  resumed  again  in 
the  fall. 


REPORTS  OF  SOCIETY  MEETINGS 


OREGON 

Baker  County  Medical  Society 
Pres.,  J.  J.  Higgins;  Secty.,  C.  G.  Patterson 
Resolution  adopted  May  11,  1932. 

Whereas,  it  has  come  to  our  attention  that  the  State 
Industrial  Accident  Commission  has  promulgated  an  or- 
der effective  April  1,  1932,  under  which  injured  work- 
ers in  Klamath  and  Lake  Counties  are  compelled  to  seek 
the  services  of  a small  number  of  physicians  designated 
by  the  Commission;  and 

Whereas,  this  order  in  our  opinion  violates  the  most 
important  right  of  the  injured  worker;  namely,  the  right 
to  choose  his  own  physician;  and 

Whereas,  this  order  is  discriminatory  and  unfair  to 
the  physicians  of  Klamath  and  Lake  Counties  who  are 
thus  prohibited  from  caring  for  injured  workers  who 
desire  their  services; 

Therefore  Be  It  Resolved,  that  this  Society  hereby 
expresses  its  strongest  disapproval  of  this  unwarranted 
disregard  by  the  State  Industrial  Accident  Commission 
of  the  rights  of  the  working  people  of  this  state;  and 
Be  It  Further  Resolved,  that  this  Society  endorses 
the  active  efforts  of  the  Klamath  and  Lake  Medical  So- 
ciety in  resisting  this  arbitrary  action  by  the  State  In- 
dustrial Accident  Commission,  and 
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Be  It  Further  Resolved,  that  a copy  of  this  reso- 
lution  be  sent  to  the  Governor  of  the  State  of  Oregon, 
the  State  Industrial  Accident  Comission,  the  Oregon 
State  Federation  of  Labor,  the  Oregon  State  Medical 
Society  and  all  its  component  Societies,  the  American 
Medical  Association,  Northwest  Medicine  and  the  local 
press. 


WASHINGTON 

KING  COUNTY  MEDICAL  SOCIETY 

Pres.,  Fred  Slyfield;  Secty.,  V.  W.  Spickard 
The  regular  meeting  of  the  Medical  Section  of  the 
King  County  Medical  Society  was  held  in  the  Auditor- 
ium of  the  Medical-Dental  Building,  Seattle,  May  9,  G. 
A.  Dowling  presiding. 

Dr.  A.  R.  Barnes,  cardiologist  Mayo  Clinic  gave  a 
splendid  paper  entitled  “The  Treatment  of  Heart  Dis- 
eases." Dr.  Barnes  said  the  tendency  is  too  great  among 
physicians  to  consider  that  the  presence  of  heart  disease, 
regardless  of  its  type  or  degree  of  damage,  call  for  treat- 
ment with  digitalis.  Such  an  attitude  not  only  is  un- 
scientific but  at  times  may  be  dangerous.  There  are  two 
prerequisites  in  the  treatment  of  heart  disease;  namely; 
an  acurate  diagnosis  and  familiarity  with  the  action,  limita- 
tion and  toxic  effects  of  the  therapeutic  agent  employed. 
Dr.  Barnes  stated  that  while  myocardial  failure  is  the 
initial  cause  of  edema  in  cardiac  decompensation  the  sec- 
ondary effect  of  fluid  in  the  tissues  may  become  more 
important  than  the  primary  cause  of  the  edema.  He 
outlined  the  use  of  the  drugs  which  alter  the  affinity  of 
the  tissues  for  water. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  La  Gasa;  Secty.,  W.  B.  Penney 

The  annual  banquet  of  the  Pierce  County  Medical 
Society  was  held  at  the  Country  Club  on  May  24,  1932. 
A delightful  evening  was  spent  by  all.  Entertainment 
was  furnished  by  Drs.  Murphy,  Hopkins  and  Maddison. 

A short  business  session  was  held.  Dr.  F.  L.  Scheyer 
acting  as  president  and  toastmaster  in  place  of  Dr.  R.  C. 
Schaeffer  ,who  was  unable  to  be  present.  The  different 
committee  chairmen  made  made  short  reports  and  Dr.  J. 
A.  LeGasa,  the  new  president,  was  introduced. 


BOOK  REVIEWS 

Edited  by  Kenelm  Winslow,  M.D. 


Biochemistry  In  Interal  Medicine:  By  Max  Trum- 
pet, Ph.D.,  Clinical  Chemist  and  Toxicologist;  formerly 
in  charge  of  the  Laboratories  of  Biochemistry  of  the 
Jefferson  Medical  College  and  Hospital  and  of  the 
Psycho-Biochemistry  Laboratory,  Graduate  School  of 
Medicine,  University  of  Pennsylvania,  Philadelphia,  and 
Abraham  Cantarow,  M.D.,  Instructor  in  Medicine,  Jeffer- 
sori  Medical  College,  Assistant  Attending  Physician, 
Philadelphia  General  Hospital;  in  charge  of  Laboratory 
of  Biochemistry.  Jefferson  Hospital.  With  a foreword 
by  Elmer  H.  Funk,  M.D.,  Sutherland  M.  Prevost  Pro- 


fessor of  Therapeutics  at  Jefferson  Medical  College.  454 
pages  with  illustrations.  Philadelphia  and  London;  W. 
B.  Saunders  Company,  1932.  Cloth,  $5.50  net. 

Internistis  will  find  this  a truly  valuable  treatise  as  a 
guide  in  the  chemical  investigation  of  biologic  processes, 
the  performance  of  functional  tests  of  various  organs, 
in  ascertaining  biologic  changes  in  pregnancy  and  in  the 
chemical  examination  of  cerebrospinal  fluid,  exudates  and 
transudates.  The  work  is  based  upon  preliminary  chap- 
ters on  carbohydrate,  protein,  chloride,  calcium  and  phos- 
phate metabolism,  including  biochemical  changes  in  dia- 
betes mellitus. 

The  book  is  of  great  practical  value  because  the 
authors  particularly  stress  the  direct  application  of  bio- 
chemistry to  clinical  medicine,  while  confusing  hypotheses 
and  elaborate  chemical  methods  are  sedulously  omitted. 
The  style  is  simple  and  direct  and  free  from  ultrascien- 
tific  jargon.  The  text  is  so  understandable  that  its  per- 
usal becomes  a pleasure  rather  than  a task.  Nowhere 
has  liver  function  been  so  clearly  described,  nor  the 
great  additions  to  our  knowledge  of  bile  formation  so 
lucidly  presented,  especially  the  epoch-making  work  of 
Mann.  Bile  salts,  in  the  liver,  have  the  power  to  break 
up  the  combination  of  bilirubin  with  serum  globulin 
normally  present  in  the  blood.  Thus  bile  salts,  unable 
to  escape  in  the  bile  in  obstructive  jaundice,  are  ab 
sorbed  into  the  blood  and  inhibit  the  absorption  of  bili- 
rubin to  serum  globulin.  The  freed  bilirubin  easily  dif 
fuses  into  the  tissues  and  urine,  and  jaundice  is  thus 
more  pronounced  and  occurs  more  quickly  than  in  hemo- 
lytic icterus. 

In  the  latter  bile  salts  do  not  notably  collect  in  the 
blood,  because  the  liver  is  not  primarily  at  fault  in  hemo- 
lytic jaundice,  and  the  bilirubin  in  combination  with 
serum  globulin  is  not  free  in  the  blood  or  freely  diffus- 
ible. Furthermore,  this  accumulation  of  bile  salts  in  the 
blood  in  obstructive  jaundice  accounts  for  the  different 
reactions  in  the  van  den  Berg  test.  Bile  salts  in  freeing 
bilirubin  from  serum  globulin  enable  bilirubin  to  couple 
with  the  diazonium  salts  of  the  van  den  Berg  reagent 
and  give  rise  to  the  direct  reaction.  In  hemolytic  icterus, 
where  the  bilirubin  is  in  combination  with  serum  globu- 
lin, in  the  absence  of  bile  salts  arising  from  obstructed 
or  damaged  liver,  there  can  be  no  coupling  of  it  (bili- 
rubin) with  the  diazonium  salts  and  the  direct  reaction 
of  van  den  Berg  is  not  seen,  unless  with  secondarily 
damaged  liver. 

Within  two  hours  after  tying  off  the  common  duct 
an  increased  bilirubinemia  occurs  with  an  indirect  van 
den  Berg  reaction.  In  another  two  hours  the  diphasic 
reaction  obtains,  and  four  hours  later  and  thereafter, 
until  obstruction  is  relieved,  the  immediate  direct  re- 
action appears.  But  unfortunately  for  purposes  of  diag- 
nosis the  same  sequence  follows  in  toxic  or  infectious 
jaundice,  except  that  the  indirect  van  den  Berg  reaction 
persists  much  longer  in  the  early  stage  of  hepatic  jaun- 
dice. The  causes  of  this  sequence  are  much  the  same  in 
obstructive  and  hepatic  jaundice.  In  the  obstructive 
form  damming  back  of  bile  and  bile  salts  lead  to  their 
absorption  into  the  blood,  while  in  the  hepatic  type 
damage  to  the  polygonal  cells  and  caniculi  of  the  liver 
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prevents  the  excretion  of  bile  salts  and  bile  pigment 
into  the  bowel  and  absorption  of  both  into  the  blood 
occurs.  In  both  instances  there  is  a setting  free  of  bili- 
rubin  in  the  blood  from  serum  globulin  due  to  accumu- 
lation of  bile  salts  in  the  blood.  In  the  normal  liver  the 
polygonal  cells  have  the  power  to  break  up  this  combin- 
ation of  bilirubin  with  serum  protein  and  excrete  bili- 
rubin in  the  bile. 

The  indirect  van  den  Berg  reaction  occurs  in  either 
obstructive  or  hepatic  jaundice  before  there  has  been 
much  accumulation  of  bile  salts  in  the  blood.  Next 
comes  the  biphasic  reaction,  an  earlier  stage  of  the  im- 
mediate direct  reaction.  In  hemolytic  jaundice  bilirubin 
collects  in  the  blood  from  abnormal  destruction  of  hemo- 
globin, and  because  there  is  some  impairment  of  the 
polygonal  cells  of  the  liver  from  anemia  and  anoxemia, 
one  or  both  of  which  being  constantly  present.  As 
noted  above,  the  indirect  and  occasionally  delayed  van 
den  Berg  reaction  are  characteristic  of  hemolytic  jaun- 
dice. The  appearance  of  the  biphasic  or  direct  reaction 
in  hemolytic  jaundice  is  significant  of  secondary  liver 
damage. 

A chapter  is  devoted  to  an  exhaustive  discussion  of 
renal  function.  The  two  simplest  and  most  reliable  tests, 
which  are  complementary  and  both  necessary  for  a true 
understanding  of  renal  function,  are  the  concentration 
test  and  determination  of  blood  urea  and  creatinine. 
The  urine  concentration  test  shows  the  degree  of  kidney 
functional  impairment,  while  the  amount  of  blood  urea 
indicates  whether  there  is  compensation  or  decompensa- 
tion in  the  presence  of  renal  disease.  The  Fishberg  con- 
centration test  is  one  anybody  can  perform,  merely  re- 
quiring the  patient  to  sup  on  a meal  of  high  protein 
content  with  200  cc.  of  water  at  6 p.m.,  and  take  no 
more  water  till  after  the  test  is  completed  next  day.  The 
urine  is  discarded  until  the  bladder  is  emptied  at  8,  9 
and  10  o'clock  the  next  monrning.  These  three  samples 
are  put  into  separate  glasses  and  the  specific  gravity  of 
each  is  taken.  In  normal  persons  the  specific  gravity 

of  one  of  the  samples  should  be  1025  or  over.  In 

grave  renal  disease  the  specific  gravity  approaches  1010. 

The  diazo  reaction  applied  to  blood  serum  appears  to 
be  extremely  valuable  in  differentiating  the  coma  of 
uremia  from  that  due  to  other  causes.  Its  worth  lies 
in  the  fact  that  it  can  be  done  in  a few  minutes.  There 
is  also  an  illuminating  discussion  of  lipoid  nephrosis. 

The  chief  diagnostic  tests  are  estimation  of  cholesterol 
(ester)  content  of  the  blood,  and  the  measure  of  blood 
plasma  content  by  specfic  gravity  determination.  Low 
metabolic  rates  are  frequent. 

The  important  diagnostic  point  is  emphasized  that 
there  is  increased  sugar  content  in  the  cerebrospinal 
fluid  of  epidemic  meningitis.  The  figures  range  from 
70  to  110  mg.  in  the  former,  to  18  to  36  mg.  in  the 
latter.  In  meningismus  or  serous  meningitis  of  toxic 

origin  it  is  stated  that  the  cerebrospinal  fluid  is  prac- 
tically normal,  except  for  increase  in  amount  and  pres- 
sure. The  increase  of  cell  count,  occasionally  to  fifty 
is  apparently  overlooked. 

The  survey  of  pancreatic  functional  tests  leaves  us 
cold.  The  estimation  of  fat  in  the  feces  by  the  wet 
n-'thod  is  regarded  as  most  reliable,  and  that  any  speci- 


men containing  more  total  fat  than  25  per  cent  of  the 
total  dry  matter  is  abnormal.  We  find  an  engaging  dis- 
quisition on  respiratory  exchange  and  anoxemia.  Next 
follows  a dissertation  on  basal  metabolism  or  the  out- 
put of  body  heat  at  complete  mental  and  physical  rest, 
as  determined  by  the  calorimeter,  or  measuring  the  oxy- 
gen utilized,  or  the  carbon  dioxide  liberated.  Increased 
rates  in  early  acromegaly  and  in  adrenal  growths  are 
observed,  and  rates  above  plus  20  per  cent  occur  in  5.4 
per  cent  of  all  cases.  High  rates  are  also  sometimes  en- 
countered in  myocardial  disease  and  diabetes  insipidus. 

One  is  struck  by  the  rare  lucidity  of  the  discussion  of 
hydrogen-ion  concentration  in  the  chapter  on  acid-base 
balance,  a subject  that  usually  leads  one  into  a mental 
state  of  vexing  perplexity  and  potential,  if  not  actual 
profanity,  unless  elucidated  verbally  by  such  a master 
as  Marriott. 

Space  does  not  admit  of  further  notice  of  this  book 
but  it  is  without  doubt  a distinctly  valuable  contribution 
to  medicine,  which  is  more  than  can  be  said  of  many 
new  medical  publications. 

Winslow. 


Pediatrics.  The  Practical  Medicine  Series,  1931. 
Edited  by  Isaac  A.  Abt,  M.D.,  Professor  of  Pediatrics, 
Northwestern  University  Medical  School;  Attending  Phy- 
sician St.  Luke's  Hospital,  Chicago,  Children's  Depart- 
ment. With  the  collaboration  of  Arthur  F.  Abt,  M.D., 
Assistant  in  Pediatrics,  Northwestern  University  Medical 
School;  Assistant  Attending  Physician,  St.  Luke's  Hospi- 
tal, Chicago.  569  pages.  Chicago.  The  Year  Book  Pub- 
lishers, Inc.  Cloth,  $2.25  net. 

A carefully  edited  review  of  the  best  facts  in  the 
pediatric  literature  for  the  past  year.  Excerpts  from 
several  hundred  original  articles  have  been,  as  in  pre- 
vious editions,  abstracted  and  presented  in  very  readable 
form.  The  editorial  comment  is  especially  pertinent  and 
instructive  throughout  the  book.  Of  special  interest  are 
those  sections  devoted  to  diseases  of  the  newborn  and 
the  infectious  diseases.  The  newest  work  on  scarlet  fever 
immunization,  prophylaxis  and  treatment  is  given  in  de- 
tail. Referring  to  an  article  by  Weech  the  authors  state 
that  “scarlet  fever  is  extraordinarly  severe  in  China. 
The  mortality  ranges  from  25  to  42  per  cent.  In  1921 
an  outbreak  occurred,  which  raged  for  over  a year  and 
afflicted  every  man,  woman  and  child  in  a town  of 
200,000  with  a mortality  of  25  per  cent.  The  septic 
and  toxic  types  are  very  frequent.''  The  author  presents 
a group  of  cases  of  different  types  and  discusses  the 
effect  of  antiscarlatina  serum.  Weech  feels  strongly 
that  the  proper  serum  when  developed  will  be  truly 
antibacterial  as  well  as  antitoxic  and  effective  even 
when  administered  late  in  the  disease. 


The  Eye,  Ear,  Nose  and  Throat  Year  Book.  The 
Eye  by  E.  V.  L.  Brown,  M.D.,  Professor  of  Ophthal- 
mology, University  of  Chicago.  The  Ear,  Nose  and 
Throat  by  George  E.  Shambaugh,  M.D.,  and  Elmer  W. 
Hagens,  M.D.,  both  of  the  Department  of  Oto-Rhino- 
Laryngology  of  Rush  Medical  College,  Chicago.  629  pp. 
$2.50.  The  Year  Book  Publishers,  Inc.,  Chicago.  Scries 
1931. 

This  volume  sets  for  its  goal  the  abstracting  of  con- 
tributions to  the  specialties  of  ophthalmology  and  oto- 
rhinolarygology  of  outstanding  merit  for  the  year  1931. 


NORTHWEST  MEDICINE  ADVERTISER 


Dr.  Robert  C.  Coffey  Clinic  and  Hospital 


New  Modern  Hospital  and  Clinic  Buildings  Equipped  to  Handle  Medical  and  Surgical  Cases 

611  Lovejoy  Street,  Portland,  Oregon 


W.  CEFALU,  M.D.,  Director 


Laboratory  of  Clinical  Medicine 

Complete  Laboratory  Service 

1001  Cobb  Bldg. 

SEATTLE  MAin  1646 


507-08  Medical-Dental  Bldg. 
ELiot  4354 


We  perform  and  recommend  Friedman’s  Modification  of  the  Ascheim- 
Zondek  test  for  pregnancy. 


Postgraduate  School  of  Surgical  Technique,  Inc* 

2512  PRAIRIE  AVENUE  (Opposite  Mercy  Hospital) 

CHICAGO,  ILLINOIS 

A School  of  Surgical  Technique  conducted  by  Experienced  Practicing  Surgeons 

1.  (General  Sargery:  100  hours  (2  weeks)  course  of  intensive  instruction  and  practice  In  surgical  technique  com- 

bined with  clinical  demonstrations  (for  practicing  surgeons). 

2.  Qeneral  Surgery  and  Specialties:  Three  months’  course  comprising:  (a)  review  in  anatomy  and  pathology; 

(b)  demonstration  and  practice  in  surgical  technique;  (c)  clinical  instruction  by  faculty  members  in  various 
hospitals,  stressing  diagnosis,  operative  technique  and  surgical  pathology. 

8.  Special  Courses:  Orthopedic  and  Traumatic  surgery;  gynecology  and  radiation  therapy;  eye,  ear,  nose  and 
throat,  thoracic,  genito-urinary  and  goiter  surgery;  bronchoscopy,  etc. 

All  courses  continuous  throughout  the  year 
Detailed  information  furnished  on  request 
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Well  does  it  accomplish  this  goal.  Snacks  as  these  ab' 
stracts  are,  they  overflow  with  information  to  the  phy' 
sician  specializing  in  these  branches.  To  the  physician 
not  making  these  branches  a specialty,  these  abstracts 
constitute  information  in  skeleton  form,  for  a completion 
of  which  the  reader  must  refer  to  the  original  articles. 
American  methods  stand  side  by  side  with  methods  con- 
tributed by  Continental  scientists,  and  the  relative  meth- 
ods of  each  contribution  are  briefly  discussed  by  the 
abstracting  authors.  The  progress  for  the  year  is  well 
covered.  This  volume  should  be  on  the  shelf  of  every 
man  practicing  eye  and  ear,  nose  and  throat  as  special- 
ties. 

Firestone. 


General  Surgery.  Practical  Medical  Series. 

Edited  by  Evarts  A.  Graham,  A.B.,  M.D.,  Professor  of 
Surgery,  Washington  University  School  of  Medicine;  Sur- 
geon-in-Chief  of  the  Barnes  Hospital  and  the  Children’s 
Hospital,  St.  Louis.  With  64  plate  illustrations  804  pp. 
$3.00.  The  Year  Book  Publisher,  Chicago,  1931. 

This  Book  is  a summary  and  digest  of  the  surgical  litera- 
ture of  1931.  There  are  some  interesting  reports  by 
Brunn  and  Brill  on  spinal  anesthesia,  based  on  statistical 
studies  . It  is  surprising  to  note  that  the  incidence  of 
postoperative  pulmonary  complications  was  higher  with 
spinal  anesthesia,  then  when  gas  or  ether  was  used. 
Surgical  shock  is  presented  with  much  new  and  important 
infomation  in  the  reports  by  Parsons  and  Phemister,  and 
Blalock  and  his  associates.  Ellis  gives  an  interesting  sum- 
mary on  the  end-results  of  wound  healing  following  elec- 
trosurgical  incision.  He  found  that  fewer  wounds  of  this 
sort  heal  by  primary  intention  than  is  the  case  with 
wounds  made  by  the  scalpel,  also  these  wounds  have  less 
tensile  strength  than  scalpel  wounds.  New  information  is 
to  be  found  on  the  general  subjects  of  thrombosis  and  em- 
bolism, treatment  of  osteomyelitis  by  maggots,  the  un- 
favorable results  of  phrenicectomy,  etc. 

The  chief  value  in  a work  of  this  nature  lies  in  the  fact 
that  this  book  represents  a rather  comprehensive  survey 
of  the  surgical  literature  for  the  past  year.  It  is  needless 
to  say  that  the  average  surgeon  cannot  find  the  time  to 
read  all  the  surgical  publications,  and  yet  to  be  well  in- 
formed, he  should  do  so.  If  he  reads  this  one  book  care- 
fully, he  has  done  the  same  thing  for  himself,  with  all 
the  immaterial  information  carefully  sifted  out  for  him, 
leaving  only  that  which  is  of  value.  Leibly. 

Neurology.  Practical  Medicine  Series,  1931.  Edited 
by  Peter  Bassoe,  M.  D.,  Clinical  Professor  of  Neurology, 
Rush  Medical  College  of  the  University  of  Chicago. 
Psychiatry  Edited  by  Franklin  G.  Ebaugh,  M.  D.,  Pro- 
fessor of  Psychiatry,  University  of  Colorado  Medical 
School.  Director  Colorado  Psychiatry  Hospital,  Associate 
Director  Division  of  Psychiatric  Education,  the  National 
Committee  for  Medical  Hygiene.  471  pp.  $2.2$.  The  Year 
Book  Publishers,  Inc.,  Chicago. 

In  these  days  of  steadily  increasing  medical  literature 
the  Year  Books  of  the  Practical  Medicine  Series  become 
increasingly  valuable,  giving  as  they  do  in  condensed 
forms  the  best  of  the  year's  wrk,  critically  edited.  Bassoe 
has  always  been  happy  in  his  selection  of  neurologic  lit- 
erature and  in  his  ter.se  comments  thereon. 


A new  departure  is  inaugurated  in  this  volume,  with 
Bassoe  and  Ebaugh  as  coeditors,  the  latter  being  respon- 
sible for  the  section  on  psychiatry.  That  this  department 
will  be  adequately  cared  for  by  Ebaugh  is  apparent  to 
all  who  are  familiar  with  his  position  and  reputation  in 
the  field  of  psychiatry. 

In  the  neurologic  section  there  is  a gratifying  number 
of  clinical  abstracts.  The  comparative  rarity  of  epidemic 
encephalitis  last  year  is  reflected  in  the  scanty  literature 
cited  and  by  the  fact  that  of  the  few  articles  noted,  all 
but  one  deal  with  chronic  manifestations  of  this  disease. 
The  newer  forms  of  encephalitis  are  well  represented. 
The  selection  of  papers  on  brain  tumors  appears  excellent 
and  the  few  illustrations  in  this  section  are  well  chosen. 

Not  to  be  overlooked  are  a few  scattered  abstracts 
dealing  with  the  relation  of  trauma  to  various  neurologic 
conditions.  Such  articles  are  timely  and  will  in  all  proba- 
bility appear  in  the  succeeding  volumes  in  large  numbers. 

The  new  editor  of  the  psychiatric  section  presents  his 
material  under  the  headings;  (1)  general  considerations, 
(2)  minor  psychoses,  (3)  major  psychoses,  (4)  social 
psychiatry  and  mental  hygiene.  Ebaugh  is  to  be  con- 
gratulated on  the  type  of  psychoanlytic  articles  he  has 
selected  for  review  and  to  be  doubly  congratulated  upon 
his  omissions. 

One  notices  of  his  section,  however,  an  overwhelming 
proportion  of  American  references  which  would  seem  to 
indicate  that  the  editor  has  not  spent  as  much  time  brows- 
ing in  foreign  fields,  and  that  psychiatrists  of  other  na- 
tions have  not  been  doing  as  much  work  as  those  in  this 
country.  Possibly  the  prolixity  of  the  mental  hygeine 
group  may  have  something  to  do  with  this  apparent  liter- 
ary imbalance.  Price. 


White  House  Conference  on  Child  Health  and 
Protection.  Section  1,  Medical  Service.  Samuel  McC. 
Hamill,  M.D.,  Chairman.  Committee  on  Medical  Care  for 
Children,  Philip  Van  Ingen,  M.D.,  Chairman.  Child 
Health  Centers;  A Survey,  J.  H.  Mason  Knox  Jr.,  M.D., 
Chairman  and  Mrs.  Brethold  Strauss,  Vice-Chairman. 
Nutrition  Service  in  the  Field,  Lucy  H.  Gillet,  Chairman.' 
190  pp.  $2.00.  The  Century  Company,  Nek  York  and 
London,  1932. 

This  report  is  presented  in  book  form,  being  one  of  the 
series  of  books  reporting  the  findings  and  recommendations 
of  the  various  Committees  of  the  White  House  Conference 
on  Child  Health  and  Protection. 

The  first  part  of  the  book  deals  entirely  with  nutrition. 
It  defines  nutrition  work;  it  reviews  in  detail  the  general 
program  of  its  administration  and  it  reveals  the  need  exist- 
ing among  the  American  people  for  better  nutritional 
attainment. 

The  second  part  of  the  book  is  a report  on  child  health 
centers,  listing  the  existing  centers  in  the  United  States 
and  its  possessions.  It  surveys  the  situation  and  offers 
recommendations  for  improvement. 

The  entire  report  stimulates  the  interest  of  the  reader 
in  this  comparatively  new  field  of  endeavor,  suggesting  to 
him  the  danger  of  overlapping  services  and  the  danger 
of  misplaced  confidence  in  inadequately  trained  services. 

Wade, 
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THE  TREATMENT  OF  SOME  COMMON 
TYPES  OF  HEART  DISEASE* 

Arlie  R.  Barnes,  M.D. 

ROCHESTER,  MINN. 

The  treatment  of  heart  disease  is  heavily  encum- 
bered  by  traditional  concepts.  One  of  these  is  that 
digitalis  is  indicated  in  the  treatment  of  practically 
all  forms  of  heart  disease.  As  Williusi  remarked: 
“The  impression  is  fairly  general,  among  physicians, 
that  the  establishment  of  a diagnosis  of  heart  dis' 
ease,  regardless  of  type,  state  of  cardiac  function, 
and  so  forth  demands  the  administration  of  digi' 
talis.”  Such  an  attitude  not  only  is  unscientific  but 
at  times  actually  may  be  a serious  menace  to  a pa' 
tient’s  life. 

The  chief  prerequisite  in  the  treatment  of  heart 
disease  is  that  an  accurate  diagnosis  be  made.  This 
diagnosis  should  be  threefold:  (1)  It  should  be 
based,  if  possible,  on  determination  of  the  etiology 
of  the  cardiac  pathologic  change;  (2)  it  should  es' 
tablish  the  nature  of  the  cardiac  lesion  present,  and 
(3)  it  should  classify  the  type  of  disturbance  of 
cardiac  function  which  exists.  A second  prere' 
quisite  is  that  one  be  familiar  with  the  action,  the 
limitations  and  the  toxic  effects  of  the  therapeutic 
agent  employed. 

Although  myocardial  failure  is  the  initial  cause 
of  edema  in  cardiac  decompensation,  the  secondary 

•Prom  Section  on  Cardiology,  The  Mayo  Clinic. 

Read  before  a meeting  of  King  County  Medical  Society,  Se- 
attle, Wash.,  May  7,  1932. 

1.  Willius,  P.  A.:  Some  Principles  Underlying  the  Treat- 
ment of  Heart  Pailnre.  Nebraska  M.  J.  16:136-141,  April, 
1931. 


effect  of  fluid  in  the  tissues  often  becomes  more 
important  temporarily  than  the  primary  cause  of  the 
edema.  Substances  which  diminish  the  tendency  of 
the  tissues  to  retain  water  are  often  spectacular  in 
their  results,  whereas  agents,  the  object  of  which  is 
to  improve  action  of  the  heart,  fail.  Increased 
amounts  of  fluid  may  be  present  in  the  tissues,  par- 
ticularly  the  lungs,  without  the  usual  objective  signs 
of  edema.  In  certain  of  these  cases  the  only  mani' 
festation  is  dyspnea,  and  the  production  of  diuresis 
by  such  a drug  as  salyrgan  may  improve  the  dyspnea 
remarkably. 

Table  1 indicates  briefly  the  tentative  conception 
of  the  action  of  diuretics  which  are  commonly  em- 
ployed  at  The  Mayo  Clinic. 

The  following  cases  illustrate  the  methods  em' 
ployed  in  the  treatment  of  some  types  of  heart  dis' 
ease  which  are  frequently  encountered. 

REPORTS  OF  CASES 

Case  1.  Congestive  heart  failure.  A man,  aged  sixty 
years,  entered  the  clinic  November  4,  1929,  because  of 
congestive  heart  failure  associated  with  hypertension  and 
auricular  flutter.  His  weight  on  admission  was  288 
pounds  and  on  dismissal  twenty-four  days  later  was  247 
pounds.  Four  intravenous  injections  of  salyrgan  in  doses 
of  1 to  2 cc.  were  given  at  intervals  of  four  to  seven  days. 
From  the  eighth  to  the  fifteenth  day  after  admission  he 
received  tincture  of  digitaUs  1.5  cc.  three  times  daily. 
Quinidine  sulphate,  4 grains  (0.24  gm.),  was  given  every 
four  hours  day  and  night  from  the  ninth  to  the  twenty- 
first  day.  Auricular  flutter  was  replaced  by  auricular 
fibrillation  on  the  sixteenth  day,  and  that  in  turn  by 
sinus  rhythm  on  the  following  day.  The  patient  was 
readmitted  September  23,  1930,  and  again  March  15, 
1932,  with  congestive  heart  failure  and  normal  rhythm. 
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Diuretic 

Water 

Sugar 


Urea 

Caldum 

chloride 

Ammonium 

chloride 

Ammonium 

nitrate 

Mercury 

Xanthine 

derivatives 

Digitalis 


TABLE  1 

DIURETICS  AND  THEIR  POSSIBLE  ACTIONS 

Mechanism  of  diuresis. 

Dilution  of  inorganic  constituents  of  blood.  The  latent  period  gives  time  for  hydration  (?)  of 
the  renal  cell.  Inhibitory  effect  on  posterior  pituitary  lobe  (?). 

Dehydration  of  tissues,  with  dilution  of  blood  protein  (diffusion  and  osmosis).  Effect  on  glom- 
eruli (dilatation  of  and  increase  in  number  of  glomeruli  functioning).  Decreased  tubular 
absorption  of  water. 

Same  as  sugar.  Five  times  as  much  osmotic  effect  as  glucose. 

Calcium  ion  has  dehydrating  effect  on  tissue.  Chlorine  is  set  free,  producing  acidosis,  liberating 
water  in  tissues. 

Chlorine  ion  has  dehydrating  effect,  probaby  due  to  production  of  acidosis. 

Nitrate  ion  exerts  specific  dehydrating  effect,  in  addition  to  its  production  of  mild  acidosis. 

General  tissue  effects  favoring  liberation  of  water  by  tissues.  Renal  effect:  interference  with 
absorbption  in  tubules  (?). 

Chief  action  on  glomerular  tuft.  Increased  permeability  of  arterioles  (?).  Cause  greater  number 
of  glomeruli  to  function  (?). 

Increased  flow  of  blood  through  glomerular  arterioles. 


Ammonium  nitrate  in  doses  of  2 gm.  three  times  daily, 
together  with  intravenous  injections  of  salyrgan  in  doses 
of  2 cc.,  given  at  intervals  of  three  to  five  days,  effec- 
tively restored  compensation  each  time. 

A splendid  and  rapid  diuretic  response  was  ob- 
tained each  time  the  patient  was  admitted,  either  by 
administration  of  salyrgan  only  or  of  salyrgan  in 
conjunction  with  ammonium  nitrate.  Digitalis  was 
used  only  in  an  effort  to  restore  normal  rhythm  at 
his  first  admission.  In  my  experience,  congestive 
failure  with  regular  rhythm  is  treated  more  effec- 
tively with  the  mercurial  and  acid-producing  salts 
than  with  any  method  tried  hitherto.  It  will  be 
noted  that,  once  the  edema  of  the  tissues  was  re- 
lieved, the  patient  maintained  compensation  over 
considerable  periods  of  time,  during  which  he  was 
able  to  pursue  his  duties  as  a banker. 

Digitalis  in  a maintenance  dose  may  be  given  such 
a patient  on  dismissal,  with  the  hope  that  its  tonic 
effect  on  the  myocardium  may  postpone  recurrence 
of  heart  failure.  Critical  studies  are  not  available 
as  to  whether  patients  taking  digitalis  in  that  way 
maintain  compensation  over  longer  periods  than 
they  would  on  the  restrictive  measures  usually  ad- 
vised. If  one  makes  certain  that  the  patient  does 
not  suffer  toxic  effects  from  digitalis  as  the  result 
of  cumulative  action,  such  a program  of  maintenance 
dosage  is  probably  justifiable. 

Case  2.  Angina  pectoris.  A man,  aged  forty-three 
years,  had  had  angina  pectoris  for  two  years  before  ad- 
mission. The  pain  was  precipitated  by  exertion,  excite- 
ment or  overeating.  He  smoked  twelve  cigars  daily.  Epi- 
gastric burning  and  bloating  had  been  present  for  five 
years. 

General  examination  disclosed  hyperchlorhydria,  septic 
tonsils  and  chronic  prostatitis.  The  heart  and  the  elec- 
trocardiogram were  normal.  Tonsillectomy,  treatment  of 
the  chronic  prostatitis,  measures  for  control  of  hyperchlor- 
hydria and  omission  of  smoking  did  not  improve  the  an- 
ginal syndrome  in  one  year.  During  this  year  he  overate 
and  gained  10  pounds.  The  patient  was  now  given  a 
bland,  reducing  diet,  was  advised  to  continue  restriction 


of  his  physical  activities,  and  during  one  year  took  5 
grains  each  of  theobromine  and  sodium  bicarbonate  three 
time  daily.  At  the  end  of  this  time  he  reported  that  he 
had  attacks  of  angina  pectoris  only  when  he  walked 
rapidly  following  excessive  eating.  General  examination 
gave  negative  results.  The  electrocardiogram  now  showed 
a prolonged  Q wave  in  derivation  III. 

It  is  evident  that  a program  of  restriction,  re- 
moval of  foci  and  treatment  of  functional  gastro- 
intestinal complaints  did  not  influence  the  angina 
pectoris  in  this  case.  When  the  patient  received 
the  theobromine,  the  symptoms  were  ameliorated  at 
least  90  per  cent,  according  to  his  own  testimony. 
If  one  of  the  derivatives  of  xanthine  does  not  give 
relief,  or  is  not  well  tolerated,  one  may  achieve  re- 
sults by  resorting  to  the  use  of  other  drugs  of  that 
series.  Improvement  has  been  obtained  in  angina 
pectoris  from  the  use  of  theophyllin,  the  mixture  of 
theobromine  and  phenobarbital  known  as  theominal, 
theocalcin  and  euphyllin.  General  measures  restrict- 
ing mental,  physical  and  metabolic  stress  are  of  para- 
mount importance.  If  intolerable  pain  persists  in 
spite  of  these  measures,  relief  in  approximately  75 
per  cent  of  cases  may  be  obtained  by  injection  of 
alcohol  about  the  upper  six  thoracic  white  rami 
communicantes^.  Needless  to  say,  such  a procedure 
must  be  carried  out  by  a physician  skilled  in  the 
technic  of  injection. 

Case  3.  Acute  coronary  occlusion.  A man,  aged  fifty- 
three  years,  was  admitted  to  the  hospital  June  21,  1928, 
with  a history  of  the  occurrence  of  acute  coronary  oc- 
clusion three  days  previously.  There  was  a previous 
history  of  angina  pectoris  of  two  years’  duration.  The 
blood  pressure  was  104  systolic  and  82  diastolic  in  milli- 
meters of  mercury.  General  and  cardiac  examinations 
were  negative.  The  electrocardiogram  revealed  R-T 
changes  in  leads  II  and  III,  indicative  of  recent  myo- 
cardial infarction.  The  acute  pain  in  the  thorax  had  sub- 
sided and  phenobarbital  was  sufficient  to  induce  sleep. 
Theobromine  was  given  in  doses  of  5 grains  each,  three 

2.  White.  J.  C. : Angina  Pectoris.  Treatment  by  Paraverte- 
bral Alcohol  Injection  or  Operation  Baaed  on  the  Newer 
Concepts  of  Cardiac  Innervation.  Am.  J.  Surg.  9:98-109, 
July,  1930. 
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times  daily,  together  with  an  equal  amount  of  sodium  hi' 
carbonate. 

The  patient  remained  at  rest  in  bed  two  weeks,  then  be- 
gan  to  get  up  for  short  periods  each  day  until  he  left  on 
the  twenty-third  day.  He  remained  in  bed  at  home  for 
six  months,  except  that  he  was  allowed  up  a few  hours 
daily.  This  was  necessitated  by  return  of  severe  seizures 
of  angina  pectoris.  Administration  of  theobromine  was 
continued.  After  this  period  the  patient  was  allowed  to 
resume  gradually  his  duties  as  a banker.  For  three  years 
he  was  free  of  anginal  symptoms.  The  electiocardiogram 
had  returned  to  normal  at  the  end  of  five  months.  The 
patient  died  suddenly  of  acute  occlusion  of  all  three 
branches  of  the  coronary  arteries  four  years  after  the  first 
attack  of  coronary  occlusion. 

The  chief  indications  in  the  treatment  of  acute 
coronary  occlusion  are  rest,  control  of  pain  by 
morphine  and  confinement  to  bed  until  the  danger 
of  embolic  phenomena  or  myocardial  rupture  is  past. 
The  use  of  oxygen  has  been  advocated,  both  to  con- 
trol pain  and  to  combat  cyanosis,  when  present,  and 
probably  deserves  further  trial.  If  auricular  fibril- 
lation or  auricular  flutter  complicates  acute  coronary 
occlusion,  administration  of  digitalis  or  possibly  of 
quinidine  sulphate  is  indicated.  Ventricular  tachy- 
cardia occasionally  complicates  acute  coronary  oc- 
clusion, and  Levine  and  Fulton^  reported  that  quini- 
dine sulphate  acts  practically  as  a specific  in  restor- 
ing normal  rhythm  in  the  presence  of  this  condition. 
If  congestive  heart  failure  follows  acute  coronary 
occlusion,  administration  of  salyrgan  and  ammon- 
ium nitrate  is  indicated. 

Case  4.  Heart  failure  and  hyperthyroidism.  A wo- 
man, aged  fifty-nine  years,  had  complained  of  moderate 
dyspnea  for  two  years.  Three  weeks  before  admission  the 
dyspnea  became  severe,  the  ankles  were  swollen,  and  pal- 
pitation was  marked.  The  patient  had  lost  40  pounds  in 
weight  in  the  last  three  months.  Examination  on  admis- 
sion revealed  evidences  of  loss  of  weight  and  dehydration. 
The  cardiac  rate  was  144  beats  each  minute,  and  the 
rhythm  was  totally  irregular.  Pulmonary  edema  was 
present,  but  the  ankles  were  not  swollen.  The  blood  pres- 
sure was  212  systolic,  and  100  diastolic.  The  electro- 
cardiogram disclosed  the  presence  of  auricular  fibrillation 
and  the  T waves  were  inverted  in  leads  I and  II.  The 
thyroid  gland  was  slightly  and  symmetrically  enlarged.  The 
basal  metabolic  rate  was  plus  38. 

A diagnosis  of  exophthalmic  goiter  was  made.  Com- 
pound solution  of  iodine,  50  drops  daily,  was  administered. 
In  eight  days  auricular  fibrillation  was  replaced  by  sinus 
rhythm  with  a cardiac  rate  of  71  beats  each  minute.  In 
seven  days  the  output  of  urine  rose  from  500  to  2,000 
cc.  in  each  twenty-four  hours.  An  attack  of  bronchopneu- 
monia on  the  ninth  day  was  well  tolerated.  Subtotal  thy- 
roidectomy, done  on  the  twenty-seventh  day  after  admis- 
sion, was  without  incident  except  for  the  temporary  re- 
currence of  auricular  fibrillation. 

Case  5.  Crisis  of  exophthalmic  goiter  with  coma.  A 
woman,  aged  fifty-nine  years,  was  admitted  to  the  hospital 
in  a state  of  coma  June  6,  1927.  In  February,  1927,  fol- 

3.  Levine,  S.  A.  and  Fulton,  M.  N. : The  Effect  of  Quini- 
dine Sulphate  on  Ventricular  Tachycardia;  Clinical  Observa- 
tions. J.  A.  M.  A.  92:1162-1168,  Apr.  6,  1929. 


lowing  influenza,  symptoms  suggestive  of  exophthalmic 
goiter  had  developed.  Three  weeks  prior  to  admittance 
to  the  hospital,  diarrhea,  vomiting  and  periods  of  mental 
confusion  had  developed.  Examination  disclosed  severe 
prostration  and  dehydration,  and  the  patient  was  coma- 
tose, with  muttering  delirium.  The  pulse  was  very  rapid 
and  irregular.  The  temperature  was  102°  F.  The  tendon 
reflexes  were  greatly  diminished,  but  very  swift.  The 
thyroid  gland  was  diffusely  and  symmetrically  enlarged. 

Compound  solution  of  iodine  was  administered  by  duo- 
denal tube,  100  drops  daily,  for  two  days,  and  then  from  30 
to  70  drops  were  given  daily  by  mouth.  Fluids  were  giv- 
en subcutaneously  and  intravenously  to  combat  dehydra- 
tion. On  the  fifth  day  of  administration  of  the  compound 
solution  of  iodine  the  patient  was  rational  and  composed. 
On  the  seventh  day  the  basal  metabolic  rate  was  -f-29  per 
cent  and  on  the  fifteenth  day  of  treatment  with  the  iodine 
the  basal  metabolic  rate  was  +6  per  cent.  Bilateral  re- 
section of  the  thyroid  gland  was  done  on  the  forty-fourth 
day  following  admittance  to  the  hospital.  Convalescence 
was  uneventful.  The  pathologic  diagnosis  of  the  resected 
thyroid  gland  was  hypertrophic  parenchymatous  tissue. 

Case  6.  Hyperfunctioning  adenomatous  goiter  with 
heart  failure.  A woman,  aged  seventy-two  years,  was  ad- 
mitted to  hospital  April  8,  1931.  She  had  been  dyspneic 
for  four  months,  and  during  that  time  had  been  warmer 
and  more  nervous  than  usual.  The  ankles  were  swollen 
and  hydrothorax  on  the  right  side  was  present.  The  blood 
pressure  was  154  systolic  and  114  diastolic;  the  heart  was 
definitely  enlarged  and  the  cardiac  rhythm  was  regular. 
An  adenomatous  goiter  was  present.  The  basal  metabolic 
rate  was  +28  per  cent.  The  patient  was  hospitalized, 
and  treatment  with  salyrgan  and  ammonium  nitrate  re- 
stored cardiac  compensation  in  fifteen  days. 

She  returned  January  14,  1932,  giving  essentially  the 
same  clinical  picture.  The  basal  metabolic  rate  was  +32. 
Treatment  with  salyrgan  and  ammonium  nitrate  restored 
cardiac  compensation  again  in  ten  days.  The  patient 
was  readmitted  February  16,  1932,  with  the  same  com- 
plaints and  physical  findings.  After  treatment  with  salyr- 
gan and  ammonium  nitrate  for  fourteen  days,  the  left  lobe 
of  the  thyroid  gland  was  removed.  The  patient  had  a 
normal  postoperative  course,  and  was  dismissed  from 
hospital  nine  days  after  operation.  Compensation  during 
the  last  five  weeks  has  been  better  than  at  any  time  in 
the  last  one  and  a half  years. 

Although  certain  cases  of  cardiac  hypertrophy  and 
of  congestive  heart  failure  have  no  other  cause  than 
hyperthyroidism,  yet  as  a rule  they  are  associated 
with  intrinsic  pathologic  changes  in  the  heart.  It  is 
important  to  bear  in  mind  that  congestive  heart 
failure  may  mask  hyperthyroidism,  and  the  latter 
condition  should  be  excluded  in  every  case  of  heart 
failure.  Loss  of  weight,  marked  weakness  of  the 
quadriceps  muscles,  intolerance  to  heat,  unexplained 
auricular  fibrillation  and  marked  brownish  pigmen- 
tation of  the  skin  in  the  presence  of  congestive  car- 
diac failure  should  arouse  a suspicion  that  hyperthy- 
roidism is  present. 

Spectacular  results  follow  administration  of  com- 
pound solution  of  iodine  in  cardiac  disorders  as- 
sociated with  exophthalmic  goiter.  Failure  to  recog- 
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nize  the  presence  of  exophthalmic  goiter,  or  loss  of 
valuable  time  in  treating  congestive  failure  and  fi' 
brillation  in  this  condition,  without  the  use  of  com- 
pound  solution  of  iodine,  may  result  disastrously  for 
the  patient.  If  compensation  is  not  restored  by  use 
of  this  solution,  the  mercurial  and  acid'producing 
salts  usually  are  successful  in  doing  so.  Digitalis  is 
used  as  a last  resort  in  such  a case,  and  great  care 
should  be  exercised  not  to  produce  toxic  symptoms. 
In  cardiac  decompensation  associated  with  adenoma' 
tous  goiter  and  hyperthyroidism,  the  same  plan  of 
treatment  is  followed  except  that  compound  solution 
of  iodine  does  not  influence  the  heart  failure  unless 
exophthalmic  goiter  is  also  present. 

The  risk  of  operation  in  hyperthyroidism  often 
seems  prohibitive  when  congestive  heart  failure  is 
present.  If  one  is  successful  in  restoring  compensa- 
tion,  and  if  conditions  elsewhere  in  the  body  are 
satisfactory,  the  risk  of  skillful  removal  of  a portion 
of  the  thyroid  gland  is  usually  less  than  if  appro' 
priate  operation  on  the  thyroid  gland  is  not  carried 
out. 

Case  7.  Cardiac  decompensation  with  myxedema.  A 
women,  aged  forty-two  years,  registered  at  the  clinic  Aug- 
ust 12,  1931.  In  November,  1929,  she  had  had  pneu- 
monia and  pleurisy.  She  was  unconscious  for  five  weeks 
at  that  time,  and  lost  much  strength  and  weight.  Two 
months  later  her  strength  improved,  but  she  continued  to 
have  dyspnea  on  exertion.  From  the  time  she  recovered 
from  the  pneumonia  to  the  time  of  registration,  her  feet 
had  been  swollen.  At  examination  the  dyspnea  was  so 
severe  that  she  could  not  walk.  She  presented  the  typical 
features  of  myxedema.  The  basal  metabolic  rate  was  — 25 
per  cent.  The  blood  pressure  was  150  systolic  and  100 
diastolic.  The  teleoroentgenogram  of  the  thorax  revealed 
that  the  heart  was  enlarged  both  to  the  right  and  to  the 
left  sides,  and  measured  17  cm.  in  its  greatest  transverse 
diameter.  The  electrocardiogram  was  negative. 

The  patient  was  given  90  mg.  desiccated  thyroid  gland 
daily,  and  in  three  months  the  myxedema  was  gone;  the 
basal  metabolic  rate  was  — 8 per  cent.  Dyspnea  was  neg- 
ligible, and  the  feet  were  not  swollen.  The  maximal 
width  of  the  cardiac  shadow  was  1 3 cm.  in  the  teleoroent- 
genogram. The  patient  received  no  treatment  execept  the 
desiccated  thyroid  gland. 

It  is  not  possible  to  exclude  hypertension  as  a 
cause  of  cardiac  hypertrophy  in  this  case.  However, 
it  illustrates  the  fact  that  cardiac  compensation  may 
be  restored  and  marked  reduction  in  the  size  of  the 
heart  brought  about  in  a case  of  myxedema  by  the 
administration  of  desiccated  thyroid  gland.  Such 
cases  are  rarely  seen.  It  serves  to  illustrate  the  im- 
portance that  the  etiology  of  the  cardiac  injury  plays 
in  determining  the  therapeutic  procedure  to  be  em- 
ployed. 

Case  8.  AdamS'Sto\es’  seizures.  A man,  aged  fifty- 
seven  years,  had  complained  of  attacks  of  syncope  for  one 
year.  The  attacks  were  epileptiform,  and  a diagnosis  of 


epilepsy  had  been  made.  General  examination  was  nega- 
tive. The  pulse  rate  was  84  beats  each  minute.  Obser\’a- 
tion  of  the  patient  in  an  attack  of  syncope  revealed  a pulse 
rate  of  34,  and  the  electrocardiogram  disclosed  the  pres- 
ence of  complete  auriculoventricular  dissociation.  The  pa- 
tient was  hospitalized  and  on  the  fifth  day  he  had  four 
severe  generalized  convulsions.  He  was  given  epinephrine, 
8 minims  three  times  daily,  barium  chloride  30  mg.  three 
time  daily  and  90  mg.  or  desiccated  thyroid  gland  daily. 

Six  days  after  this  treatment  was  started  the  complete 
heart  block  had  disappeared  but  while  under  observation  it 
reappeared.  Following  the  institution  of  treatment,  only 
two  further  attacks  of  syncope  occurred  during  the  time 
of  observation,  thirty-seven  days,  and  at  the  time  of  dis- 
missal the  patient  had  had  no  attacks  of  syncope  for  three 
weeks.  From  correspondence  with  his  physician  at  home 
it  was  learned  that  congestive  heart  failure  developed  later, 
and  that  the  patient  was  having  an  occasional  mild  attack 
of  syncope. 

Epinephrine  has  definite,  temporary  value  in  pre- 
venting attacks  of  syncope,  apparently  by  abolishing 
periods  of  ventricular  standstill.  In  emergency  con- 
ditions of  cardiac  standstill  of  Adams- Stokes’  syn- 
drome, injection  of  epinephrine  into  the  heart  is 
justifiable.  Recent  reports^,  5 indicate  that  adminis- 
tration of  ephedrine  daily  successfully  prevents  syn- 
cope in  certain  cases.  Desiccated  thyroid  gland,  by 
increasing  the  cardiac  output  each  beat,  is  often  ef- 
fective in  preventing  Adams-Stokes’  seizures  over 
long  periods,  and  has  been  used  more  extensively  by 
me  than  any  other  measure.  When  using  this  drug, 
care  must  be  exercised  to  prevent  the  development 
of  hyperthyroidism.  Favorable  results  from  the  use 
of  barium  chloride  have  been  reported,  but  toxic 
doses  of  the  drug  must  be  avoided.  If  congestive 
failure  supervenes,  the  use  of  salyrgan,  ammonium 
nitrate  and  xanthine  diuretics  is  indicated. 

Case  9.  Paroxysmal  tachycardia.  A woman,  aged  forty- 
four  years,  had  a history  of  paroxysmal  tachycardia  for 
thirteen  months  before  admission.  The  attacks  came  at 
intervals  of  one  week  to  three  months,  and  lasted  from  one 
to  seven  days.  Associated  with  the  attack  was  a dull  ache 
or  cramp  in  the  epigastrium,  with  nausea  and  vomiting. 
An  electrocardiogram  taken  elsewhere  during  an  attack 
gave  evidence  of  the  presence  of  ventricular  tachycardia. 
An  electrocardiogram  taken  at  the  clinic,  in  the  interval 
between  attacks,  disclosed  sinus  rhythm  of  normal  rate 
with  inversion  of  the  T wave  in  leads  II  and  III,  with  a 
contour  suggesting  previous  myocardial  infarction.  A clin- 
ical history  indicating  previous  coronary  occlusion  could 
not  be  obtained.  General  examination,  and  the  examination 
of  the  heart  were  negative.  The  patient  had  been  taking 
quinidine  sulphate  grain  1 (0.065  gm.),  three  times  daily, 
without  relief.  We  increased  this  dose  to  grains  3 (0.2 
gm.),  three  times  daily.  Her  home  physician  reported 
seventeen  months  later  that  the  patient  had  had  no  fur- 
ther attacks  of  paroxysmal  tachycardia  after  taking  the 
increased  dose  of  quinidine  sulphate. 

4.  Stecher,  R.  M.:  A Note  on  Stokes- Adams’  Disease 
Treated  with  Ephedrine.  Am.  Heart  J.  3:567-573,  June, 
1928. 

5 Wood,  J.  E.,  Jr.;  Ephedrine  In  Adams-Stokes*  Syn- 
droms. J.  A.  M.  A.  98:1364-1367,  Apr.  16,  1932. 
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Hypertensive 
Heart  Disease 

Coronary 

Sclerosis 


Chronic  Rheumatic 
Heart  Disease 

Syphilitic 

Heart  Disease 

Heart  in 

Hyperthyroidism 


Heart  Failure 
With  Nephritis 
Adams- Stokes’ 
Syndrome 
Paroxysmal 
Tachycardia 
Auricular 
Flutter 
Auricular 
Fibrallation 


TABLE  2 

AGENTS  HAVING  GREATEST  EFFECT  ON  SOME  COMMON  TYPES 
OF  DISEASES  OF  THE  HEART 

Congestive  failure  present:  I.  Regular  rhythm. — 1.  Salyrgan.  2.  Ammonium  nitrate.  3.  Digitalis. 

II.  Auricular  fibrillation. — 1.  Digitalis.  2.  Salyrgan.  3.  Ammonium  nitrate. 

I.  Angina  pectoris. — 1.  Regimen  for  mode  of  life.  2.  Xanthine  derivatives.  3.  Surgical  pro- 
cedure. 

II.  Congestive  failure. — 1.  Salyrgan.  2.  Ammonium  nitrate.  3.  Digitalis. 

III.  Acute  coronary  occlusion. — 1.  Rest.  2.  Morphine.  3.  Theobromine.  4.  In  presence  of  arrhy- 

thmia: quinidine,  digitalis.  5.  In  presence  of  congestive  failure:  salyrgan. 

Congestive  failure  present:  I.  Regular  rhythm. — 1.  Salyrgan.  2.  Ammonium  nitrate.  3.  Digitalis. 
4.  Venesection. 

II.  Auricular  fibrillation  or  flutter. — 1.  Digitalis.  2.  Salyrgan.  3.  Ammonium  nitrate.  4.  Venesec- 
tion. 

I.  Without  congestive  failure. — 1.  Iodides  and  mercury  followed  by  2.  Arsenicals  (cautiously). 
II.  With  congestive  failure. — 1.  Salrygan.  2.  Ammonium  nitrate.  3.  Iodides  and  mercury. 

I.  Exophthalmic  goiter. — 1.  Without  congestive  failure,  a.  compound  solution  of  iodine.  2. 

With  congestive  failure,  a.  compound  solution  of  iodine,  b.  salyrgan.  c.  ammonium 
nitrate,  d.  digitalis  (avoid  toxic  tose). 

II.  Adenomatous  goiter. — 1.  With  congestive  failure,  a.  salyrgan.  b.  ammonium  nitrate,  c.  digi- 
talis (avoid  toxic  dose). 

1.  Xanthine  derivatives.  2.  Glucose  solution  intravenously.  3.  Digitalis. 

1.  Epinephrine.  2.  Ephedrine.  3.  Desiccated  thyroid  gland.  4.  Barium  chloride,  and  in  addition, 
if  congestive  failure  present,  salyrgan,  ammonium  nitrate,  xanthine  derivatives. 

1.  Quinidine  sulphate.  2.  Digitalis.  3.  Calcium. 

1.  Digitalis.  2.  Quinidine  sulphate. 

1.  Quinidine  sulphate. 


Case  10.  Paroxysmal  tachycardia.  A woman,  aged  fifty- 
two  years,  had  been  subject  to  attacks  of  paroxysmal  tachy- 
cardia for  five  years.  A heavy  meal  or  an  emotional  dis- 
turbance seemed  to  initiate  the  attacks.  The  patient  often 
felt  distended  with  gas,  and  downward  pressure  over  the 
left  side  of  the  abdomen  seemed  to  prevent  an  attack  of 
palpitation.  Following  an  attack  of  influenza  the  com- 
plaint was  complicated  by  the  occurrence  of  premature 
heart  beats.  There  was  a background  of  much  nervous  in- 
stability. The  patient  had  marked  constipation.  The  gen- 
eral examination  was  negative  and  the  examination  of  the 
heart  revealed  premature  contractions  occurring  every  sec- 
ond to  fourth  beat.  The  electrocardiogram  identified  the 
premature  contractions  as  of  ventricular  origin. 

A dietary  program  for  control  of  constipation  was  out- 
lined. Previous  administration  of  tincture  of  digitalis  min- 
ims 5 to  1 5 three  time  daily  for  five  weeks  had  failed  to 
abolish  the  attacks  of  tachycardia  or  the  premature  con- 
tractions. The  patient  was  advised  to  take  quinidine  sul- 
phate, grains  3 (0.2  gm.),  three  times  daily  and  a similar 
amount  of  triple  effervescent  bromides.  Her  physician  re- 
ported five  months  later  that  she  was  having  no  more 
attacks  of  paroxysmal  tachycardia  and  that  the  pulse  rate 
was  regular. 

Quinidine  sulphate  is  the  most  effective  agent  in 
treating  paro.xysmal  tachycardia.  It  is  not  uniformly 
successful,  and  probably  achieves  the  most  satisfac- 
tory results  in  tachycardia  of  ventricular  origin.  At- 
tention must  be  paid  to  the  treatment  of  associated 
disturbances,  particularly  those  of  the  gastrointestin- 
al tract  and  to  treatment  of  nervous  instability  which 
is  present  so  commonly  in  patients  subject  to  at- 
tacks of  paroxysmal  tachycardia.  Removal  of  foci 
of  infection  and  omission  of  tea,  coffee  and  tobacco 
are  often  helpful.  A certain  group  of  patients  with 
paroxysms  of  tachycardia  have  low  basal  metabolic 


rates,  and  improvement  of  their  general  health  by^ 
giving  desiccated  thyroid  gland  may  be  important  in 
their  treatment. 

Case  1 1 . Auricular  flutter.  A man,  aged  thirty-nine 
years,  stated  that  two  years  prior  to  examination  a rapid 
pulse  developed  without  any  known  cause.  This  disap- 
peared after  three  months.  Six  months  before  admission 
the  rapid  cardiac  action  recurred.  Epigastric  distress  and 
bloating  were  associated  with  these  attacks.  The  blood 
pressure  was  normal.  The  cardiac  rate  at  the  examination 
was  123  beats  each  minute.  The  teleoroentgenogram  gave 
evidence  that  the  heart  was  moderately  enlarged  in  its 
transverse  diameter.  The  electrocardiogram  disclosed  the 
presence  of  auricular  flutter;  the  auricular  rate  was  240 
and  the  ventricular  rate  113  beats  each  minute.  General 
examination  gave  negative  results. 

The  patient  was  hospitalized,  and  during  the  first  eight 
days  received  43  cc.  of  tincture  of  digitahs,  which  did  not 
affect  the  flutter  except  that  it  increased  the  degree  of 
block.  Quinidine  sulphate,  4 grains,  was  now  given,  four 
times  daily,  for  sixteen  days.  During  the  same  period  the 
patient  received  78  cc.  of  the  tincture  of  digitalis.  The 
auricular  flutter  was  now  replaced  by  sinus  bradycardia, 
the  cardiac  rate  being  54  beats  each  minute.  The  rhythm 
remained  regular  during  the  remaining  fourteen  days  that 
the  patient  was  under  observation.  At  dismissal  the  pa- 
tient was  advised  to  take  6 cc.  of  tincture  of  digitalis  each 
week. 

Case  12.  Auricular  fibrillation.  A man,  aged  forty 
years,  had  had  periods  of  auricular  fibrillation  for  six 
years.  His  present  attack  had  continued  for  twelve  weeks 
despite  the  fact  that  quinidine  sulphate  had  been  given 
in  doses  of  1 grain  three  times  daily  during  that  time. 
The  cardiac  examination  was  negative  except  for  the 
clinical  and  electrocardiographic  evidence  of  auricular 
fibrillation.  The  ventricular  rate  was  155  beats  each 
minute.  The  auricular  fibrillation  was  replaced  by  sino- 
auricular  block,  with  a ventricular  rate  of  73  following  ad- 
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ministration  of  quinidine  sulphate,  4 grains  every  four 
hours,  for  three  days.  The  patient  was  advised  at  dismis- 
sal to  take  4 grains  of  quinidine  sulphate  three  times 
daily  for  a period  of  one  month,  after  which  the  dose  was 
to  be  reduced  gradually.  When  last  heard  from  several 
months  later,  he  had  no  complaint  referable  to  the  heart. 

The  attempt  to  replace  auricular  fibrillation  by 
regular  rhythm  is  indicated  chiefly  in  cases  in  which 
the  fibrillation  is  paroxysmal  in  type,  or  if  chronic, 
of  recent  origin.  The  attempt  should  never  be  made 
in  the  presence  of  cardiac  failure,  or  when  the  pa- 
tient is  suffering  from  a septic  process  . The  con- 
version of  auricular  fibrillation  into  normal  rhythm 
is  of  doubtful  value  in  the  presence  of  marked  car- 
diac hypertrophy  indicative  of  advanced  myocar- 
dial injury.  In  chronic  auricular  fibrillation  as- 
sociated with  chronic  mitral  endocarditis  there  is  a 
question  as  to  how  much  is  to  be  gained  by  restora- 
tion of  regular  rhythm,  because  digitalis  may  not 
control  the  ventricular  rate  with  regular  rhythm  in 
the  way  it  is  able  to  control  it  when  auricular  fi- 
brillation is  present. 

Table  2 summarizes  the  agents  which  experience 
has  shown  to  have  the  greatest  effectiveness  in  the 
treatment  of  some  common  types  of  heart  disease. 

COMMENT 

The  attempt  has  been  made  to  emphasize  the  im- 
portance that  etiology,  type  of  pathologic  lesion  and 
degree  of  functional  disturbance  play  in  the  selec- 
tion of  an  agent  or  agents  in  the  treatment  of  dis- 
ease of  the  heart.  Acquaintance  with  the  action, 
limitations  and  toxic  effects  of  the  drugs  has  been 
emphasized. 

In  this  connection,  attention  should  be  called  to 
certain  toxic  effects  of  digitalis.  These  include  an- 
orexia, vomiting,  mental  depression,  colored  vision, 
disorientation,  confusion  and,  in  some  instances 
maniacal  manifestations.  These  cerebral  manifesta- 
tions are  too  commonly  attributed  to  heart  failure. 
Although  such  manifestations  are  not  common,  when 
present  they  constitute  a grave  menace  to  the  pa- 
tient's life. 

The  common  practice  of  resorting  to  the  use  of 
digitalis  in  the  treatment  of  any  case  of  congestive 
heart  failure  to  the  exclusion  of  other  drugs  is  a 
mistake.  To  combat  edema,  which  accounts  for 
most  of  the  symptoms  of  heart  failure,  there  are 
other  drugs,  the  diuretic  action  of  which  is  greater 
and  more  certain  than  is  that  of  digitalis.  To  choose 
anything  less  than  the  most  effective  measure  for 
the  treatment  of  heart  disease  because  of  any  tra- 
ditional bias  in  favor  of  a certain  drug  may  be  not 
only  ineffective,  but  disastrous  to  the  patient. 


DIET  IN  THE  TREATMENT  OF 
HEART  DISEASE* 

Ernest  L.  Boylen,  M.  D. 

PORTLAND,  ORE. 

Diet  in  the  treatment  of  heart  disease  is  an  im- 
portant factor  and  often  is  neglected.  Not  only 
may  the  heart  be  directly  benefitted  but  the  cardiac 
patient  may  be  made  more  comfortable,  if  thought 
and  care  are  given  in  the  selection  of  food. 

In  some  people  the  earliest  manifestations  of  heart 
failure  are  shown  by  gastrointestinal  symptoms. 
Anorexia,  gas,  pain,  soreness  in  the  epigastrium, 
nausea  and  vomiting  are  frequently  the  chief  com- 
plaints of  patients  with  cardiac  failure.  As  a rule 
these  are  all  due  to  passive  congestion  of  the  liver 
and  gastrointestinal  tract.  “Acute  indigestion”  is 
often  the  abdominal  symptom  of  coronary  disease. 
Examination  should  differentiate  between  gastro-  i 
intestinal  and  cardiac  disease,  for  dyspnea  on 
slight  exertion,  cough  due  to  passive  pulmonary 
congestion,  edema  and  enlarged  liver  point  to  heart 
failure. 

Diet  in  the  treatment  of  heart  disease  is  only  a 
part  of  the  management.  However,  the  literature 
abounds  with  descriptions  of  dietetic  management 
which  the  authors  claim  to  be  almost  specific  and 
of  more  importance  than  other  forms  of  treament. 
In  this  paper  we  shall  not  discuss  the  value  of 
digitalis,  the  xanthin  and  mercurial  diuretics,  bed- 
rest and  other  forms  of  treatment. 

There  are  several  primary  factors  which  must 
be  discussed  before  a detailed  description  of  diets 
can  be  considered.  They  are  the  role  of  (1)  salt, 
(2)  proteins  and  (3)  fluids.  The  average  amount 
of  salt  taken  per  day  is  from  7 to  15  grams.  ^ 
Ordinarily  small  amounts  are  excreted  through 
the  skin  and  small  quantities  are  lost  through  the 
intestines.  Most  of  the  salt  is  excreted  through  the 
kidneys  and  under  normal  conditions  the  amount 
excreted  is  about  equal  to  that  of  the  intake. 

Under  certain  conditions  salt  acts  as  a diuretic. 
The  exact  nature  of  this  action  is  not  perfectly 
understood.  In  nephritis  or  in  cardiovascular  renal 
disease  the  diseased  kidney  does  not  have  the  power 
to  excrete  salt  as  a healthy  kidney  does,  and  this 
retention  of  salt  in  the  body  may  also  be  accom- 
panied by  a hydremia  and  the  kidney  fails  to  res- 
pond by  excreting  a larger  quantity  of  urine.  The 

*Re»d  before  » Meeting  of  Polk-Yamhill-HBrion  Coantloe 
Soeietr,  Woodbnm,  Ore.,  April  10,  1032. 

1.  Hewlett,  A.  W.:  Pstnologieal  Phrtlologr  of  Intemel 
Medlelne,  D.  Appleton  A Co.,  1016. 
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failure  to  eliminate  salt  may  not  be  due  to  any 
renal  incapacity  as  the  salt  may  never  reach  the 
kidney,  being  retained  in  the  tissues.  When  there 
is  retention  of  salt  in  the  tissues  it  is  often  as- 
sociated with  retention  of  water  and  this  condition 
is  generally  spoken  of  as  edema. 

It  is  possible  by  restricting  fluids  to  prevent  an 
increase  in  weight  which  would  normally  follow 
salt  retention.  The  increased  concentration  of  salt 
in  the  tissues  produces  an  increase  of  thirst,  and  if 
fluids  are  not  restricted,  the  individual  drinks 
enough  to  reduce  the  concentration  of  salt  in  the 
tissues.  Salt  retention,  therefore,  acts  partly  by 
increasing  the  thirst.  The  symptoms  of  salt  reten- 
tion are  increase  in  weight,  hydremia,  edema  of 
the  subcutaneous  tissues,  edema  of  the  lungs,  head- 
ache, Cheyne-Stokes  breathing,  eclamptic  attacks, 
vomiting  and  diarrhea  and  an  increase  in  the  al- 
buminuria. In  salt  deficiency  one  of  the  first  symp- 
toms is  pain  and  cramping  in  the  legs. 

Proteins  are  changed  in  the  body  to  simpler 
nitrogenous  compounds.  Most  of  the  nitrogenous 
waste  is  finally  converted  into  urea  and  is  elimi- 
nated as  such  by  the  kidneys,  the  amount  depending 
largely  upon  the  amount  of  nitrogenous  material 
taken  into  the  body  as  food.  The  excess  is  excreted 
as  the  body  has  a limited  storage  capacity  for  ni- 
trogenous compounds.  A diseased  kidney  does  not 
excrete  nitrogenous  substances  as  well  as  a healthy 
one  and  nitrogenous  retention  occurs. 

The  normal  amount  of  nonprotein  nitrogen  is 
usually  between  22  and  28  mgs.  for  100  cc.  of 
venous  blood  and  approximately  50  per  cent  is 
urea  nitrogen.  Diet  influences  this  considerably 
and  after  a large  protein  meal  there  is  an  increase 
in  the  incoagulable  nitrogen  of  the  blood,  even  in 
normal  individuals.  If  the  minimum  protein  re- 
quirements of  the  body  are  not  furnished  by  the 
diet,  then  they  must  be  supplied  by  the  body  pro- 
teins which  demonstrate  that  the  protein  metabolism 
cannot  be  reduced  beyond  a certain  point  by 
dieting. 

There  is  retention  of  nitrogenous  products  in 
chronic  nephritis.  This  increase  above  normal  is 
a helpful  prognostic  sign.  It  has  been  shown  that 
in  some  patients  with  chronic  nephritis  with  non- 
protein  nitrogenous  retention  this  may  be  reduced, 
if  diuresis  follows  an  abundant  intake  of  fluids. 
This  is  the  result  of  dilution.  Whenever  there  is 
an  excessive  amount  of  urea  in  the  blood,  it  is  also 
found  in  most  of  the  tissues. 


The  symptoms  of  nitrogenous  retention  are  loss  of 
appetite  with  or  without  gastric  disturbances, 
fatigue,  lassitude  and  prostration.  In  the  most 
severe  stages  the  patient  becomes  somnolent,  vomit- 
ing and  diarrhea  may  be  present  and  the  retinae 
frequently  show  the  characteristic  changes  of  al- 
buminuric retinitis.  Itching  is  common  and  there 
is  frequently  a marked  anemia  associated  with  leu- 
cocytosis.  General  convulsions,  prolonged  coma, 
paralysis  and  other  serious  or  localized  nervous 
manifestations  are  usually  absent. 

Cardiac  disturbances  are  common  in  diseases 
of  the  kidney  and  kidney  function  may  be  altered 
as  a resuult  of  chronic  passive  congestion.  Frequently 
it  is  difficult  to  determine  the  relative  parts  played 
by  chronic  passive  congestion  of  the  kidneys  and 
primary  kidney  disease.  In  some  patients  with 
chronic  passive  congestion,  if  an  excess  of  salt  and 
water  be  added  to  the  diet,  the  kidneys  may  elimi- 
nate it  in  a normal  manner.  However,  others  may 
fail  to  excrete  the  extra  quantity.  In  contrast 
to  this,  we  frequently  see  the  excretion  of  exces- 
sive amounts  of  nitrogenous  waste  products  in 
chronic  passive  congestion  carried  out  normally. 

Now  that  we  have  discussed  the  role  of  salt 
and  protein,  carbohydrates  and  fats  will  be  con- 
sidered. We  can  dismiss  fats  by  saying  that  a suf- 
ficient amount  should  be  supplied  in  undernouri- 
shed patients  to  raise  the  caloric  intake  sufficiently 
to  increase  the  weight  to  within  the  normal  range. 
Care  should  be  taken,  however,  never  to  provide 
them  in  such  amounts  that  they  will  prove  dis- 
tasteful to  the  patient  and  cause  digestive  distress. 
Likewise  we  should  not  forget  that  fats  are  broken 
up  into  faty  acids  and  any  excess  acid  formation 
should  be  avoided.  In  obese  cardiac  patients  fats 
should  be  decreased  in  whatever  degree  is  necessary 
to  reduce  the  body  weight  within  normal  limits. 

Carbohydrates  play  a most  important  role  in  the 
diet  of  cardiac  patients.  Sugar  is  absolutely  essen- 
tial in  cardiac  diets.  It  has  been  credited  with  low- 
ering the  blood  pressure  in  hypertension,  of  stimu- 
lating the  liver  and  kidneys  and  causing  a diuresis. 
It  is  also  generally  agreed  that  digitalis  action  is 
often  greatly  improved  after  an  abundance  of  carbo- 
hydrates have  been  furnished  the  heart  muscle. 
Sugar  in  one  form  or  another  forms  the  basis  of 
most  cardiac  diets.  Vitamins  and  minerals  should 
receive  the  same  consideration  in  preparing  a cardiac 
diet  as  in  the  preparation  of  other  well  balanced 
diets. 
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Two  main  divisions  may  be  made  in  considering 
diet  in  heart  disease— heart  failure  with  decompen' 
sation  in  its  various  grades  and  the  types  of  heart 
disease  without  decompensation.  In  the  first  type 
the  diet  depends  largely  upon  the  amount  of  fluid 
retained  in  the  tissues  and  serous  cavities.  If 
there  is  marked  edema  in  the  dependent  portions  of 
the  body  and  fluid  in  the  abdominal  and  perhaps 
pleural  cavities,  the  fluid  intake  should  be  restricted 
to  betv.-een  800  and  1000  cc.  (27  to  35  oz.)  a day, 
depending  upon  the  degree  and  the  response  of  the 
patient.  We  often  hear  about  the  desirability  of 
prescribing  a dry  diet  for  circulatory  disorders.  The 
extent  of  the  edema  should  be  the  determining  factor 
and,  if  it  is  advisable  to  limit  the  fluid  intake,  we 
should  see  that  not  only  the  fluids  are  restricted  but 
the  moisture  in  the  solid  foods  should  also  be  con^ 
sidered. 

In  marked  cardiac  failure  the  Karell  diet  is  per' 
haps  the  best  known.  Its  advantages  are  (1)  the 
limited  amount  of  fluid,  (2)  the  low  salt  content, 
(3)  the  caloric  value,  (4)  the  neutralizing  value.  In 
criticism  we  are  safe  in  saying  that  in  most  in- 
stances  the  energy  furnished  by  the  Karell  diet  is 
insufficient  and  it  is  a starvation  diet.  Various 
authors  modify  this  diet  by  the  addition  of  solid 
foods  after  several  days.  The  most  valuable  foods 
to  add  are  those  rich  in  carbohydrates;  cereals,  po' 
tatoes  and  stewed  fruits  have  proven  exceptionally 
good. 

Smith2  believes  that  the  importance  of  diet  in 
cardiac  failure  is  not  fully  appreciated.  Not  only 
the  heart  but  the  entire  body  is  in  an  exhausted 
condition;  the  diet  should  not  impose  an  excessive 
load  but  should  provide  sufficient  energy.  If  the 
patient  is  undernourished,  the  diet  should  furnish 
3000  calories  in  24  hours;  and  if  the  patient  is 
obese,  the  diet  should  be  so  arranged  as  to  permit 
a gradual  reduction  of  weight. 

The  diet  which  he  suggests  contains  220.6  grams 
of  carbohydrates,  44  grams  of  protein  and  109  grams 
of  fat,  providing  2076  calories.  If  the  progress  is 
satisfactory,  the  diet  is  increased  between  the  fourth 
and  tenth  day  until  the  patient  is  receiving  around 
3000  calories.  While  the  specific  results  obtained 
from  this  diet  are  partly  due  to  low  salt  content, 
the  energy  supplied  by  the  carbohydrates  in  the 
form  of  sugars  is  believed  to  be  an  important  factor. 
He  also  believes  that  the  poor  response  to  digitalis 
in  some  cases  is  due  to  the  poor  nourishment  of  the 
heart  muscle. 

2.  Smith,  F.  M.  and  Ross,  N.  G. : The  Importance  of 
Diet  In  the  Treatment  of  Cardiac  Failure,  J.  Am.  Dietet.  A., 
4:15-20,  June,  1928. 


McLester3  gives  simple  menus  to  be  used  in  myo' 
cardial  failure  which  are  very  satisfactory  and  easy 
to  follow.  The  diet  should  furnish  sufficient  energy 
to  maintain  the  body  weight,  and  if  underweight  is 
present,  it  should  provide  for  a slow  but  constant 
gain.  Likewise  if  there  is  overweight,  it  should  be 
planned  to  slowly  decrease  the  weight.  In  cardiac 
decompensation  the  metabolic  rate  is  often  increased 
and  a larger  caloric  intake  is  required. 

The  protein  requirements  for  an  adult  are  from 
50  to  70  grams  per  day.  If  there  is  a marked  re' 
tention  of  the  nitrogenous  waste  products  cLS  dc' 
termined  by  blood  chemistry  examinations,  then  the 
protein  can  be  temporarily  or  permanently  decreased 
as  necessary.  After  one  has  determined  the  caloric 
requirements  and  has  deducted  the  amount  of  prO' 
tein  that  is  to  be  given,  the  balance  should  be  made 
up  chiefly  of  carbohydrates.  If,  for  example,  we 
are  prescribing  a diet  of  2500  calories  per  day  and 
240  of  them  are  furnished  by  protein,  300  to  400 
grams  of  carbohydrates  can  be  given  and  the  re' 
mainder  furnished  by  fats.  The  carbohydrates 
should  be  furnished  by  fairly  concentrated  foods 
such  as  stewed  fruits,  cereals,  potatoes,  bread  and 
with  vegetables  to  furnish  the  bulk.  If  difficulty 
is  encountered  in  getting  the  patient  to  take  the 
amount  decided  upon,  it  is  often  easy  to  reach  the 
energy  requirements  by  providing  intermediate  feed' 
ings  of  sweetened  fruit  juices,  milk  drinks  and  by 
giving  candy. 

Diabetics  cannot  handle  the  same  amount  of  car' 
bohydrates  as  an  individual  with  normal  sugar  toler' 
ance.  In  such  cases  a weighed  diet  is  essential  and 
insulin  must  be  given  in  sufficient  quantities  to  keep 
the  blood  sugar  at  a normal  level  and  to  keep  the 
urine  sugar'free. 

Constipation  must  be  avoided.  If  fruit  and 
vegetables  are  not  sufficient  to  furnish  bulk  and  to 
insure  proper  elimination,  then  cathartics  must  be 
resorted  to  and  the  type  used  depends  entirely  upon 
each  individual  case. 

The  amount  of  salt  to  be  allowed  patients  who 
are  decompensated  has  caused  considerable  discuS' 
sion  in  the  past  and  leads  up  to  the  consideration  of 
salt'free  and  salt'poor  diets.  Allen‘S  believes  that 
the  failure  to  obtain  good  results  is  because  salt  is 
not  restricted  to  the  degree  that  it  should  be  and  in 
his  experience  the  sodium  chloride  tolerance  is 
seldom  above  2 grams.  He  also  stresses  the  point 

9.  McLester,  J.  S.:  Nutrition  and  Diet  in  Health  and 
Disease,  W.  B.  Sanders  Company,  1929. 

4.  Allen.  F.  M.  and  SherriU,  J.  W.:  The  Treatment  of 
Arterial  HypertenBion,  J.  Metab.  Research,  2:  429*545,  Oct., 
1922. 
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that  salt  privation  must  be  carried  out  for  a suffi' 
cient  length  of  time  and  exact  salt  tolerance  in  each 
individual  case  should  be  determined  in  order  to 
prevent  salt  privation  symptoms. 

Protein  has  often  been  restricted  in  the  treatment 
of  cardiovascular  renal  disease  without  sufficient 
reason  and  often  without  a proper  respect  for  the 
basic  protein  requirements.  An  undesirable  mental 
attitude  may  be  produced,  if  the  patient  is  constant- 
ly reminded  of  his  restrictions  in  diet^.  Protein 
metabolism  primarily  depends  upon  the  amount  of 
protein  consumed  and,  if  an  insufficient  supply  is 
taken  into  the  body,  the  metabolism  of  body  protein 
ensues.  The  requirements  are  not  as  great  for  a 
patient  at  rest  as  for  an  ambulatory  patient. 

Here  it  is  well  to  pause  a moment  and  repeat  that 
at  times  the  gastric  disturbances  are  often  the  most 
prominent  ones  of  which  the  cardiac  patient  com- 
plains. These  may  not  be  due  to  the  stasis  in  the 
sphlanchnic  area  and  the  congestion  of  the  liver  but 
to  an  overdosage  of  digitalis,  if  it  is  being  admin- 
istered. On  the  other  hand,  when  these  symptoms 
are  due  to  circulatory  failure,  digitalis  therapy  often 
relieves  them.  Infarction  of  different  organs  and 
thrombosis  of  a mesenteric  vessel  or  the  occlusion  of 
a coronary  vessel  may  also  cause  marked  gastric  dis- 
turbances. If  due  to  chronic  passive  congestion,  it  is 
often  well  to  stop  all  food  by  mouth  until  these 
disturbances  have  ceased.  Ten  per  cent  glucose  with 
5 per  cent  sodium  bicarbonate  can  be  given  by  rec- 
tum (continuous  flow). 

Frequently  it  is  advisable  to  give  glucose  intra- 
venously. This  not  only  relieves  the  distressing 
symptoms  but  furnishes  energy  to  the  heart  muscle 
and  produces  a diuresis.  This  method  is  particularly 
advocated  by  Jagic^,  who  has  had  considerable  suc- 
cess. He  reports  that  it  is  especially  favorable,  if 
distinct  uremic  or  preuremic  symptoms  are  present 
and  if  pulmonary  edema  exists.  He  uses  from  50 
to  100  cc.  of  a hypertonic  solution.  In  certain  in- 
stances he  recommends  that  this  procedure  be  pre- 
ceded by  venesection. 

In  cardiac  decompensation,  where  edema  is  not 
marked,  the  fluids  do  not  have  to  be  so  greatly 
restricted.  If  the  fluid  intake  is  less  than  the  output 
so  that  there  is  a noticeable  decrease  in  edema,  one 
should  be  satisfied.  It  is  always  advisable  to  keep 
a close  record  of  the  body  weight,  being  careful  to 
weigh  the  patient  under  similar  conditions  each  day. 

5.  Telmer,  T.:  Therspentio  Problems  of  Rensl  Vasenlsr 
Disease  and  Their  Rational  Solution,  J.  M.  Soc.  New  Jersey, 
a3;S53-655.  Not.,  1026. 

6.  Jagle,  N.:  Diet  and  Sugar  Therapy  in  Diseases  of  the 
Heart  and  Kidney.  Wien.  klin.  Wehnschr.  41;28-20,  Jan., 
1028. 


In  the  home,  where  it  is  not  convenient  to  weigh  the 
patient,  at  least  an  accurate  measurement  of  the 
fluid  intake  and  output  can  be  recorded.  In  hos- 
pital practice  it  is  helpful  if  this  is  charted  so  that 
one  can  visualize  the  results. 

In  marked  decompensation  the  food  should  be 
well  distributed  throughout  the  day  and  if  this  is 
done  many  of  the  distressing  gastric  symptoms  can 
be  avoided.  Overloading  a congested  stomach  will 
increase  gastric  distress.  The  majority  of  the  calor- 
ies can  be  given  in  three  main  meals,  at  which  time 
the  bulk  of  the  diet  is  furnished,  and  the  concen- 
trated carbohydrate  foods  can  be  given  as  intermedi- 
ate feedings.  In  this  type  of  heart  disease,  as  in 
most  others,  it  is  advisable  to  give  the  heaviest  meal 
at  noon  and  the  evening  meal  should  be  the  lightest. 
This  will  often  insure  a more  restful  night. 

In  cardiovascular  renal  disease  without  decom- 
pensation the  question  of  diet  is  not  so  important, 
although  certain  authors  believe  that  a very  strict 
regime  should  be  followed,  not  because  the  patient 
will  be  better  off  at  that  time  but  as  a prophylactic 
measure.  By  this  they  mean  the  avoidance  of  over- 
eating and  the  restriction  of  salt  and  protein.  Their 
reason  is  that  protein  is  an  irritating  food  to  the 
blood  vessels  and  that  salt  is  not  readily  eliminated 
by  the  damaged  kidneys. 

My  belief  is  that  a well  balanced  diet  should  be 
given  with  the  caloric  requirement  determined  in 
each  individual  case.  I agree  that  overeating  is 
detrimental  in  that  it  increases  the  diaphragmatic 
pressure  and  thus  embarrasses  the  heart;  also  that  it 
causes  unnecessery  work  for  the  heart  and  kidneys. 
As  these  patients  are  ambulatory,  they  must  follow 
a more  or  less  regular  schedule.  The  protein  re- 
quirements should  be  satisfied  and  salt,  while  not 
definitely  restricted,  should  at  least  be  used  in  mod- 
eration. Perhaps  4 or  5 grams  a day  would  not  prove 
an  excessive  amount  in  the  ordinary  case  and  would 
be  quite  satisfying  to  the  patient. 

In  angina  pectoris  a well  balanced  diet  should  be 
provided  but  care  should  be  taken  never  to  over- 
load the  stomach.  A distended  stomach  causing 
pressure  on  the  diaphragm  may  provoke  an  attack. 
Constipation  and  straining  at  stool  should  also  be 
avoided.  Allen  has  stated  that  the  course  of  angina 
is  materially  affected  by  decreasing  the  salt. 

In  acute  rheumatic  endocarditis  we  are  usually 
dealing  with  a problem  where  edema  is  not  an  im- 
portant factor  and  we  do  not  have  to  be  so  careful 
about  fluid  and  salt  intake  but  rather  in  suppiymc 
a sufficient  number  of  calories.  Here,  again,  we 
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must  remember  that  the  basal  metabolic  rate  is  often 
considerably  above  normal  and  a suprisingly  large 
amount  of  energy  is  required.  This  is  best  furnished 
by  easily  digested  and  assimulated  carbohydrates. 

In  rheumatic  heart  disease  in  children  the  diet 
should  be  adequate  in  all  essentials'^.  The  protein 
requirements  are  high  to  provide  for  body  growth 
and  meat  does  no  harm  in  these  cases.  As  the  anemia 
is  often  severe,  special  attention  must  be  paid  to  this 
phase.  The  vitamins  found  in  fresh  meat,  eggs, 
fruits  and  vegetables  are  most  essential  and  coddiver 
oil  is  of  value  because  of  its  vitamin  content. 

We  are  often  asked  by  the  patient  whether  or  not 
he  should  give  up  tea  and  coffee.  Often  the  caf- 
fein  in  tea  and  coffee  provides  a valuable  diuretic 
effect  and  if  used  in  moderation  does  not  cause 
harm.  The  theobromine  in  cocoa  is  also  of  value 
because  of  its  diuretic  effect. 

Alcohol  generally  should  be  avoided^.  Occasional' 
ly  some  patients  will  feel  better  when  allowed  to 
use  a moderate  amount  and  poorly  if  completely  de' 
prived  of  it.  In  severe  angina  attacks  whiskey  may 
furnish  temporary  relief.  Tobacco  probably  plays 
a part  in  the  etiology  of  certain  types  of  heart  dis- 
ease and  when  used  excessively  is  particularly  apt  to 
cause  disease  of  the  coronary  vessels.  It  is  often 
difficult  to  entirely  withdraw  tobacco  from  one  who 
has  used  it  for  a number  of  years,  and  it  is  better 
to  allow  him  to  use  it  in  moderation  than  to  cause 
anxiety. 

In  some  of  the  deficiency  diseases, 9 such  as  beri- 
beri, pellagra  and  scurvy,  there  are  accompanying 
heart  changes.  In  beriberi  hypertrophy  of  the  heart 
is  generally  present.  In  pellagra  the  heart  may  be 
either  atrophic  or  hypertrophic.  In  rickets  the  heart 
is  hypertrophied.  In  scurvy  the  weight  of  the  heart 
is  increased  and  is  often  accompanied  by  an  increase 
in  pericardial  fluid.  Where  a dr>’^  diet  has  been 
followed  over  a long  period  of  time,  there  is  a loss 
of  heart  weight.  In  pernicious  anemia  the  cardiac 
changes  are  often  striking,  there  being  marked  dila^ 
tation  of  the  heart.  In  all  of  these  diseases  the 
cardiac  symptoms  and  the  accompanying  blood  pic- 
ture changes  are  restored  to  normal  or  improved 
when  the  proper  diet  is  furnished. 

CONCLUSIONS 

1.  Diet  while  important  is  only  one  factor  in 
the  treatment  of  heart  disease. 

T.  Belford,  W.  W.:  Rheunatie  Heart  Disease  in  Children: 
Its  Treatment,  California  & West.  Med.  30:321-325,  May,  1929. 

8.  MeLean,  F.  C.:  Nelson’s  Loose  Leaf  Living  Medicine. 
Thos.  Nelson  & Sons,  4:315,  1926. 

0.  Levine,  V.  E. : Modem  Aspects  of  Nutrition:  The  Path- 
ology of  Malnutrition,  Nebraska  M.  J. : 12,  134.  April,  1927. 


2.  A balanced  diet  must  be  provided,  which 
means  a proper  amount  of  carbohydrates,  proteins, 
fats,  vitamins  and  minerals. 

3.  Fluid  restriction  depends  upon  the  amount  of 
edema  present  and  the  ability  of  the  kidneys  to  ex- 
crete them. 

4.  Salt  restriction  depends  upon  the  pathology 
present  but  in  all  cardiac  cases  it  is  best  used  spar- 
ingly. 


CHRONIC  CORONARY  ARTERY 
DISEASE* 

Leon  A.  Goldsmith,  M.  D. 

PORTLAND,  ORE. 

The  literature  of  the  present  day,  and  for  recent 
years  past  is  well  filled  with  articles  about  acute 
coronary  artery  disease,  cardiac  infarction,  and 
thrombosis  of  the  coronary  arteries.  Little  attention, 
however,  has  been  paid  to  the  chronic  aspects  of 
this  disease.  We  are  all  familiar,  I believe,  with 
the  acute  attack  with  its  associated  collapse,  pain, 
difficulty  with  respiration  lowered  blood  pressure 
and  cardiac  irregularity.  We  are  familiar  with 
the  fact  that  the  pain  may  show  bizarre  radiations, 
and  may  be  referred  to  the  upper  abdomen  or  to 
the  neck.  It  is  the  purpose  of  this  paper  to  recall 
attention  to  a little  recognized  pathologic  group,  in 
which  the  coronaries  are  not  so  dramatically  in- 
volved but  in  which  they  are  a contributing  factor 
to  the  existing  clinical  syndrome,  namely,  those 
cases  of  chronic  coronary  artery  disease. 

Nonvalvular  heart  disease  in  older  people  with 
decompensation  is  frequently  diagnosed  as  hyper- 
tensive cardiovascular  disease.  We  believe  that  a 
certain  percentage  of  these  cases  can  be  further 
differentiated  and  better  be  designated  as  hyper- 
tensive cardiovascular  disease  with  coronary^  involve- 
ment. In  some  of  these  cases  a history  of  previous 
attacks  of  acute  coronary  artery  disease  may  be 
elicited.  In  others  no  such  history  can  be  obtained 
and  in  others,  some  of  which  we  will  present, 
attacks  of  acute  coronary  artery  disease  follow  at 
a later  time,  substantiating  the  idea  that  the  or- 
iginal difficulty  was  in  part  due  to  coronary  disease. 

The  chronic  heart  cases  may  be  divided  accord- 
ing to  symptomatology  into  two  groups.  There 
is,  first,  the  group  showing  decompensation  in  the 
form  of  passive  congestion.  This  may  manifest 
itself  in  the  lungs,  liver,  and  edema  of  the  depen- 
dent parts.  With  this  group  there  is  usually  asso- 
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ciated  dyspnea,  rapid  pulse,  and  cyanosis  of  the 
lips.  The  second  group  may  show  itself  only  by 
easy  fatiguability,  weakness  and  cardiac  pain.  A 
third  group  exists,  in  which  pain  on  exertion  is 
the  only  feature.  Disease  of  the  coronary  arteries, 
in  the  minds  of  many,  is  associated  only  with  that 
group  in  which  pain  is  evident.  The  fact  is  that 
from  35  to  40  per  cent  of  the  acute  attacks  of 
coronary  artery  disease  do  not  show  pain. 

The  heart  may  or  may  not  be  enlarged  in  these 
cases.  Hypertension  may  or  may  not  be  present. 
Some  degree  of  arteriosclerosis  is  usually  present. 
In  the  first  group  of  cases  evidence  is  found  of 
chronic  passive  congestion.  The  heart  is  decompen' 
sated  in  a mild  to  severe  degree.  Pain  may  or  may 
not  exist  on  exertion.  There  may  or  may  not  be 
a history  of  acute  attacks  of  coronary  artery  dis' 
ease.  The  heart  sounds  are  poor  and  there  may  or 
may  not  be  murmurs  present.  The  blood  pressure 
is  usually  lower  than  it  has  been  at  some  previous 
period  if  records  are  available.  Electrocardiographic 
tracings  may  show  abnormalties  such  as  notching 
of  the  QRS  complex  and  flattening  or  inversion 
of  the  T wave  in  leads  one  and  two. 

This  is  a typical  picture  of  hypertensive  can 
diovascular  disease.  These  cases  respond  with  im- 
provement to  proper  digitalis  therapy  but  this 
improvement  is  not  complete,  and  frequently  with 
the  improved  circulation  there  appears  the  symp- 
tom of  pain.  These  cases  may  be  further  im- 
proved by  the  use  of  the  dilators  of  the  coronary 
artery.  Theobromine,  theosine,  eupholine  and 
other  dilators  improve  the  circulation  beyond  the 
point  which  digitalis  reaches,  and  there  is  a greater 
sense  of  well  being  of  the  patient. 

Before  we  take  up  the  clinical  observations  of 
this  contention  let  us  examine  the  pathologic  re- 
ports for  evidence  to  substantiate  it.  FitzHughi 
studied  a group  of  228  fatal  cases,  in  which  he 
attempted  to  study  the  relation  of  the  clinical  syn- 
drome to  the  autopsy  findings  in  cases  of  cardiac 
failure.  In  this  group  of  hearts  the  valvular  lesions 
were  not  included.  Cases  chosen  showed  at  autopsy 
hearts  with  hypertrophy  and  dilation,  fibrosis  or  in- 
farction of  the  myocardium  without  valvular  lesion. 

The  material  was  divided  into  two  groups,  125 
cases  which  died  cardiac  deaths  and  103  cases 
dying  other  than  cardiac  deaths.  The  cases  were 
divided  into  those  showing  none,  slight,  moderate 
and  marked  thickening  of  the  coronary  arteries. 

1.  Fitz  Hugh  G. : A Clinical  and  Pathological  Study  of 
Chronic  Myocarditis.  New  England  J.  Med,;  203:201-208,  July, 
1930. 


Of  the  groups  of  hearts  showing  marked  arter- 
iosclerosis of  the  coronaries  there  were  46  per  cent 
of  the  so-called  cardiac  and  21  per  cent  of  the 
noncardiac  group. 

A study  of  the  first  symptoms  in  this  group  of 
coronary  cases,  which  one  particularly  interests 
us,  showed  that  dyspnea  occurred  as  the 
first  symptom  in  9 per  cent  less  than  it  did  in  the 
whole  group  and  that  edema  occurred  6 per  cent 
more  frequently  than  in  the  whole  group.  Pre- 
cordial pain  was  present  as  the  first  symptom  m 
only  8.9  per  cent  of  this  group,  a frequency  only 
2.5  per  cent  more  times  than  in  the  whole  heart 
group.  As  either  first,  second,  or  third  symptoms, 
precordial  pain  was  only  7.4  per  cent  more  fre- 
quent in  the  coronary  than  in  the  entire  group. 
Edema  as  a first  symptom  occurred  twice  as  often 
in  the  heart  group  as  in  the  entire  group.  Work- 
ing from  the  history  to  the  pathology  we  find 
that  “the  cases  with  precordial  pain  at  some  time 
in  their  history  showed  marked  arteriosclerotic 
thickening  of  the  coronary  arteries  in  61.5  per 
cent  of  the  cases,  or  15.5  per  cent  more  than  the 
incidence  for  all  cardiac  cases.” 

We  see  from  these  figures  that,  if  there  is  pre- 
cordial pain,  we  can  predict  with  more  certainty 
that  there  will  be  sclerosis  of  the  coronary  artery. 
The  converse,  however,  is  not  true  to  so  great  a 
degree.  Pain  appears  only  7.4  per  cent  more  fre- 
quently in  the  coronary  sclerotic  group  than  in 
the  entire  group.  How  markedly  this  is  true  is 
shown  by  the  fact  that  31  of  the  125  cardiacs,  or 
24.8  per  cent,  were  cases  of  cardiac  infarction.  Only 
five  cases  showed  precordial  pain,  one  case  substern- 
al  pressure;  four  showed  abdominal  pain  and  four 
angina  without  recent  exacerbation.  Pain  was  not 
a symptom  in  fourteen  cases,  almost  one-half  the 
whole  group. 

We  feel  that  in  all  cases  past  fifty  that  show  symp- 
toms of  cardiac  failure,  whether  this  has  occurred  as 
a gradual  process  under  observation  or  the  pa- 
tient is  seen  in  decompensation  for  the  first  time,  and 
in  which  syphillis,  thyroid  disease  and  rheumatic 
endocarditis  are  excluded,  the  simple  diagnosis  of 
hypertensive  cardiovascular  disease  is  not  warranted 
until  further  study  has  eliminated  the  possibility 
that  the  failure  in  part  or  in  whole  is  due  to  nar- 
rowing of  the  coronary  arteries.  We  submit  that 
the  coronaries  at  the  present  time  are  almost  al- 
ways suspected  when  pain  exists.  We  feel  that  in 
the  absence  of  pain  the  coronaries  are  frequently 
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overlooked,  and  that  opportunity  is  lost  to  improve 
therapeutic  results  by  not  directing  attention  to 
the  coronaries. 

The  question  arises,  how  can  this  small  group 
of  cases  be  separated  from  the  large  group  with 
hypertensive  cardiovascular  disease?  We  believe 
that  history  and  the  electrocardiograph  represent 
our  best  means.  The  presence  of  T wave  negati- 
vity, arborization  blocks,  notching  of  the  QRS  com- 
plex and  conduction  delays  point  to  coronary 
artery  disease.  It  also  must  be  pointed  out  that 
the  cases  which  it  is  fair  to  assume  are  the  result 
of  coronary  artery  disease,  do  not  always  show 
changes  in  the  electrocardiograph.  If  the  electro- 
cardiograph is  normal  or  shows  only  low  voltage, 
there  still  may  be  disease  of  the  coronary  artery. 

Herrick2  has  stated  in  a recent  article  on  co- 
ronary artery  disease  that  the  heart  could  be  com- 
pared to  the  brain,  that  disease  affects  certain  parts 
of  the  heart  and  causes  pain,  irregularity  or  other 
recognizable  symptoms,  and  that  there  are  other 
silent  areas  in  the  heart,  where  disease  may  be 
present  without  manifesting  any  symptoms  recog- 
nized at  the  present  time.  I believe  this  analogy 
between  the  heart  and  brain  may  be  carried  fur- 
ther, and  in  cases  of  chronic  coronary  disease  we 
may  have  what  would  correspond  in  brain  patho- 
logy to  a general  softening  and  loss  of  function 
which  is  seen  in  old  people  without  any  specific 
localizing  lesion. 

We  may  see  a similar  process  in  the  coronaries 
which  causes  a gradual  weakening  of  the  heart 
without  any  of  the  localizing  symptoms  which 
give  us  our  present  picture  of  so-called  coronary 
disease.  Examinaion  of  the  fundi  with  finding  of 
narrowed,  thickened  and  tortuous  arteries  is  evi- 
dence that  strongly  suggests  a similar  process  in 
the  coronaries.  T wave  changes  alone  are  not  de- 
finitely conclusive  of  coronary  disease,  as  Barnes 
and  Witten^  have  carefully  pointed  out.  Marked 
strain  from  other  causes  in  either  the  right  or 
left  sides  of  the  heart  will  cause  negative  T waves. 
On  the  right  this  shows  most  frequently  with 
negative  T waves  in  leads  2 and  3,  and  on  the  left 
side  in  1 and  2. 

It  has  been  repeatedly  observed  that  in  older 
people  requiring  surgical  operations,  particularily 
that  group  of  men  requiring  prostatectomy  and 
those  older  people  who  are  suffering  fractures 

2.  Herrick,  J.  B.:  The  Coronary  Artery  in  Health  and  Die- 
eaae.  Am.  Heart  J.  6:589-607,  June,  1931. 

8.  Barnes,  A.  R.  and  Whitten,  M.  B.:  Study  of  the  R-T 
Interral  in  Myocardial  Infarction.  Am.  Heart  J.  5:142-171, 
Dee.,  1929. 


that  necessitate  prolonged  periods  in  bed,  the  heart 
which  has  been  normal  and  compensating,  while 
the  individual  has  been  up  and  around,  begins  to 
fail  while  at  rest  in  bed.  The  explanation  offered 
for  this  by  Weiss  and  others  is  that  coronary 
sclerosis  exists  and  exercise  and  effort  keep  these 
coronaries  open,  and  diminished  effort  during  bed 
rest  results  in  malnutrition  of  the  heart  and  result- 
ant heart  failure.  In  this  particular  group  of  indi- 
viduals it  would  seem  advisable  to  have  a careful 
check  up  of  the  heart  with  the  view  of  discovering 
possible  coronary  disease  and  directing  therapeutic 
attention  to  it  during  the  time  in  which  rest  is 
necessitated. 

REPORT  OF  CASES 

Case  1.  Man,  aged  70,  whose  heart  showed  no  enlarge- 
ment and  no  murmurs.  Past  history  was  essentially  nega- 
tive. Physical  examination  revealed  nothing  but  scle- 
rosis of  the  arteries  and  pyorrhea  of  the  gums.  This  trac- 
ing was  taken  one  month  after  an  attack  of  acute  coro- 
nary artery  disease  which  manifested  itself  by  sudden 
onset,  difficulty  with  breathing,  pulmonary  edema  and 
marked  cyanosis.  There  was  no  pain  at  any  time.  The 
case  was  observed  during  the  acute  attack  and  was  typical 
in  that  it  developed  cardiac  irregularities,  gallop  rhythm 
and  fcJling  of  blood  pressure.  Following  recovery  from  this 
attack,  the  blood-pressure  remained  below  150  and 
there  was  shortness  of  breath  and  easy  fatiguability.  These 
symptoms  were  relieved  in  part  by  digitalis  and  were 
further  relieved  by  theobromine.  The  electrocardiograph 
shows  notching  of  the  QRS  in  all  three  leads  and  negative 
T waves  in  lead  one  (fig.l). 

Case  2.  Man,  aged  48.  Two  weeks  prior  to  this  elec- 
trocardiograph he  had  an  acute  attack  of  paroxysmal  dys- 
pnea and  loss  of  consciousness  while  driving  a machine. 
Past  history  was  negative.  Physical  examination  revealed 
a heart  enlarged  moderately  to  the  left,  and  infected  gums 
and  several  abscessed  teeth.  An  uneventful  recovery  was 
made  and  he  remained  well  for  one  year.  After  then  he 
began  to  complain  of  shortness  of  breath  and  easy  fati- 
guability, which  symptoms  were  relieved  by  the  use  of 
digitalis  and  theobromine.  Electrocardiograph  shows  ne- 
gative T waves  in  leads  2 and  3,  the  T wave  coming  off 
the  arm  of  the  S in  lead  3,  (fig  2). 

Case  3.  Man,  aged  58,  A construction  foreman  for  a 
telephone  company.  His  past  history  was  essentially  ne- 
gative and  he  complained  of  easy  fatiguability,  shortness 
of  breath,  paroxysmal  dyspnea,  practicularily  at  night, 
occasional  dizzy  spells  and  occasional  sharp  pains  in  the 
chest.  Physical  examination  showed  a heart  hypertensive 
in  shape,  a definite  sclerosis  of  the  aorta,  and  blood  pres- 
sure of  110/80.  There  was  improvement  on  digitalis  alone, 
and  the  blood  pressure  rose  to  130.  Theobromine  was 
substituted  for  digitalis  and  the  blood  pressure  rose  to 
145  and  the  general  condition  seemed  definitely  better. 
Electrocardiograph  shows  a low  voltage  and  notching  of 
the  QRS  complex  in  leads  2 and  3,  but  no  change  in  the 
T waves  (fig  3). 

Case  4.  Man,  aged  60,  who  complained  of  dizziness, 
weakness  and  shortness  of  breath.  The  heart  was  not 
enlarged;  there  was  considerable  arteriosclerosis.  There 
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was  improvement  on  digitalis  and  marked  improvement  on 
theobromine.  Electrocardiograph  shows  notching  in  leads 
2 and  3,  with  a negative  T wave  in  lead  3 only  (fig.  4). 

Case  5.  Man,  aged  71,  who  in  December,  1928,  showed 
paroxysmal  dyspnea  at  night,  shortness  of  breath  on  exer- 
tion,  swelling  of  the  feet  and  cyanosis.  Compensation 
was  partly  restored  by  the  use  of  digitalis,  but  dyspnea 
on  exertion  persisted  and  was  relieved  by  the  use  of  theo' 
bromine.  He  went  on  to  congestive  heart  failure  and  died 
in  September,  1930,  twenty-one  months  after  the  first 
examination  was  made.  There  was  at  no  time  any  pre- 
cordial  pain.  Electrocardiograph  taken  January  4^  1929, 
shows  notching  in  all  three  leads  and  inversion  of  the  T 
wave  in  1 and  2,  particularily  characteristic  of  Pardee 
coving  (fig.  5). 

I Case  6.  Man,  aged  66.  Blood  pressure,  150/90.  There 
I was  dyspnea  on  exertion  for  three  months  prior  to  taking 
I the  electrocardiograph,  but  no  history  of  pain  obtainable, 
i The  heart  was  enlarged,  hypertensive  in  shape  and  the 
' aorta  was  thickened  throughout.  Four  hours  after  this 
1,  electrocardiograph  was  taken  the  man  was  seized  with 
acute  pain  and  collapse,  showing  a picture  of  acute  coro- 
nary closure  and  died  ten  days  later.  Autopsy  was  ob- 
tained and  a fresh  thrombosis  of  the  left  main  branch  cor- 
onary was  found  and  also  an  old  sclerosis  and  narrowing 
of  the  main  left  coronary  artery.  Electrocardiograph  shows 
\ marked  coving  and  inversion  of  the  T wave  in  lead  1 
with  complete  reversal  of  the  electrocardiograph  in  lead 
3.  Coronary  disease  and  left  preponderance  (fig.  6). 


Case  7.  Man,  aged  69.  Has  shortness  of  breath  and 
easy  fatiguability  and  is  subject  to  dizzy  spells  which  may 
come  on  when  walking.  There  is  no  history  of  any  acute 
attack  with  the  heart.  The  electrocardiograph  shows  evi- 
dence of  old  coronary  disease,  with  left  bundle  branch 
block,  (new  nomenclature)  (fig  7). 

Case  8.  Man,  aged  51.  Has  irregular  heart  and  palpita- 
tion, and  has  known  for  a year  that  he  has  had  hypertens- 
ion. Systolic  blood  pressure  remains  around  210.  Urine 
shows  1 plus  albumin  and  blood  urea  is  25  milligrams. 
The  heart  shows  a slight  enlargement  of  the  left  ventricle. 
There  is  improvement  with  theobromine.  Electrocardio- 
graph shows  a rate  of  80,  with  negative  T wave  in  lead  1 
and  2,  (fig.  8). 

Case  9.  Man,  aged  60.  Has  had  an  attack  of  pain  in  the 
upper  sternal  region  radiating  to  both  arms.  This  was  in 
1927,  and  he  had  no  further  symptoms  until  December, 
1929,  when  he  was  seized  with  a severe  attack  of  pain  after 
eating  a hearty  Christmas  dinner.  Since  that  time  he  has 
had  shortness  of  breath,  palpitation  and  pain  on  exertion. 
Physical  examination  showed  hypertensive  cardiovascular 
disease  with  marked  arteriosclerosis  throughout.  On  bed 
rest,  digitalis  and  theobromine  his  condition  improved. 
Electrocardiograph  shows  a left  bundle  branch  block  with 
occasional  left  extra  systoles  and  markedly  negative  T 
wave  in  leads  1 and  2,  (fig  9). 

Case  10.  Woman,  aged  52,  with  blood  pressure  ranging 
from  210/120  to  170/100.  The  heart  was, enlarged  to  the 
left  with  marked  sclerosis  of  the  aorta.  Wassermann,  was 
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negative.  Electrocardiograph  shows  a left  ventricular  pre' 
ponderance  with  negative  T waves  in  leads  1 and  2, 
(fig  10).  There  has  been  no  cardiac  symptoms  and  pro- 
bably  this  negativity  was  due  to  hypertrophy  of  the  left 
side  of  the  heart. 

Case  11.  Woman,  aged  78.  Had  severe  pain  on  exer- 
tion. Symptoms  were  relieved  by  therobromine.  Electro- 
cardiograph shows  a diphasic  T wave  in  lead  1,  negative 
in  leads  2 and  3.  (fig.  11). 

We  see,  from  this  brief  review  of  cases  and  from 
these  electrocardiographs,  illustration  of  the  points 
previously  made. 

1.  A certain  number  of  cases  showing  hyper- 
tensive cardiovascular  disease  and  associated  coro- 
nary artery  disease  are  improved  by  the  use  of 
other  medications  in  addition  to  digitalis. 

2.  Many  cases  of  coronary  artery  disease,  both 
acute  and  chronic,  do  not  have  pain  as  a symptom. 

3.  There  is  no  single  definite  means  of  diag- 
nosing the  existence  of  coronary  artery  disease. 
Negative  T waves,  as  has  been  shown  by  Barnes 
and  Whitten,  may  be  produced  by  simple  hyper- 
trophy of  one  or  the  other  side  of  the  heart. 


4.  The  electrocardiograph  may  be  normal  in 
the  presence  of  coronary  disease. 

In  conclusion,  we  believe  that  the  symptoms  in 
a goodly  percentage  of  hypertensive  cardiovascular 
disease  with  decompensation  are  at  least  in  part 
due  to  disease  of  the  coronary  artery;  the  absence 
of  pain  does  not  exclude  this  conclusion;  the  elec- 
trocardiograph is  helpful  in  demonstrating  its 
existence;  some  electrocardiographic  changes  will 
be  found  which  are  not  significant  of  coronary 
disease  and  some  cases  that  have  coronary  disease 
will  not  show  changes;  therapeutic  trial  of  treat- 
ment directed  to  the  coronaries  is  of  value. 


Spinal  Anesthesia.  F.  G.  Lindemulder,  Ann  Arbor, 
Mich.  (Journal  A.  M.  A.,  July  16,  1932),  describes  the 
clinical  changes  that  occur  during  and  following  spinal 
anesthesia  and  some  of  the  sequelae  and  complications.  He 
also  reports  two  cases  in  which  death  occurred  several 
days  following  the  anesthesia.  It  appeared  that  the  an- 
esthesia was  a contributing  cause  for  the  deaths.  The 
permanent  effects  of  the  drug  were  seen  at  necropsy.  In 
one  case,  the  spinal  cord  was  noted  to  be  normal  in  the 
cervical  region,  and  in  the  lower  dorsal  and  lumbar  re- 
gions definite  pathologic  changes  were  noted. 
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BILIARY  DISEASE  AS  AN  ETIOLOGIC 
FACTOR  IN  URTICARIA* 

Clark  C.  Goss,  M.  D. 

SEATTLE,  WASH. 

Allergic  phenomena,  notably  urticaria,  have  been 
alluded  to  briefly  in  texts  on  biliary  diseases  as 
concomitants  of  certain  liver  and  gallbladder  dis' 
eases.  References  to  the  subject  in  the  literature 
are  very  scant,  although  a few  examples  have  been 
reported.  Our  interest  in  the  matter  has  been 
aroused  through  having  encountered  two  cases  of 
apparently  proved  relationship  and  several  others 
where  the  relationship  is  very  strongly  suspected. 
We  realize  that  it  is  unsafe  to  draw  conclusions 
from  but  two  cases,  but  these  have  been  extremely 
interesting  to  us  and  it  is  hoped  in  presenting 
them  that  we  may  arouse  some  discussion  and  in- 
terest  which  will  be  of  mutual  benefit. 

Osier  and  Oxford  medicine  mentions  without 
further  comment  that  a troublesome  and  persistent 
urticaria  may  accompany  cholelithiasis.  Rollestoni 
makes  a similar  statement,  including  angioneurotic 
edema.  Pusey^  states  that  disturbances  of  the 
liver,  particularly  those  associated  with  the  pres- 
ence  of  bile  in  the  circulation,  are  often  responsi' 
ble  for  outbreaks  of  urticaria.  In  a study  of  fifty' 
eight  cases  of  urticaria  and  allied  dermatoses,  Eich' 
enlaub^  found  the  etiologic  factor  in  one  to  be 
cirrhosis  of  the  liver.  Two  cases  of  urticaria  re' 
lieved  by  cholecystectomy  for  cholelithiasis  are  re' 
ported  by  Schur^  of  Vienna. 

In  an  enumeration  of  symptoms  in  888  cases  of 
biliary  disease  exclusive  of  malignancy,  Blalach^ 
mentions  that  1 3 per  cent  had  itching,  while  5 5 
per  cent  had  jaundice.  He  does  not  state  whether 
or  not  the  13  per  cent  is  included  in  the  55  per 
cent;  in  any  case  it  demonstrates  that  itching  and 
jaundice  do  not  necessarily  run  concurrently,  which 
is  to  say  that  factors  other  than  jaundice  enter 
into  itching  in  biliary  disease.  In  a recent  report 
from  The  Mayo  Clinic,  itching  is  mentioned  as  a 
symptom  in  a few  cases  of  cirrhosis  of  the  liver 
in  the  absence  of  jaundice.  In  32  out  of  a series 
of  35  cases  of  migraine.  Diamond**  found  disturbed 
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liver  function  as  evidenced  by  the  van  den  Bergh 
reaction.  Three  patients  of  this  series  had  intense 
urticarial  eruptions.  McClure'^  and  Huntsingcr 
found  liver  dysfunction  in  65  of  a series  of  72 
migraine  cases.  Menagh^  ascribed  the  eitiology  of 
angionurotic  edema  and  urticaria  to  biliary  disease 
in  48.8  per  cent  of  260  cases  studied. 

REPORT  OF  CASES 

Case  1.  Our  first  case  was  that  of  a Hungarian 
woman,  age  47,  who  was  under  treatment  for  several 
months  for  obesity,  constipation,  gas  and  left  intercostal 
neuralgia.  She  spoke  English  poorly  and  was  of  an  emo' 
tional,  excitable  type,  so  that  little  help  was  ever  afford' 
ed  insofar  as  her  description  of  her  symptoms  was  con* 
cerned.  Biliary  disease,  however,  was  ruled  out,  due  to 
there  being  no  characteristic  findings,  and  her  abdomi' 
nal  complaints  were  ascribed  to  an  irritable  colon.  She 
improved  considerably  on  treatment,  losing  twenty 
pounds  in  weight  and  becoming  more  comfortable  in  the 
abdomen.  The  intercostal  neuralgia  presisted  to  some 
degree  the  whole  time,  first  on  one  side  and  then  on 
the  other. 

Eleven  months  after  first  instituting  treatment,  she 
suddenly,  over  a period  of  a few  days  time,  gained  fib 
teen  pounds  weight  and  began  running  three  plus  al' 
bumin  and  four  plus  blood  in  the  urine.  She  had  a 
slight  edematous  appearance  at  that  time,  but  no  pitting 
edema.  A diagnosis  of  acute  nephritis  was  entertained, 
but  renal  function  and  blood  chemistry  were  normal; 
there  was  no  elevation  of  blood  pressure  and  she  ‘Was 
not  ill  in  the  way  that  an  acute  nephritic  is.  Her  only 
complaint,  aside  from  a presistence  of  intercostal  neu' 
ralgia,  was  that  she  felt  “stuffed”. 

A few  days  later  she  developed  a frank  hematuria 
and  was  sent  to  the  hospital  under  the  care  of  a uro' 
legist.  Renal  study  revealed  blood  coming  from  the  right 
kidney  only  and  the  urologist  finally  made  a diagnosis 
of  tumor  and  advised  removal  of  the  kidney.  There 
was  sufficient  doubt  about  the  diagnosis,  however,  so  that 
she  was  not  particularily  urged  to  have  the  kidney  out 
at  that  time  and  as  the  hematuria  was  subsiding  she  was 
sent  home.  The  “stuffiness”  she  complained  of  had 
disappeared.  A few  weeks  later  she  had  a recurrence 
of  marked  hematuria  and  was  sent  to  the  hospital  where 
the  right  kidney  was  removed.  On  examination,  the 
kidney  was  found  to  be  normal.  However,  she  had  no 
more  hematuria. 

Then  she  began  having  urticaria.  She  had  attacks  of 
itching  and  giant  urticaria,  involving  principally  the 
trunk  and  scalp  almost  every  day  for  three  months.  The 
attacks  were  so  distressing  and  persistent  and  refractory 
to  treatment  that  by  then  the  patient,  her  family, 
friends  and  the  doctors  were  all  driven  to  distraction. 
Everything  we  knew  to  do  for  urticaria  was  done  with  no 
success.  The  patient's  emotional  character  did  not  add 
any  comfort  to  the  situation. 

About  that  time  she  developed  upper  abdominal  find' 
ings,  consisting  of  a palpable,  tender  liver,  tenderness 
in  the  right  flank  and  deep  epigastric  tenderness. 
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Shortly  after  these  findings  showed  up  she  developed 
typical  gallstone  collie  and  jaundice.  The  findings  were 
so  definite  and  the  symptoms  so  severe  that  surgery  was 
resorted  to  immediately  for  relief. 

At  operation,  a gallbladder,  containing  several  stones, 
was  found  adherent  to  surrounding  structures  by  recent 
and  old  adhesions.  It  was  distended  and  the  wall  was 
thickened.  Moderately  extensive  Hver  change  was  ap' 
parent.  The  appendix  evidenced  some  chronic  inflammatory 
changes.  The  gallbladder  and  appendix  were  removed. 
She  made  an  uneventrul  recovery.  She  had  a few  at- 
tacks of  urticaria  for  two  or  three  months  after  the 
operation  at  her  menstrual  periods,  but  after  that  she 
had  none.  Over  a year  and  a half  has  elapsed  now 
and  she  has  had  no  more  urticaria.  She  has  never 
had  any  recurrence  of  hematuria. 

Case  2.  The  second  case  was  that  of  a man,  age 
36,  who  came  in  complaining  of  frequent  attacks  of 
urticaria  for  a period  of  over  two  years,  abdominal  dis- 
tress, and  alternating  constipation  and  diarrhea.  He 
also  complained  of  loss  of  energy  and  vitality.  He  had 
dihgently  tried  to  discover  some  causal  relationship 
between  food  or  foods  eaten  and  his  urticarial  attacks, 
to  no  avail.  He  had  had  considerable  treatment  for  the 
urticaria  with  no  relief.  The  attacks  were  so  frequent 
and  so  severe  that  his  work  was  seriously  hampered. 

Positive  physical  findings  were  as  follows:  Blood  pres- 
sure 100/50.  Tenderness  and  spasticity  at  many  points 
in  the  colon,  tenderness  at  the  upper  right  quadrant  and  a 
a faintly  palpable,  tender  gallbladder.  Laboratory  find- 
ings were  negative  except  for  a low  gastric  free  acid  of 
17,  and  a slightly  lowered  blood  calcium  of  9.8.  The 
gallbladder  visualized  only  very  faintly  fourteen  hours 
after  admisistration  of  the  dye  by  mouth. 

A diagnosis  of  chronic  cholecystitis  and  secondary  ir- 
ritable colon  was  made.  He  was  placed  on  medical  man- 
agement with  some  improvement.  The  abdominal  sym- 
ptoms were  greatly  relieved  and  there  were  perhaps 
fewer  urticarial  attacks,  but  they  persisted  and  were  very 
annoying.  Cholecystectomy  was  advised  after  three 
months  of  medical  management. 

At  operation  adhesions  between  the  gallbladder,  duo- 
denum and  pyloric  end  of  the  stomach  were  found.  The 
gallbladder  was  grayish  white  with  considerable  subperi- 
toneal  fat  deposits.  The  wall  was  thickened.  No  stones 
present.  The  liver  showed  some  scarring  and  whitish 
striations  radiating  from  the  region  of  the  gallbladder, 
both  on  the  upper  and  under  surface.  The  appendix 
was  thick  and  white  and  hard.  There  was  a veil  of 
prominent  blood  vessels  over  the  cecum.  The  gallbladder 
and  appendix  were  removed.  Following  the  operation, 
which  was  done  seven  months  ago,  he  had  a few  urti- 
carial attacks,  but  they  gradually  faded  out  and  he  is 
now  entirely  free  of  them.  His  general  condition  is 
much  improved  and  he  has  no  abdominal  complaints. 

The  first  case  was  the  most  striking,  in  that 
gallbladder  disease  was  never  suspected  all  during 
the  various  disturbances  of  the  months  preceding 
the  characteristic  attack  of  gallstone  colic  and 
jaundice.  This  we  hasten  to  say  was  due  to  the 
paucity  of  physical  findings  and  to  the  difficulty 
of  obtaining  a satisfactory  description  of  symptoms, 
due  to  the  patient’s  inability  to  speak  English. 
Certainly,  it  would  seem  a far  cry  to  consider 


biliary  disease  as  an  etiology  of  unilateral  hema- 
turia, but  in  the  light  of  what  we  now  know,  such 
must  have  been  the  case.  The  symptom  of  urti- 
caria in  the  other  case  was  not  of  much  conse- 
quence insofar  as  the  diagnosis  of  biliary  disease 
was  concerned,  for  the  findings  were  quite  dis- 
tinct, but  the  coincidence  of  urticaria  and  biliary 
disease  in  both  cases  and  the  relief  obtained  fol- 
lowing cholecystectomy  was  very  striking.  In  the 
cases  we  have  under  observation  which  are  un- 
proved and  which  we  feel  like  commenting  on 
very  slightly,  we  feel  the  symptom  of  urticaria  to 
be  of  considerable  importance  in  arriving  at  a true 
diagnosis  of  the  etiology  of  the  complaints  and 
their  proper  relief. 

In  explaining  why  we  should  have  urticaria  as 
a result  of  biliary  disease,  two  avenues  of  thought 
present  themselves  to  us.  First,  is  it  due  to  a 
bacterial  or  bacterial  toxin  element  in  the  gall- 
bladder iself,  to  which  there  is  a body  sensitiza- 
tion; or,  second,  is  it  due  to  secondary  liver 
damage  which  has  interfered  with  one  or  more  of 
the  functions  of  the  liver,  for  instance,  the  detoxi- 
fying function?  We  lean  to  the  latter  explanation. 
These  cases  continued  to  have  some  urticaria  for 
a period  of  time  after  operation.  Had  the  etio- 
logic  factor  been  removed  from  the  body,  there 
should  have  been  a sudden  cessation.  Intradermal 
skin  tests  with  bacterial  strains  likely  to  infect 
the  gallbladder  were  done  on  the  second  case  with 
negative  results.  It  is  to  be  noted  that  in  both 
cases  there  was  unquestioned  evidence  of  liver 
damage;  we  feel  that  therein  lies  the  explanation. 

I think  every  one  has  been  struck  many  times 
by  the  great  general  improvement  apparent  in  a 
patient  who  has  had  his  gallbladder  removed  for 
the  relief  of  chronic  cholecystitis.  The  complaints 
due  to  gallbladder  disease  are  by  no  means  con- 
fined to  the  abdomen,  although  w’e  are  in  the 
habit  of  speaking  of  its  effects  in  terms  of  diges- 
tive disturbances.  Urticaria,  we  believe,  is  only 
one  of  many  systemic  manifestations  that  may  be 
a result  of  biliary  disease.  We  do  not  propose 
here  to  go  into  other  systemic  manifestations  that 
have  been  observed. 

We  have  pondered  a great  deal  on  why  so  much 
improvement  should  follow,  as  it  often  does,  the 
removal  of  a gallbladder  which  may  really  show 
little  evidence  of  pathology  and  about  the  ad- 
visability of  removal  of  which  there  may  be  con- 
siderable doubt.  Little  has  been  offered  in  ex- 
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planation  of  this  and  the  subject  is  often  dismissed 
as  one  of  those  things  which  cannot  be  explained. 
We  believe  that  the  answer  to  the  question  of 
causal  relationship  of  biliary  disease  and  urticaria 
is  in  part  the  answer  to  the  above  observations, 
and  that  is,  we  believe,  liver  damage  and  its  re- 
pair,  which  occurs  following  the  removal  of  an 
infected  gallbladder. 

For  a long  time  the  Hver  seems  to  have  been 
forgotten  as  a factor  of  great  importance  in  body 
metabolism  and  disease.  This  has  probably  been 
due  both  to  the  fact  that  well  established  and  diag' 
nosable  liver  disease  has  been  beyond  the  reach  of 
treatment  and  also  to  a natural  prejudice  toward 
the  subject  from  hearing  our  patients  say  that  the 
old  family  doctor  explained  away  a host  of  com' 
plaints  by  telling  them  their  liver  was  out  of  order. 
The  old  family  doctor  may  have  been  nearer  right 
than  he  knew. 

The  liver  is  the  largest  gland  in  the  body.  We 
can  exist  indefinitely  without  some  of  our  glandu' 
lar  structures  and  for  a variable  length  of  time 
without  some.  Death  ensues  within  a few  hours 
after  total  removal  of  the  liver  in  dogs,  unless 
very  precise  care  is  instituted  immediately  to  pre' 
vent  it.  The  liver  has  more  functions  and  more 
diversified  functions  than  any  other  glandular 
structure. 9 I will  enumerate  them  briefly: 

1.  Carbohydrate  metabolism,  notably  the  trans' 
formation  of  monosaccharides  to  glycogen  and  its 
storage.  With  this  we  are  all  familiar. 

2.  Protein  metabolism.  The  amino  acids  are 
deaminized  in  the  liver  and  urea  synthesized 
there,  later  to  be  excreted  by  the  kidneys. 

3.  Detoxifying  function.  The  liver  is  capable 
of  destroying  many  toxic  substances  both  organic 
and  inorganic.  Certain  substances  when  adminis' 
tered  hypodermically  may  be  highly  poisonous,  but 
when  administered  by  mouth  may  be  much  less 
harmful  or  totally  innocuous,  e.g.,  curare,  nicotine, 
morphine,  strychnine,  alcohol,  atropine.  This  means 
that  the  detoxifying  function  of  the  liver  has  acted 
as  a barrier  to  the  poisons  after  their  absorption 
from  the  intestinal  tract.  Well  controlled  experi' 
mental  work  with  strychnine  has  been  done  by 
Markowitz^®  which  demonstrates  the  above  con' 
tention  very  strikingly.  The  same  is  true  of  me- 
tallic poisons.  You  all  are  familiar  with  the  part 
the  liver  plays  in  the  elimination  of  arsenic  and 
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the  dire  effects  on  that  organ  which  sometimes 
follows  the  administration  of  arsenic.  The  liver 
exhibits  the  same  function  with  toxins  of  bacterial 
putrefaction  in  the  intestines,  such  as  skatol,  indol, 
and  phenol.  Insoluble  inorganic  particles,  bacteria 
and  colloid  material  are  also  filtered  out  by  the 
liver  cells.  Vaughan^  ^ in  his  book  on  allergy 
speaks  of  the  liver  as  a barrier  between  the  tissues 
of  the  body  and  harmful  products,  including 
allergens  which  may  be  absorbed. 

4.  Excretion  of  bile  pigments  and  cholesterol. 
Secretion  and  excretion  of  bile  salts.  In  other 
words,  the  true  biliary  function  of  the  liver,  and 
the  only  function  so  often  thought  of  any  im- 
portance. It  may  be  worth  reminding  you  at  this 
point  that  the  bile  pigments  are  not  formed  in  the 
liver  except  as  the  reticuloendothelial  system  of  the 
liver  enters  into  their  formation  along  with  the 
reticuloendothelial  system  of  the  whole  body. 

5.  Formation  of  fibrinogen.  There  is  some  dis- 
pute about  the  relation  of  the  liver  to  blood  con- 
tent of  fibrinogen,  but  there  is  no  doubt  that 
the  liver  has  some  function  to  perform  in  the 
coagulability  of  blood,  and  it  is  probable  that  the 
liver  is  a source  of  fibrinogen. 

6.  Immunity.  It  is  thought  that  the  liver  has 
an  important  role  in  the  production  of  immunity. 
The  work  of  Manwaringi^  supports  this  belief. 

Graham! 3 states  that  there  is  almost  a constant 
occurrence  of  inflammatory  changes  in  the  liver 
in  association  with  inflammatory  changes  in  the 
gallbladder.  Gross  evidence  of  liver  damage  is  ap- 
parent in  almost  any  case  of  long  standing  cho- 
lecystitis; any  surgeon  will  bear  out  this  statement, 
I believe.  This  is  mainly  due  to  the  fact  that 
the  lymphatics  of  the  liver  and  gallbladder  are  in 
very  intimate  relation.  The  line  of  reason  which 
we  are  following  is  obvious:  gallbladder  infection, 
secondary  liver  infection  and  damage,  impairment 
of  liver  function,  and  finally  systemic  manifes- 
tations of  faulty  liver  function.  We  are  calling 
attention  to  urticaria  tonight  as  possibly  one  sys- 
temic result  of  faulty  liver  function. 

Clinical  observations  over  a long  period  of  time 
have  shown  that  in  hepatic  disease,  hemorrhage  of 
different  kinds,  both  from  mucous  membranes  and 
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under  and  into  the  skin,  is  common.  This  has 
been  particularly  noted  in  cirrhosis,  apart  and  sep- 
arate from  the  mechanical  causes  of  hemorrhage 
in  that  condition.  Jaundiced  persons  bleed  pro- 
fusely from  surgical  or  other  wounds  with  or  with- 
out a prolonged  clotting  time.  The  fact  that 
there  is  not  always  a prolonged  clotting  time  in- 
dicates that  another  factor  enters  into  it.  Said 
factor  is  thought  to  be  faulty  fibrinogen  metabolism, 
which  as  mentioned  above  has  its  origin  in  the  liver; 
thus  with  extensive  liver  damage  insufficient  fibrino- 
gen is  available  to  form  a firm  clot.  The  clotting 
time  is  normal,  but  the  clot  is  not  firm  enough  to 
hold. 

But  the  point  I wish  to  make  is  that  in  liver  dis- 
ease there  is  often  an  increased  capillary  permea- 
bility which  may  allow  capillary  hemorrhage  to  oc- 
cur. I am  sure  many  of  you  have  noted  this  pheno- 
menon in  cirrhosis  of  the  liver,  where  capillary  hem- 
orrhages may  occur  into  the  skin  of  the  arm  on  ap- 
plying a tourniquet  or  blood  pressure  cuif.  Urticaria 
is  pathogically  an  edema  of  the  skin;  in  other  w'ords, 
serum  escapes  from  capillaries  into  the  skin  and  once 
there  sets  up  an  irritation  of  the  sensory  ner\-e  end- 
ings so  that  itching  is  produced.  We  shall  not  go 
into  the  pathologic  physiology  of  that  further,  ex- 
cept to  say  that  some  substance  circulating  in  the 
blood  stream  so  affects  the  capillaries  as  to  allow 
serum  to  escape  into  the  skin.  No  one  knows  precise- 
ly w’hat  the  substance  or  substances  are;  we  are  in 
the  habit  of  speaking  of  them  as  allergens. 

We  do  know  that  certain  putrefactive  pro- 
ducts of  digestion  and  certain  amino  acids  have  an 
effect  on  the  organism  similar  to  allergens  when  in- 
troduced. parenterally.  As  example,  I will  mention 
ptomaines,  indol,  skatol,  trytophane,  histamin, 
tryamin.  Since  it  is  the  function  of  the  liver  to 
detoxify  any  such  putrefactive  products  w’hich  may 
be  absorbed  and  also  to  deaminize  amino  acids,  it 
strikes  us  as  probable  that,  with  sufficient  liver 
damage  to  interfere  with  these  functions,  such  sub- 
stances may  be  allowed  to  circulate  in  the  blood 
stream  and  thereby  produce  an  effect  similar  to  an 
allergen,  or  at  least  act  synergistically  with  aller- 
gens. This  detoxifying  function,  of  course,  applies 
to  actual  allergens  as  well.  It  is,  therefore,  in  this 
way  that  we  feel  biliary  disease  may  be  an  etiologic 
factor  in  urticaria. 
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In  previous  reportsi,2,3,4  5^  of  W'ork  upon  the 
hemopoietic  effect  of  nuclear  extractives  on  blood 
regeneration  in  laboratory  animals  and  in  man,  the 
conclusion  was  stated  that  the  active  principle  pos- 
sessing this  stimulant  effect  was  a constituent  of  the 
cell  nucleus,  and  that  the  degree  of  stimulation  ob- 
tained from  the  feeding  of  glandular  meats  was 
roughly  proportionate  to  the  nuclear  content  of  the 
organ  used.  We  first  noted  an  increase  of  as  much 
as  5?  per  cent  in  the  red  blood  cells  and  a corres- 
ponding increase  in  the  percentage  of  hemoglobin, 
when  the  nucleated  red  blood  cells  of  the  chicken 
and  of  the  duck  were  introduced  into  the  blood 
stream  of  the  rabbit.  Washed  nuclei,  separated  from 
the  stroma  of  the  blood  cells,  and  nucleoproteins 
and  salts  of  nucleic  acids  obtained  from  the  same 
source  were  found  to  be  similarly  potent.  The 
stroma  of  the  cell,  i.e.,  the  hemoglobin  containing 
part  of  it,  did  not  produce  this  effect.  We  then 
extended  our  studies  to  nuclear  extractives  obtained 
from  various  animal  organs,  namely,  the  liver, 
spleen,  pancreas  and  heart  of  the  beef,  the  thymus 
of  the  calf,  the  kidney,  liver  and  stomach  of  the 
hog  and  the  liver  of  salmon.  With  the  exception 
of  extractives  obtained  from  thymus,  we  noted  in 
general  a hemopoietic  response  common  to  all.  Dif- 
ferent batches  of  the  extractives  obtained  from  the 
same  source,  as  from  liver,  varied  in  their  effect 
upon  anemic  animals  znd  man,  but  in  general  the 
effect  was  the  same,  and  we  attributed  the  varia- 
tion to  lack  of  refinement  in  the  technical  making 
of  the  material. 
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Case  1.  Mrs.  S.  T.,  58,  white,  housewife,  well  nourished,  complained  of  weakness,  pallor,  sore  tongue  and  exhaus' 
tion  for  the  past  three  years.  Had  gastric  resection  in  1915  for  carcinoma  of  the  pyloric  end  of  the  stomach. 


Date 

Hemoglobin 

Percentage 

Erythrocytes 
In  Millions 

Leucocytes 

TABLE  1 
Color 
Index 

Reticulocyte 

Percentage 

Remarks 

M9-31 

36 

1.15 

4.800 

1.2 

0.8 

Blood : Anisocytosis,  polychromato- 

1'24'31 

47 

2.26 

6,100 

0.8 

philia,  high  color  index,  normoblasts 

1'31'31 

58 

2.80 

10.0 

and  megaloblasts. 

2'  7'31 

69 

3.20 

4.1 

Therapy:  10  grams  nuclear  extrac- 

2-14-31 

72 

3.50 

5,860 

2.0 

tives  from  chicken  blood  cells  daily. 

2-21-31 

75 

4.00 

7,600 

1.2 

Had  previously  eaten  boiled  liver 

2-28-31 

78 

4.20 

7,000 

1. 

without  effect. 

3-  7-31 

80 

4.46 

7,840 

After  4-18-31  was  replaced  on  liver 

4-18-31 

90 

4.86 

and  later  ventriculin. 

Case  2.  O.  H.  S.,  67,  fairly  well  nourished,  complains  of  weakness,  dizziness,  loss  of  strength,  shortness  of  breath, 
sore  tongue,  paresthesiae  of  right  hand  and  foot  of  several  months  duration,  increasing  severity.  No  therapy. 

TABLE  2 


Hemoglobin 

Erythrocytes 

Color 

Reticulocyte 

Date 

Percentage 

In  Millions 

Leucocytes 

Index 

Percentage 

Remarks 

2-17-30 

52 

1.84 

5,640 

1.23 

0.6 

Blood:  Anisocytosis,  polychromato- 

2-20-30 

56 

2.01 

3.0 

philia.  High  color  index.  Normo- 

2-24-30 

58 

2.34 

blasts. 

3-  3-30 

70 

2.50 

10,600 

8.0 

Therapy:  10  grams  nuclear  extrac- 

3-10-30 

77 

2.85 

3.0 

tives  from  chicken  blood  cells  daily. 

3-17-30 

78 

2.76 

Off  therapy  for  one  week.  No  ma- 

3-24-30 

84 

3.00 

terial  available. 

Patient 

returned : 

Patient  felt  well  and  did  not  return 

2-  5-31 

35 

1.20 

4,300 

1.18 

0.3 

for  one  year.  Discontinued  therapy. 

2-11-31 

40 

1.50 

5,260 

5.0 

Symptoms  returned. 

2-16-31 

50 

1.85 

8.0 

2-6-31: 

2-23-31 

48 

1.87 

3.0 

Blood:  Megaloblasts  present;  normo- 

3-  2-31 

54 

2.00 

blasts,  2 per  cent. 

3-  9-31 

60 

2.00 

Therapy:  10  grams  nuclear  extrac- 

3-23-31 

80 

3.00 

tives  from  chicken  blood  cells  daily. 

4-  6-31 

90 

4.10 

Changed  therapy  to  liver  extract. 

4-27-31 

80 

3.68 

Off  therapy. 

Case  3.  O.  B.,  45,  white,  waiter.  In  June,  1931,  began  progressing  weakness,  pallor,  moderate  loss  of  weight, 
numbness  and  tingling  of  lips,  fingers  and  toes;  edema  of  feet  and  legs;  papillary  atrophy  of  tongue. 

Patient  entered  hospital  with  seemingly  an  acute  bronchopneumonia.  He  died  l'28-32.  Autopsy  revealed  general' 
ized  miliary  tuberculosis  and  hyperplasia  of  the  bone  marrow. 


TABLE  3 


Hemoglobin 

Erythrocytes 

Voluma 

Reticulocyte 

Remarks 

Date 

Percentage 

In  Millions 

Leucocytes 

Index 

Percentage 

Blood:  Normoblasts,  anisocytosis, 

1-14-32 

43.3 

1.42 

4,550 

1.5 

1,4 

polychromatophilia,  metamyelocytes, 

1-19-32 

38.2 

1.81 

3.2 

high  volume  index.  Sedimentation  rates: 

1-20-32 

38.2 

1.35 

3,000 

1.4 

1.8 

1-14-32;  15  min.  128  mm. 

1-21-32 

2.5 

45  min.  144  mm. 

1-22-32 

12.6 

1-19-32;  15  min.  104  mm. 

1-23-32 

46.3 

1.55 

11.2 

45  min.  140  mm. 

1-23-32 

3,650 

6.8 

1-26-32;  15  min.  7 mm. 

1-26-32 

49. 

1.79 

7.2 

45  min.  30  mm. 

1-27-32 

56.3 

2.65 

1.07 

5.0 

1-27-32;  15  min.  2 mm. 

45  min.  9 mm. 

Therapy:  10  grams  nuclear  extractives  from  chicken  blood  cells  daily.  No  previous  therapy.  Note  response  in  retio' 
culocyte  and  red  blood  cell  counts  and  hemoglobin  percentage  in  spite  of  approaching  death  from  acute  miliary 
tuberculosis. 


The  problem  finally  resolved  itself  into  the  aca' 
demic  one  we  first  started  with,  namely,  was  the 
source  of  the  unknown  hemopoietic  stimulant  the 
nuclei  of  various  animal  tissues  or  not?  In  order 
to  obtain  further  information  we  returned  once 
more  to  a study  of  the  nucleated  red  blood  cell  of 
the  chicken.  A controlled  anemia  in  a series  of 
five  dogs  was  produced  after  the  method  of  Whipple 
and  Robscheit'Robbins  and  eight  experiments  upon 
these  dogs  were  performed^.  Ten  grams  per  day  of 
the  nuclear  extractives  obtained  from  chicken  blood 
cells  were  added  to  the  standard  diet  of  the  dogs 

6.  To  be  published  in  Archives  of  Pathology. 


during  the  time  of  the  experiments.  The  same 
response  in  reticulocyte  and  red  blood  cell  count  and 
in  hemoglobin  content  was  noted  under  the  con- 
trolled  conditions  as  had  been  observed  before. 

In  the  present  paper  we  report  the  results  of  the 
oral  administration  of  the  same  nuclear  extractives 
from  chicken  blood  cells  in  three  cases  of  pernicious 
anemia.  We  prepared  a sufficient  quantity  of  the 
extractives  to  observe  their  effect  upon  a few  selec' 
ted  cases,  but  the  difficulty  and  labor  attending 
their  preparation  precludes  the  use  of  blood  of  the 
fowl  for  practical  purposes. 
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the  red  bleed  cells  of  the  chicken. 


Fig.  2.  Graph  showing  effect  upon  the  hemoglobin  content, 
red  biood  cell  count  and  reticulocyte  ppcentage  in  patient  3 
with  pernicious  anemia  of  the  daily  administration  of  10  grams 
of  the  nuclear  extractives  from  the  red  blood  cells  of  the 
chicken'. 

Patients  2 and  3 had  received  no  previous  treat' 
ment  for  the  anemia  nor  did  they  receive  anything 
else  during  the  time  when  the  extractives  were 
added  to  the  diet.  Patient  1 had  eaten  Hver  daily 
for  several  months  prior  to  consulting  us,  but  had 


steadily  failed  in  health  with  a progressive  down- 
ward  course  in  her  anemia.  Inquiry  revealed  the 
fact,  however,  that,  although  she  had  partaken  of 
a liberal  quantity  of  liver  daily,  she  had  always 
boiled  it  thoroughly  before  eating  it,  and  thereby 
removed  the  extractives  from  it.  Her  response  to 
nuclear  extractives  was  the  same  as  that  of  the  two 
patients,  and  since  her  period  of  observation  she  has 
remained  fairly  well  under  at  first  the  proper  eating 
of  liver  and  later  the  addition  of  ventriculin.  The 
details  of  the  progress  of  the  three  patients  are  giv- 
en in  the  tables  and  a composite  graph  of  the  blood 
curv’es  in  figure  1.  The  sharp  rise  in  reticulocyte 
percentage  in  patient  3 is  shown  in  figure  2. 

These  three  patients,  suffering  from  a downward 
progressing  pernicious  anemia,  were  treated,  as  in- 
dicated in  the  tables,  for  short  periods  of  time  by 
the  daily  administration  of  10  grams  of  nuclear  ex- 
tractives obtained  from  the  nucleated  red  blood  cells 
of  the  chicken.  Their  response  to  this  form  of 
therapy  was  the  same  as  that  seen  following  the 
proper  use  of  liver,  liver  extracts  and  ventriculin. 

We  feel  justified,  therefore,  in  concluding  that  a 
hemopoietic  stimulant  exists  in  the  nucleus  of  the 
red  blood  cells  of  the  fowl,  and,  because  all  ex- 
traneous substances  common  to  other  glandular  or- 
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gans  can  be  removed  from  consideration,  it  remains 
evident  that  the  hemopoietic  effect  noted  in  these 
three  patients  was  brought  about  by  the  administra' 
tion  of  the  extractives  alone. 

This  clinical  observation,  combined  with  the  ex' 
perimental  and  clinical  studies  previously  reported, 
indicates  the  probability  that  within  the  nucleus  of 
the  animal  cell  lies  the  as  yet  unknown  hemopoietic 
stimulant  which  affects  so  profoundly  blood  re- 
generation. 


RECENT  PROGRESS  IN  OTORHINO- 
LARYNGOLOGY* 

Edwin  D.  Warren,  M.D. 

TACOMA,  WASH. 

ANESTHETICS 

Following  an  unusually  large  number  of  deaths 
from  the  use  of  cocaine,  a committee  was  established 
with  Mayeri  as  chairman  to  investigate  local  an- 
esthetics. It  was  found  that  the  deaths  were  from 
various  causes,  but  chiefly  from  an  unintelligent  use 
of  cocaine.  Some  fatalities  followed  painting  the 
throat  with  10  per  cent  cocaine  in  generous  quanti- 
ties and  others  from  the  use  of  old  unstable  solu- 
tions. It  is  believed  that  cocaine  undergoes  a chemi- 
cal change  due  either  to  photastatic  effects  or  from 
an  organism  growing  in  the  solution.  The  combin- 
ation of  phenol  with  cocaine  seems  to  have  a syn- 
ergistic effect,  making  the  2 per  cent  as  potent  as 
the  10  per  cent  solution.  It  also  enhances  its  speed 
of  action.  The  following  formula  was  devised  and 
recommended  by  the  committee: 

Phenol  0.30  cc. 

Cocaine  2.00  gm. 

Saline  100.00  cc. 

This  makes  a 2 per  cent  solution.  It  is  more 
stable  and  bacterial  or  fungus  growth  is  inhibited, 
besides  being  much  less  expensive. 

Pantocaine  has  been  used  by  Lundy^  of  the  Mayo 
Foundation.  It  is  chemically  related  to  procaine. 
Large  doses  may  be  given  dogs  without  lethal  ef- 
fects and  without  altering  the  blood  pressure.  It 
has  been  successfully  used  as  topical  anesthesia.  Its 
first  use  was  in  continental  Europe  by  Ernest.3  The 
I.  G.  Farbenindustrie  in  Hochst  prepares  novo- 
cainc'P  which  has  been  used  by  the  Frankfort  Oto- 

1.  Mayer,  Emil:  Analysis  of  Reports  of  Fatalities  Follow- 
ing Use  of  Local  Anesthetics  with  Resume  of  Recent  Studies 
on  Subject,  Including  Summary  of  14  Additional  Fatalities 
not  Hitherto  Recorded,  Ann.  Otol.  Rhin.  & Laryng.  37:404- 
418.  Mar.,  1928. 

2.  Lundy,  J.  S.,  McCuskey,  C.  F.  and  Tovell,  R.  M. : Re- 
view of  Anesthetic  Agents  and  Methods  Used  in  Mayo  Clinic 
in  1930.  (Annual  report),  Proc.  Staff  Meet.,  Mayo  Clin.  6:25- 
32,  Jan.  14,  1931. 

3.  Ernst,  M. : Erfahrungen  mit  dem  neuen  Lokalanastheti- 
kum  Pantocain,  Munchen.  Med.  Wchnschr.  78:9-11,  Jan.  2. 
1931 


Larynological  Clinic^  for  a year  for  the  removal  of 
polyps,  bronchoscopies,  esophagoscopies  and  endon- 
asal interventions. 

There  is  a definite  field  for  local  anesthesia  in 
mastoidectomies,  particularly  in  the  aged,  infirm  and 
sclerotic.  Firestone^  has  written  well  on  this  method 
as  used  in  Europe.  Avertine  narcosis  per  rectum 
has  been  given  a good  trial  by  Guns®  on  twenty-five 
cases.  He  does  not  find  it  acceptable.  There  were 
overdoses  and  others  who  awakened  on  the  first  in- 
cision. The  partial  elimination  of  cocaine  is  desir- 
able, since  it  is  expensive,  has  unpleasant  coeffects 
and  comes  under  the  narcotic  law. 

Nupercaine  is  another  agent  which  may  be  used 
in  1 to  2 per  cent  solution  for  topical  anesthesia,  or 
in  1:1000  or  1:2000  solution  for  infilteration.  Up 
to  100  cc.  of  it  may  be  used  for  infiltration.  I have 
observed  no  toxic  effects  from  its  use  in  either  topi- 
cal or  infiltration  anesthesia.  Further  evidence  of 
its  reliability  is  established  by  the  acceptance  of  this 
product  by  the  Council  on  Pharmacy  and  Chemistry 
of  the  A.  M.  A.  I have  performed  painless  endon- 
asal surgery  and  thirty  tonsillectomies  with  nuper- 
caine. One  must  give  the  drug  eight  minutes  longer 
than  novocaine  and  twelve  minutes  longer  than 
cocaine  to  be  devoid  of  pain.  Anesthesia  is  un- 
questionably much  longer  than  procaine.  When 
procaine  was  used  on  one  tonsil  and  nupercaine  on 
the  other,  there  was  much  less  discomfort  after  eight 
to  fourteen  hours  on  the  side  anestheti2;ed  with 
nupercaine. 

OTITIS  MEDIA 

The  successful  management  of  an  acute  suppura- 
tive otitis  media  carries  with  it  as  great  responsi- 
bility, less  reward  and  more  complications  than  ab- 
dominal cases.  Criticism  can  perhaps  be  made  of  the 
general  unsterile  technic  before  and  during  the  oper- 
ation of  myringotomy  and  during  the  postoperative 
care.  If  one  would  be  as  careful  in  the  management 
of  these  cases  as  the  general  surgeon,  no  doubt  the 
convalescense  would  be  expedited.  As  soon  as  local 
tissue  imminunity  is  developed  to  one  organism,  the 
ear  through  carelessness  is  reinfected  with  another 
type  of  bacterium.  I believe  this  occurs  when  the 
ear  is  swabbed  with  dry  unsterile  applications.  I 
have  had  better  success  with  irrigation  with  merthio- 
late  and  metaphen  solutions,  followed  by  the  inser- 
tion of  a pledget  of  mercurchrome  saturated  drain. 
Many  are  opposed  to  this  so-called  “wet”  method  of 
treatment.  In  1 1 5 consecutive  myringotomies  at  the 

4.  Berberich,  J.:  A New  Surface  Aesthetic  for  Otolaryngo- 
logy Deutsche  Med.  Wchnschr.  78:  17-19.  Jan.,  1931. 

5.  Firestone,  C.:  Local  Anesthesia  as  Routine  in  Mastoid 
Surgery,  North.  Med.  30:136-139,  March,  1931. 

6.  Guns,  P. : Etude  de  la  Narcose  Restale  a Tavertine,  Ann. 
d*oto-laryng.,  pp.  981-988,  Sept.  19313. 
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Western  Clinic  I have  not  had  a case  of  mastoiditis. 
Attention  to  the  nasopharynx  at  each  visit  is  im- 
portant.  The  method  advocated  by  Norton,'^  where' 
by  ice  packs  rather  than  heat  is  used,  is  an  excel' 
lent  one.  During  the  first  few  days  of  the  acute 
process  ephedrine  sulphate  in  3 per  cent  sterile  aque' 
ous  solution  is  instilled  in  the  ear.  This  shrinks  the 
edematous  tissues,  allows  good  drainage  and  prevents 
less  toxic  absorption. 

Chronic  otitis  media  is  best  treated  by  iodine 
dusting  powder  or  Calot’s  solution  and  attention  to 
adenoids  or  the  nasopharynx  and  the  general  condi' 
tion.  Beck®  reports  on  twenty'five  years  of  experi' 
ence.  In  the  absence  of  labrynithian  irritation, 
severe  headaches  or  facial  nerve  involvement,  he  ad' 
vocates  insufflations  of  iodine  powder  and  the  fob 
lowing  formula: 


Guaiacol  0.2? 

Creosote  1.75 

Ether  7.50 

Iodoform  2.50 

Olive  Oil  18.00 


Sig:  gtt.  1 to  3 dropped  in  ear  t.i.d. 

Blau9  records  a high  degree  of  potency  of  disin' 
fection  with  a complex  iron  salt  of  iodine,  contain' 
ing  chlorine,  bromine  and  fluorine.  Landryio  showed 
that  the  ionization  of  the  middle  ear  with  magnesium 
sulphate  results  in  a concentration  of  the  ions  in  the 
mastoid  bone  and  excretion  in  the  urine  fourteen 
days  later. 

The  von  Schilling  hemogram  now  has  a definite 
place  in  otology  and  is  valuable  for  prognosis.  The 
prognosis  is  adverse  when  there  is  a shift  to  the  left 
and  conversely  good  when  there  is'  a shift  to  the 
right.  Judd^i  found  that,  when  purulent  mastoiditis 
is  supervening,  there  is  a “l>’tic  factor”  or  a rise  in 
the  percentage  of  eosinophils  to  normal  or  more  than 
normal. 

Bonnohani2  established  that  type  III  pneumococ' 
cus  attacks  old  or  enfeebled  persons  and  the  bony 
destruction  is  far  out  of  proportion  to  the  symptoms. 
Kopetzkyis  is  also  able  to  correlate  prognosis  and 
surgical  judgment  with  the  offending  streptococcuc. 
(1)  When  an  obligatory  aerobe  is  present  and  there 


7.  Norton,  A.  H.:  Acute  Ear.  North.  Med.  30:330-334,  July, 
1931. 

8.  Beck,  J.  C. : Nonsurgical  Treatment  of  Chronic  Middle 
Ear  Suppuration,  Based  upon  25  Years’  Experience,  Ann.  Oto., 
Rhin.  & Laryng.  38:  1150-1155,  Dec.  1929. 

9.  Blau,  L. : Metajodin  bei  Mittelebrent-Zundungen.  Arch, 
f.  Ohren-Nasen-U.  & Kehlkopfh.  126:273,  1930. 

10.  Landry,  Franquet  and  Paris,  La  penetration  ionother- 
apique  par  voie  transtympanique,  Ann.  d.  Mai.  de  I’Oreille. 
due  Larynx  49:235-241,  March,  1930. 

11.  Judd,  C.  C.  W. : Role  of  Eosinophile  in  Certain  Oto- 
logical  Conditions,  Laryngoscope.  40:203-208,  March,  1930. 

12.  Bonnahon,  J. : Contribution  a I’etude  bacteriologique 
des  suppurations  auriculaires  a microbes  pyogenes  aerobies. 
Arch.  Internat.  de  Laryng.  9:897-939  , Sept. -Oct.,  1930. 

13.  Kopetzky,  S.  J. : Acute  and  Chronic  Otitis  Media  and 
Sinus  Thrombosis:  Summary  of  Bibliographic  Material  Avail- 
able in  Field  of  Otolaryngology,  Arch.  Otolarvng.  14:489-511. 
Oct.,  1931. 


is  delayed  surgical  intervention,  the  necrotic  process 
may  extend  to  the  immediate  neighborhood,  produc' 
ing  erosion  of  the  dural  plate,  cortical  perforation 
or  proliferation  of  the  sinus  wall.  (2)  When  the 
facultative  aerobes  are  present  there  is  copious  pus,  a 
high  leucocytosis,  much  pain  and  usually  a moder' 
ately  quick  recovery.  (3)  When  the  facultative 
anaerobes  are  present  there  is  chronic  inflammation. 
There  is  usually  a coexisting  disease,  as  diabetes, 
nephritis,  erysipelas  or  general  debility.  This  lends 
some  knowledge  to  the  interpretation  of  cultures 
taken.  The  classification  is  simple  enough  to  be 
workable. 

In  1912  Libman  reported  80  per  cent  positive 
blood  cultures  and  in  1931  Friesneri^  reported  90 
per  cent  in  100  cases  from  otitic  infections.  Eighty' 
five  per  cent  of  the  sinus  thrombosis  cases  were  due 
to  streptococci. 

Coneis  states  that  the  symptoms  leading  to  the 
discovery  of  otitis  in  infants  are  more  frequently 
pediatric  than  otitic  and  that  the  var>nng  reactions 
of  a parenteral  nature,  as  diarrhea,  vomiting,  athrep- 
sia  are  metabolic,  due  to  the  changes  in  the  gastric 
acidity,  making  it  impossible  for  the  B coli  to  re' 
main  alive  in  the  stomach  and  upper  intestinal 
tract. 

MENINGITIS 

Progress  has  been  made  with  this  bugbear  of 
otology.  Crawford  16  of  the  Mayo  foundation  was 
one  of  the  first  to  try  Pregl’s  solution  on  animals. 
To  Kolmeri'^  we  owe  the  establishment  of  a coni' 
prehensive  report  on  clinical  cases.  In  ten  cases  of 
fulminating  pneumococcal  meningitis,  six  recovered, 
with  Felton’s  concentrated  antipneumococcal  serum 
given  in  each  carotid  artery.  A 1:1000  solution  of 
cthyl'hydroxy'cupreine,  which  has  a factor  of  spe' 
cificity  for  the  pneumococcus,  w'as  also  given  intra- 
carotidly.  In  staphylococcal  meningitis  cases  Pregl's 
solution  of  iodine  was  given.  The  dose  was  5 cc. 
in  each  carotid  artery.  Recovery  was  complete.  The 
intracarotid  method  also  has  a definite  place  in  epi' 
demic  meningitis.  In  streptococcal  meningitis  neutral 
acriflavine  or  Pregl's  solution  should  be  given  via 
the  carotid  arteries. 

MIGR.AINE 

Progress  on  this  problem  has  been  mainly  along 
the  line  of  diet,  allergic  studies,  medicaments.  Bar' 

14.  Friesner,  I.:  Infections  of  Middle  Ear;  Acute  Sys- 
temic Infections  from  Ear,  Arch.  Otolaryng.  14:257-265.  Sept., 
1931 

15.  Cone  A.  J. : Incidence  of  Acute  Otofis  Media  in  In- 
fants and  in  Young  Children  During  1930-1931;  Variations 
in  Clinical  Picture.  Arch.  Otolaryng.  14:797-814,  Dec.,  1931. 

16  Crawford,  A.  S. : Intracarotid  Treatment  of  Meningitis 
and  Experiments  with  Pregl’s  Iodine.  Tr.  A.  Resid.  & Ex- 
Resid.  Physicians,  Mayo  Clin.  (1929)  10:129-131,  1930. 

17.  Kolmer.  J.  A : Intracarotid  Method  of  Treatment  for 
Meningitis  with  Recoveries,  J.A.M.A.  96:1358-1361.  April 
25,  1931. 
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barka  of  the  Mayo  Foundation  reports  55  per  cent 
of  cures  and  a large  group  of  improved  cases  on  the 
ketogenic  diet.  The  diet  was  originally  used  for 
epilepsy.  It  is  of  high  protein  ratio,  the  object  be- 
ing to  produce  and  maintain  a low  grade  ketosis. 
It  is  a difficult  diet  to  prescribe  or  follow'  and  needs 
careful  supervision.  The  restriction  of  fluid  intake 
has  helped  tw'o  of  my  cases  of  migraine.  Perhaps 
the  e.xplanation  may  be  found  in  Swift'sts  hypothe- 
sis. 

The  interrelation  between  the  familial  aspect  of 
allergy  as  well  as  migraine  has  led  to  investigation 
of  the  sensitization  of  individuals.  The  altered  state 
of  the  organism  produces  a type  of  protein  poison- 
ing. The  skin  tests  and  history  are  the  best  methods 
of  determining  the  offending  protein.  This  should 
be  the  first  thing  to  be  tried  in  migraine.  However, 
I can  not  agree  with  some  who  believe  all  cases  of 
migraine  have  an  allergic  state,  even  though  we  may 
not  detect  it.  Elimination  of  the  offending  foods 
or  desensitization  give  excellent  results,  providing 
the  situation  is  genuine  allergic  migraine. 

I have  used  trethylene  to  good  advantage  in  short- 
ening the  attacks  of  migraine.  It  will  not  prevent 
attacks,  although  it  seems  to  make  them  less  fre- 
quent in  occurrence.  It  certainly  does  diminish  the 
severity  of  the  pain. 

If  one  must  prescribe  in  migraine,  dilute  HCl  in 
small  repeated  doses  has  been  found  to  be  more  ef- 
fective than  the  usual  drugs.  Perhaps  there  is  a 
relationship  between  the  acidosis  thus  established 
and  the  ketosis  of  the  diet  previously  mentioned. 

NASAL  ABSCESS 

Intransal  furuncles  have  always  caused  alarm  be- 
cause of  the  high  mortality  from  an  ascending  septic 
thrombophlebitis.  It  has  been  the  time  honored  pro- 
cedure to  ligate  the  facial  vein  in  such  cases.  He 
w'ho  would  diverge  from  such  customs  invites  criti- 
cism. Recently  the  writings  and  teachings  are  dis- 
couraging this  procedure.  Hot  moist  compresses,  rest 
in  bed,  and  no  surgical  intervention  are  favored. 
This  method  has  been  exploited  by  Koslin.i^  My 
only  fatality  of  fifty-two  intranasal  abscesses  occur- 
red in  a case  where  a consultant  advised  ligation  of 
the  facial  vein.  One  interesting  case  proved  to  be  a 
gumma  of  the  nose.  After  prolonged  treatment  he 
did  not  improve.  Upon  being  hospitalized  the  rou- 
tine Wassermann  established  the  diagnosis. 

18.  Swift,  G W.:  Posterior  Fossa  in  Epilepsy.  J.  Nerv. 
A Ment.  Dis.  74:689-707,  Dec.,  1931 

19.  Koslin.  I.  I. : Primary  Staphyloccoccic  Infections  of 
Nose,  Lips  and  Face  Ann.  Surg  94:7-14,  July.  1931. 


CONSERVATIVE  MANAGEMENT  OF  SINUSITIS 

Progress  on  this  subject  is  not  overabundant. 
Proctz-®  has  an  excellent  knowledge  of  the  physio- 
logy of  the  sinuses  and  has  contributed  some  good 
ideas.  His  displacement  method  of  sinus  treatment 
can  be  used  to  good  advantage  by  the  general  prac- 
titioner or  the  specialist.  Ephedrine  in  0.5  per  cent 
solution  in  saline  is  found  to  be  the  most  effective 
and  the  least  irritating.  The  results  are  very  good 
for  a nonoperative  measure,  particularly  in  ethmoidi- 
tis  and  sphcnoiditis.  That  the  solution  can  be  actual- 
ly instilled  in  the  posterior  sinuses  may  be  proven  by 
roentgenograms  after  using  lipiodal.  For  particulars 
on  the  technic  reference  is  made  to  his  numerous 
publications. 

A good  form  of  treatment  of  ethmoiditis,  advo- 
cated by  Wagner,  which  I have  used  to  advantage 
in  hyperplastic  cases,  consists  of  applying  diathermy 
through  these  areas.  A special  woven  tape  electrode 
is  used.  This  is  a flexible  material.  The  end  is 
covered  and  wound  with  cotton,  immersed  in  warm 
fresh  15  per  cent  neosilvol.  This  is  inserted  up  to 
the  ethmoid  area.  The  electrode  is  well  insulated 
by  cotton  pads.  A counter  electrode  is  placed  on  the 
forehead  and  350  ma.  given  twenty  to  twenty-five 
minutes  on  alternate  days.  The  patient  experiences 
a warm  sensation.  Vascularization  and  lymphatic 
supply  is  increased.  After  removal  of  the  packs  a 
copious  drainage  of  mucopurulent  material  exudes 
from  the  ethmoidal  and  sphenoidal  ostia. 

Zinc  ionization  of  posterior  sinuses  has  been  ad- 
vocated by  Smith. 21  It  has  a particularly  good  use 
as  a postoperative  measure  in  those  cases  of  asthma 
of  sinusitic  origin.  Providing  any  abnormally  placed 
ethmoidal  cells  exist  or  the  operator  through  lack  of 
skill  or  room  cannot  exenterate  all  the  cells,  results 
may  still  be  achieved  by  following  up  the  postopera- 
tive cases  with  the  following  formula : Zinc  sulphate 
1.87,  glycerine  30.,  aqua  q.  s.  1000.  A suitable  cot- 
ton wound  metal  tape  electrode  is  dipped  in  the 
solution,  then  applied  to  this  area.  From  three  to 
five  milliamperes  are  used  for  forty-five  minutes 
daily. 

PHYSIOLOGY  OF  THE  NOSE 

The  work  of  Hildig22  excells  all  the  reports  of 
1932  in  giving  a definite  understanding  of  ciliary 
activity  and  nasal  drainage.  The  cilia  beat  with 

20.  Proetz,  A.  W. : Some  Intimate  Studies  of  Nasal  Func- 
tion ; Their  Bearing  on  Diagnosis  and  Treatment.  Ann.  Otol., 
Rhin.  & Laryng  41:125-142,  March,  1932. 

21.  Smith,  Ferris:  Asthma;  Its  Etiology  and  Surgical 

Treatment.  Ann.  Otol.,  Rhin.  & Laryng.  38:1095-1120,  Dec., 
1929. 

22.  Hilding,  A. : Physiology  of  Drainage  of  Nasal  Mucus : 
Flow  of  Musous  Currents  Through  Drainage  System  of  Nasal 
Mucosa  and  its  Relation  to  Ciliary  Activity.  Arch.  Otolaryng. 
15:92-100  Jan.,  1932, 
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rhythmic  movements  of  considerable  power,  draining 
the  nose  of  the  active  area  in  three  to  ten  minutes. 
Gravity  does  not  have  much  influence;  in  fact,  the 
chief  pathway  of  drainage  is  in  the  upper  portion, 
of  the  “trough”  of  the  meatus.  Potent  cultures  of 
pathogens  sprayed  in  the  nose  are  soon  expelled  and 
do  not  penetrate  or  become  fixed  to  the  mucosa. 
During  the  common  cold  desquamation  of  the  cilia 
is  astonishing  in  amount,  followed  by  a quick  re- 
generation.  Nasal  obstruction  produces  histologic 
changes  in  the  respiratory  mucosa  with  the  replace- 
ment by  entirely  different  types  of  cells. 

Proetz  discloses  the  fact  that  the  tidal  air  passing 
through  the  nose  is  500  cu.  feet  in  24  hours,  and 
that  this  is  warmed  to  98°  F.  before  reaching  the 
back  of  the  pharynx.  We  e.xpend  70,000  small 
calories  in  warming  this  air.  We  also  evaporate 
over  a litre  of  water  from  the  nasal  secretions  in 
humidifying  this  much  air.  It  is  not  believed  as 
formerly  that  there  is  much  ventilation  of  the  sinuses 
per  se.  In  fact,  Proetz  computes  that  only  1/1026 
of  the  inspired  air  enters  the  sinus  cavity. 

Fenton  and  Larsell^s  may  be  further  able  to  en- 
lighten us  by  vital  staining  methods  of  the  sinus 
mucosa  as  to  the  role  of  production  of  histocytes. 
The  cilia  are  the  mechanical  cleaners,  but  there 
must  be  another  type  of  cell  which  represents  the 
body  defenses  against  disease  when  present.  This 
is  evidently  to  be  found  in  the  wandering  cells  or 
the  reticuloendothelial  system.  McMahon  concludes 
that  acute  infection  is  characterized  by'-  generalized 
invasion  of  young  connective  tissue  cells,  red  cells, 
polymorphs,  edema  of  the  tunica  propria  and  dila- 
tation of  the  mucous  glands  v.dthout  bony  changes. 
Chronic  infection  produces  thickening,  metaplasia, 
sloughing  of  the  mucosa,  thickening  of  the  blood 
vessels  walls  and  bony  changes. 

That  the  sinus  mucosa  does  regenerate  is  well 
established  through  the  work  of  Knowlton  and  Mc- 
Gregor. This  was  confirmed  by  the  more  recent 
work  of  Graham  and  Bacher.  They  completely  re- 
moved the  lining  of  eight  antra;  then  after  a period 
of  from  two  weeks  to  eight  months  again  removed 
the  sinus  mucosa  for  examination.  The  length  of 
time  for  complete  regeneration  of  sinus  mucosa  from 
various  reports  is  from  four  to  six  months.  Kistner^-i 
from  a study  of  ten  cases  with  biopsies,  does  not  be- 
lieve ciliary  regeneration  occurs. 

23.  Fenton,  R.  A.:  Reticuloendothelial  Components  of  Ac- 
cessory Sinus  Mucosa:  Experimental  and  Clinical  Observations, 
Arch.  Otolaryng.  14:586-595,  Nov.,  1931. 

24  Kistner.  F.  B. : Pathology  of  Sinusitis,  Ann.  Oto.  Rhin. 
4 Laryng.  38:977-994,  Dec.  1929. 


SINUSITIS  IN  CHILDREN 

A decade  ago  little  was  known  of  such  conditions. 
If  we  may  follow  the  dictates  of  Dean,  Fischbach, 
Lynch,  Woodward,  Vaile  and  Balotow  we  may 
realize  that  sinusitis  in  children  is  not  rare.  It  is 
more  acute  than  in  adults.  They  agree  the  correct 
management  is  conservative  operation  and  treat- 
ments, removal  of  tonsils  and  adenoids,  cooperation 
with  a pediatrician  and  above  all  the  proper  diet. 
Some  important  information  is  that  41  of  100  asth- 
matic children  presented  definite  sinusitis. 

The  relationship  of  constitutional  factors  to  sin- 
usitis is  recognized  more  than  previously.  One  big 
factor  is  the  proper  diet.  Probably  the  benefit  ob- 
tained from  dietary  control  is  due  to  elimination  of 
articles  to  which  the  patient  is  allergic,  balanced 
vitamin  and  mineral  control.  Unquestionably  the 
body  defenses  can  be  greatly  increased  by  the  in- 
crease in  vitamins.  Of  all  the  vitamins,  A is  the 
most  valuable  in  defeating  upper  respiratory  infec- 
tions. The  best  method  of  giving  vitamin  A is  in 
cod-liver  oil.  There  is  a great  variability  in  the  A 
factor  of  cod-liver  oils.  Most  of  them  contain  a 
good  amount  of  D,  but  A is  more  unstable.  An- 
other factor  that  influences  the  behavior  or  misbe- 
haviors of  the  nasal  passages  is  the  concentration  of 
calcium.  In  the  Northwest,  deprived  as  we  are  of 
the  active  sun  rays  during  the  winter,  one  exhausts 
his  calcium  and  phosphorus  supply.  This  can  be 
improved  by  ingestion  of  a quart  of  milk  daily,  ul- 
traviolet rays,  calcium  gluconate  intravenously  or 
calcium  lactate  gr.  10  combined  with  1/10  gr.  para- 
thyroid b.i.d.  by  mouth. 

FOREIGN  PROTEIN  STIMUL.ATION 

It  is  now  established  that  too  much  reliance  can- 
not be  placed  on  cold  vaccines.  The  various  reports 
indicate  benefit  in  from  25  to  40  per  cent  and  cures 
from  10  to  50  per  cent  of  cases.  This  is  enough  to 
insure  a trial  in  refractory  cases  but  there  is  no 
guarantee  of  results.  The  cases  that  are  not  im- 
proved have  some  anatomic  or  pathologic  disturb- 
ance in  the  nasal  passages  or  diminished  resistance 
to  bacterial  invasion. 

The  use  of  stimulation  therapy  is  a w’ide  one.  It 
has  a place  in  many  of  the  acute  inflammatory  pro- 
cesses of  an  eye,  ear,  nose  and  throat  practice.  The 
various  preparations  containing  milk  are  used.  How- 
ever, I believ'e  whole  boiled  skimmed  milk,  8 to  10 
cc.  intramuscularly,  is  as  effective.  Where  a leu- 
cocytosis  is  wanted,  omnadin  is  a very  good  prepara- 
tion to  use.  A demonstrable  increase  in  the  white 
cells  of  2,000  to  7,000  per  cmm.  may  be  found  in 
four  to  eight  hours  and  persisting  for  twenty-four  to 
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thirty  hours.  It  has  the  advantage  of  not  arousing 
much  systemic  disturbances  and  the  unpleasant  cO' 
effects,  as  fever,  headache  and  malaise  experienced 
with  other  methods  of  stimulation  therapy.  It  is 
doubtful  if  beneficial  effect  is  obtained  with  milk 
injected  intramuscularly,  unless  such  reactions  are 
obtained.  This  preparation  is  not  composed  entirely 
of  protein  but  contains  some  lipoids  also.  I have 
had  the  best  results  with  omnadin  in  early  cases  of 
influenza  and  acute  coryza  cases.  I have  only  used 
it  in  fifty  cases. 

Since  the  Mayo  Foundation  reports  some  fatalities 
and  many  adverse  reactions  from  the  use  of  intra' 
venous  typhoid  bacilli,  it  is  not  in  good  repute. 

Where  there  are  focal  infections  producing  osteo' 
arthritis,  acute  rheumatic  fever  and  such  prolonged 
maladies,  the  best  results  are  obtained  by  the  method 
of  Jones.  The  dental  pulp,  sinus  mucosa,  tonsil  tis' 
sue  or  offending  focus  must  be  ground  up  and  an 
autogenous  vaccine  prepared  therefrom.  Once  the 
original  material  has  been  lost,  the  patient’s  chance 
for  a permanent  cure  likewise  is  considered  to  be 
lost. 

TRIGEMINAL  NEURALGIA 

Here  we  have  a very  distressing  symptom'complex, 
chronic  in  course  with  severe  pain,  relieved  by  an 
operation  only  a few  specialized  men  should  under' 
take.  Frazier25  reports  on  654  cases  with  a mor' 
tality  of  less  than  1 per  cent.  Recently  a new  pre' 
paration  has  been  accepted  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  A.M.A.  This  is  treth- 
lene.  Plessner  was  the  first  to  use  trichlorethylene 
and  reported  complete  relief  in  twelve  cases  and  par- 
tial relief  in  two.  A more  critical  anlysis  by  Frazier 
of  a large  series  of  cases  was  made,  in  which  he  re- 
ports 15  per  cent  total  cures  and  partial  relief  in 
74  per  cent.  It  is  marketed  in  the  U.  S.  under  the 
name  trethylene.  It  is  not  toxic.  It  is  administered 
in  30  drop  doses  three  times  daily,  being  inhaled 
while  in  a recumbent  position.  I have  had  complete 
relief  in  one  case  who  had  extreme  pain  unrelieved 
by  morphine.  In  another  case  it  did  not  totally  re- 
lieve the  pain,  but  when  he  discontinues  its  use 
the  attacks  are  more  frequent  and  painful. 

CONCLUSIONS 

1.  Phenol  with  cocaine  produces  synergism,  al- 
lowing less  toxic  doses  to  achieve  anesthesia. 

2.  Novocaine-P,  nupercaine,  niketol  and  panto- 
caine have  a place  in  topical  anesthesia. 

3.  More  sterile  management  of  otitis  media  pro- 
duces better  results.  Calot’s  solution  and  iodine 

25.  Frazier,  C.  H. : Radical  Operations  for  Major  Tripem- 
inal  Neuralgia.  J.A.M  A.  96:913-916,  March  21,  19313. 


dusting  powder  may  be  used  in  the  absence  of  bony 
necrosis. 

4.  Bonnahon's  classification  is  a workable  one  for 
prognosis  and  treatment  in  otitis  media. 

5.  Sinusitis  in  children  is  not  infrequent.  It  is 
fulminating  and  responds  readily  to  conservative 
management.  It  is  found  often  in  asthmatics. 

6.  The  ketogenic  died  in  migraine  is  of  value 
when  properly  supervised.  Trethlyene  shortens  and 
diminishes  the  severity  of  an  attack.  All  cases  should 
have  skin  tests  and  a history  to  determine  the  pres- 
ence of  allergy. 

7.  Pregl’s  and  other  intracarotid  injections  re- 
duce the  mortality  of  meningitis  from  95  to  20  per 
cent. 

8.  Ligation  of  the  facial  vein  in  lip  and  nose  in- 
fections is  not  now  considered  proper. 

9.  Trethylene  has  a definitely  established  place 
in  trigeminal  neuralgia. 

10.  Conservative  management  of  sinusitis  has 
made  progress.  Diet,  production  of  vitaminosis, 
zinc  ionization,  the  diathermia  pack,  the  displace- 
ment irrigation  and  protein  stimulation  are  usable 
measures.  That  there  is  a definite  place  for  surgery 
in  sinusitis  should  not  be  overlooked. 

Perkins  Bldg. 


PYELONEPHRITIS  IN  PREGNANCY* 
Charles  S.  Pascoe,  M.D. 

TACOMA,  WASH. 

The  subject  of  pyelonephritis  in  pregnancy  is  not 
a new  one  but  the  last  few  years  have  shown  the 
greatest  advance  in  the  understanding  and  treatment 
of  this  condition.  It  is  now  safe  to  assume  that  some 
degree  of  back  pressure  in  the  kidneys,  with  the 
ureters  and  pelves  dilated,  is  the  rule  in  pregnancy, 
whether  or  not  urinary  infection  is  present.  The 
residual  urine  varies  from  6 to  10  cc.  to  several 
ounces  and  the  average  is  from  20  to  40  cc.  The 
above  conditions  are  most  frequent  in  primiparae, 
persist  to  some  degree  in  multiparae  who  have  had 
several  pregnancies  in  rapid  succession,  and  even 
continue  for  indefinite  periods  in  others. 

The  most  essential  etiologic  factor  in  the  cause  of 
urinary  stasis  in  pregnancy  is  tight  fitting  fetus  in 
an  inelastic  abdomen,  in  a woman  who  is  in  the  midst 
of  her  first  or  second  pregnancy.  This  statement 
is  true  in  reference  to  the  previously  undamaged 
kidney  but  does  not  include  those  cases  in  which 
some  preexisting  kidney  condition  is  made  active 
by  pregnancy.  Bacteriurias  in  pregnancy  are  more 

♦Read  before  the  Annual  Meeting  of  Tacoma  Surgical  Club, 
Tacoma,  Wash.,  May  7,  1932. 
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frequent  than  urinary  tract  infection  and  by  this  is 
meant  the  presence  of  enough  bacteria  without  pus 
to  cause  microscopic  evidence  of  haziness  of  the 
urine. 

The  incidence  of  pyelonephritis  in  pregnancy 
varies  from  one  to  three  per  cent  in  the  larger  cli- 
nics, where  more  or  less  strict  attention  is  paid  to  the 
diagnosis  and  treatment  of  this  condition.  It  has 
been  noticed  that  when  a temporary  let-down  in 
forced  water  drinking  is  allowed,  more  cases  of  pye- 
lonephritis develop.  The  bacterium  encountered  is 
the  colon  bacillus  in  by  far  the  largest  percentage  of 
cases,  while  the  streptococci,  staphylococci  and  as- 
sociated groups  make  up  the  remainder. 

There  is  no  condition  in  urology  producing  such 
pronounced  changes  of  an  obstructive  nature  which 
can  be  so  thoroughly  and  quickly  relieved  as  ure- 
teral embarrassment  from  pregnancy.  Delivery  is 
immediately  followed  by  cessation  of  symptoms  ex- 
cept in  extensive  and  probably  preexisting  kidney 
pathology  such  as  pyelonephritis  from  other  causes. 
In  the  true  pyelitis  of  pregnancy  the  temperature 
and  pulse  become  normal  twelve  to  thirty- six  hours 
while  the  recovery  from  pyelonephritis  is  slower, 
taking  on  the  average  of  seven  to  ten  days.  The  two 
types  of  involvement  known  as  pyelitis  and  pyelone- 
phritis are  really  different  stages  of  the  same  pro- 
cess and  hard  to  differentiate  except  as  to  their  out- 
come. 

The  symptoms  of  urinary  tract  infection  in  the 
pregnant  women  may  show  an  entirely”-  different 
picture  than  that  of  the  nonpregnant.  Bladder  symp- 
toms in  the  pregnant  woman  arc  usually  less  severe 
and  may  be  entirely  absent,  even  though  the  urine 
is  concentrated  and  bacteria-laden.  In  some  cases 
the  appearance  of  the  bladder  mucosa  is  misleading 
for  it  does  not  show  the  characteristic  appearance 
of  cystitis.  Bladder  retention  may  occur  in  the 
more  toxic  cases,  probably  due  to  atony  of  the  blad- 
der musculature.  Symptoms  referable  to  the  right 
ureter,  without  costovertebral  angle  tenderness,  as- 
sociated with  increased  temperature  and  pulse  rate, 
often  suggests  appendicitis  and  it  is  a fact  that  the 
number  of  appendectomies  in  large  obstetric  clinics 
has  been  reduced  since  more  attention  has  been  paid 
to  the  kidney's.  The  pain  in  the  side  may  be  mis- 
leading, for  the  greater  degree  of  pathology  may  be 
found  on  the  symptomless  side.  A frank  hematuria 
may  be  the  initial  symptom  of  kidney  involvement 
and  the  white  cell  count  usually'  varies  between  ten 
and  twenty  thousand. 


Other  types  of  urinary  tract  infection  must  be 
kept  in  mind,  for  they  may  have  their  inception  in 
pregnancy  such  as  multiple  abscesses  of  the  renal 
cortex,  renal  carbuncle  and  tuberculosis.  Also  cal- 
culus, polycytic  kidneys  and  hypronephrosis  must 
be  remembered,  for  a py-elonephritis  of  pregnancy' 
may  be  superimposed  and  present  an  entirely  dif- 
ferent picture.  Calculi  in  the  ureter  can  usually  be 
pushed  up  into  the  pelvis  of  the  kidney  and,  if  they 
are  causing  obstruction  and  back  pressure,  this 
should  be  done.  Surgery  of  the  kidney  and  ureter 
during  pregnancy  is  not  contraindicated  and  the 
usual  cystoscopic  manipulations  can  be  carried  out 
in  pregnant  women  with  the  same  freedom  as  in  the 
nonpregnant  state. 

Relief  from  the  retained  urine  in  the  pelvis  and 
lavage  of  the  pelves  until  the  thick  pus  is  evacuated 
is  the  essential  element  in  treatment  along  with  the 
instillation  of  small  amounts  of  antiseptics  such  as 
acriflavine,  mercurochrome  and  silver  nitrate.  The 
indwelling  catheter  has  several  things  against  it  and 
it  is  better  to  repeat  the  cystoscopic  treatment  at 
three  day  intervals.  Advantage  must  be  taken  of 
the  highest  level  possible.  It  is  foolish  to  persist 
in  instrumental  treatment  of  the  kidneys,  if  the 
patient  is  losing  ground  either  from  that  or  other 
causes,  when  we  know  that  a miscarriage  or  a 
therapeutic  abortion  will  usually  put  an  end  to  the 
kidney  back  pressure  and  not  only  insure  a living 
patient  but  a slightly'  damaged  kidney  as  well. 

Relief  from  the  acute  symptoms  usually  means 
that  the  patient  will  enjoy  good  health  throughout 
the  rest  of  the  pregnancy,  although  we  know'  that 
the  urine  will  usually  not  become  pus-free  as  long  as 
the  pregnancy  lasts.  After  recovery  from  the  ac- 
ute symptoms,  forced  water  drinking  is  urged,  the 
patient  is  given  some  urinary  antiseptic  and  instruc- 
ted not  to  stay  on  the  feet  longer  than  tw'o  hours 
w'ithout  a few'  minutes  rest  lying  prone. 

The  effect  of  overdistention  of  the  kidney  is  a 
consideration  of  supreme  importance  to  the  future 
life  of  the  patient.  In  retention  of  small  amounts  of 
urine  under  pressure,  the  fibres  of  the  pelvic  wall 
are  under  tension  but  have  not  lost  their  tone.  In 
this  type  there  is  acute  pain,  and  a return  to  normal 
after  the  pressure  has  been  relieved  is  the  rule. 
In  more  pronounced  dilation  the  fibres  are  weaken- 
ed but  have  not  lost  their  tone  and  are  capable 
of  a slower  but  definite  inprovement  and  probable 
return  to  normal.  In  this  type  the  pain  would  not 
be  so  severe  as  in  the  first.  More  e.xtreme  distention. 
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in  which  the  tissues  are  overstretched,  with  replace^ 
ment  of  normal  structures  by  inelastic  scar  tissue, 
fixes  the  pelvic  walls  and  such  a pelvis  is  incapable 
of  return  to  normal.  It  is  in  this  type  that  pain 
is  not  so  severe  and  out  of  all  proportion  to  the 
damage  present.  The  partial  recovery  to  normal 
following  delivery  in  these  cases,  if  not  treated,  is 
usually  followed  by  further  pelvic  enlargement  as 
the  effect  of  infection  in  adding  scar  tissue  fixation 
appears.  Involvement  of  the  right  kidney  shows  a 
much  greater  percentage  of  involvement  than  the 
left,  but  the  bilateral  involvement  is  much  greater 
than  was  ever  suspected  before  modern  urologic 
methods  were  available. 

Some  cases  need  to  be  cystoscoped  and  others  do 
not  and  it  is  here  that  personal  judgement  comes  iii' 
to  play.  If  a patient  develops  a picture  of  pyelone' 
phritis  in  pregnancy,  is  placed  on  complete  rest 
with  increased  fluids  and  practices  the  knee  chest 
position  frequently,  and  does  not  show  at  least  some 
sign  of  improvement  within  thirty-six  to  forty-eight 
hours,  she  should  be  cystoscoped.  Any  case  that  has 
been  seen  with  the  above  picture  present  for  one 
week  or  more  should  be  treated  without  hesitation. 
The  discomfort  from  the  treatment  is  nothing  com- 
pared to  the  pain  caused  by  the  kidney  distention 
and  if  treated  in  time  we  have  every  reason  to  be- 
lieve that  we  can  expect  a return  to  normal.  It  is 
very-  important  to  catheteri2;e  both  ureters  in  every 
case  treated  on  account  of  the  possibility  of  bilaterial 
involvement  and  the  chance  of  the  symptomless  side 
showing  the  most  pathology. 

Before  cystoscopic  methods  of  treatment  were 
used  in  the  treatment  of  this  condition  it  is  known 
that  more  immediate  deliveries  were  done  which  re- 
sulted in  a higher  infant  mortality,  including  pre- 
mature babies,  a longer  convelescence  in  the  hospital 
and  more  invalidism  following  pregnancy. 

Deductions  as  to  the  surgical  condition  of  a kidney 
made  during  pregnancy  are  dangerous,  for  pyone- 
phrotic  kidneys  which  are  treated  properly  may  re- 
turn to  normal  within  three  months,  so  a patient 
should  be  given  this  time  to  recover  before  any 
surgical  intervention.  It  must  be  remembered  that 
a patient  may  become  pus-free  and  still  have  a 
bacilluria  which  she  may  carry  into  the  next  preg- 
nancy. Any  patient  who  carries  pus  and  infection 
for  three  months  following  pregnancy  is  entitled  to 
a complete  urologic  investigation  with  pyelograms, 
functional  tests,  etc.  and  should  not  have  another 
pregnancy  until  one  full  year  has  elapsed. 


CONCLUSIONS 

1.  Pyelonephritis,  as  a complication  of  preg- 
nancy, is  more  prevalent  than  generally  supposed. 

2.  It  is  primarily  a disease  of  primiparae,  which 
if  not  treated  will  make  its  appearance  in  future 
pregnancies. 

3.  Bilateral  involvement  is  more  frequent  than 
was  generally  known  before  modern  urologic 
methods  were  used. 

4.  There  will  be  fewer  immediate  deliveries 
with  premature  babies,  shorter  convalesence  after 
delivery  and  less  invalidism  following  pregnancy, 
if  pyelonephritis  is  recogni2;ed  and  treated. 


Further  Notes  On  Pituitary  Basophilism.  In  a re- 
cent paper  Harvey  Cushing,  Boston  (Journal  A.  M.  A., 
July  23,  1932),  reported  twelve  examples  of  a peculiar 
and  clinically  unmistakable  polyglandular  syndrome.  The 
disorder  is  characterized  by  a rapidly  acquired  plethoric 
adiposity  affecting  the  face,  neck  and  trunk,  the  extremi- 
ties being  spared.  It  is  associated  in  women  with  hyper- 
trichosis and  amenorrhea.  Other  characteristic  features  are 
vascular  hypertension,  purplish  striae  distensae  of  the  ab- 
domen, and  acrocyanosis  with  cutis  marmorata  of  the  ex- 
tremities. It  is  often  accompanied  by  hyperglycemia,  oc- 
casionally by  polycythemia,  and  a peculiar  softening  of  the 
bones  of  the  skeleton  has  been  commonly  found  at  au- 
topsy. In  its  extreme  forms,  the  malady  has  more  often 
been  encountered  in  young  adults,  and  the  average  dura- 
tion of  life  in  the  fatal  cases  has  been  something  over  five 
years.  It  is  not  an  uncommon  syndrome.  Numerous 
typical  examples  have  been  reported,  the  disease  in  most 
instances  having  been  ascribed  to  a primary  suprarenal  dis- 
order for  the  reason  that  cortical  hyperplasia  is  a not  un- 
common postmortem  observation.  However,  in  five  of  the 
eight  cases  that  had  come  to  autopsy  an  unsuspected  pitui- 
tary adenoma  was  found;  and  the  fact  that  three  of  them 
were  unmistakably  composed  of  basophilic  elements  made 
it  probable,  in  view  of  the  supposed  rarity  of  adenomas 
of  this  type,  that  the  pituitary  lesion  was  the  primary 
cause  of  the  syndrome.  This  at  least  was  the  interpreta- 
tion put  on  the  matter,  the  symptomatic  evidences  of  dis- 
ordered function  of  suprarenal  cortex,  of  pancreatic  islets, 
of  parathyroid  glandules  and  of  reproductive  glands  being 
looked  on  as  wholly  secondary  expressions  of  the  general 
endocrine  derangement.  Since  the  publication  of  the  pre- 
ceding paper,  new  facts  have  come  to  hand  which  seem 
further  to  strengthen  the  views  therein  expressed.  Addi- 
tional cases  serve  to  increase  the  percentage  of  proved 
basophil  adenomas  in  association  with  the  polyglandular 
syndrome  under  discussion.  Instead  of  only  three  out  of 
eight  cases  that  had  been  examined  post-mortem,  there  are 
now  six  out  of  eleven  in  which  a pituitary  basphil  adenoma 
has  been  disclosed.  The  pituitary  body  in  two  other  cases 
was  said  to  be  normal,  but  in  the  absence  of  serial  sec- 
tions this  mere  statement  is  no  longer  convincing.  ’When 
one  takes  into  consideration  not  only  the  presumed  infre- 
quency of  adenomaas  of  this  type  but  their  small  size, 
whereby  they  easily  escape  detection,  and  couples  this  with 
the  fact  that  chief  attention  has  been  paid  to  the  condition 
of  the  suprarenal  glands  in  all  the  autopsies  heretofore 
conducted,  the  fact  that  a basophil  adenoma  has  been 
found  in  half  of  the  patients  who  have  succumbed  to  this 
unmistakable  malady  must  be  something  more  than  coinci- 
dence. 
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AN  OUTLINE  OF  THE  HISTORY  OF 
MEDICINE  IN  THE  PACIFIC 
NORTHWEST 
O.  Larsell,  Ph.  D. 

Department  of  Anatomy 
University  of  Oregon  Medical  School 

PORTLAND,  ORE. 

INTRODUCTION 

The  author  presents  this  outline  of  the  activities 
of  medical  men  in  the  Pacific  Northwest  as  a first 
attempt  to  bring  together  and  correlate  a considera- 
ble  amount  of  material.  This  material  is  scattered 
through  books  and  journals  which  deal  chiefly 
with  other  aspects  of  the  history'  of  the  Northwest. 
It  has  been  the  author's  aim  to  present  a connected 
story  of  the  contributions  of  the  medical  profession 
to  the  development  of  this  part  of  the  country.  The 
story  as  presented  is  far  from  complete,  although  an 
effort  has  been  made  to  include  the  more  important 
events,  and  to  record  them  as  accurately  as  possible. 
No  doubt  errors  have  crept  in,  and  the  author  will 
greatly  appreciate  having  any  called  to  his  atten- 
tion.  In  the  later  sections  of  the  story,  which  deal 
with  events  which  have  occurred  within  the  mem' 
or>"  of  many  people  still  living,  such  corrections  will 
be  especially  welcome,  as  will  additional  material, 
which  may  be  permanently  lost  unless  soon  re' 
corded. 

1.  Explorers  and  E.arly  Fur  Traders. 

The  history  of  Medicine  on  the  Northwest  Coast 
of  America  is  a fascinating  drama  of  adventure, 
exploration  and  pioneering.  It  begins  with  the 
period  of  discovery,  when  the  western  coast  of 
the  continent  was  virtually  unknown  north  of  the 
Spanish  domain  of  Mexico  and  California.  The 
explorers  had  with  them  ship’s  surgeons  who  in 
some  cases  have  left  a record  of  their  sojourn  in 
this  part  of  the  world.  The  early  independent 
fur  traders,  who  preceded  the  great  fur  companies 
in  the  Northwest,  occasionally  had  ship’s  sur' 
geons  with  them,  one  of  whom  was  the  first  white 
medical  man,  and  probably  the  first  white  man  of 
any  calling,  to  live  in  the  Northwest  for  any  length 
of  time. 

In  addition  to  those  who  came  for  gain  or  to  care 
for  such,  there  followed  a devoted  band  whose  pur' 
pose  was  to  teach  and  to  heal  the  savage,  with  the 
primary  purpose  of  leading  him  to  the  Christian 
religion.  The  medical  men  of  this  group  were 
earnest,  zealous  individuals,  withal  having  a great 
store  of  practical  common  sense.  Some  of  them 


played  important  roles  in  the  early  history  of  the 
young  settlement,  after  immigration  by  the  Ameri' 
cans  began. 

With  the  beginnings  of  settlement,  physicians  of 
many  stripes,  and  from  various  points  of  the  com' 
pass,  came  into  the  Northwest.  During  the  period 
of  the  organized  fur  trade,  which  largely  preceded 
settlement,  well  trained  medical  graduates  from 
British  medical  schools  had  been  brought  here,  each 
playing  his  important  role  in  the  development  of 
the  country  and  the  care  for  the  health  of  its  people 

As  the  scene  unfolds  we  shall  see  deeds  of  vio' 
lence,  war  and  pestilence,  but  also  the  steady  growth 
of  a vigorous  community.  We  shall  see  the  restless' 
ness  of  the  human  spirit,  the  cruelty  of  the  savage, 
the  love  of  gain,  but  we  shall  also  see  the  vision  of 
the  statesman,  the  martyrdom  of  the  saint,  and  the 
unassuming  desire  merely  to  serve  one’s  fellow'  men 
and  to  increase  the  fund  of  human  knowledge.  Of 
all  these  events  in  the  history  of  the  Northwest  the 
medical  man  can  say  w'ith  the  ancient  historian, 
“All  of  this  I have  seen,  and  much  of  it  I have 
been.’’ 

The  early  Spanish  explorers,  Cabrillo  (1542)  and 
Farrelo  (1543)  probably  did  not  pass  the  42nd  dc' 
gree  of  latitude,  the  southern  boundry  of  the  present 
State  of  Oregon.  Aguilar’s  voyage  (1603)  appears 
to  have  extended  to  43°  north  latitude,  therefore 
off  the  Oregon  coast,  but  there  is  no  indication  that 
a landing  was  made  on  the  Northwest  Coast  by  any 
of  these  explorers.  Juan  de  Fuca,  a Greek  pilot 
under  the  Spanish  flag,  is  supposed  to  have  dis' 
covered  the  straits  between  Vancouver  Island  and 
the  Washington  shore  in  1596.  This  discovery  is 
of  doubtful  authenticity,  according  to  historians, 
and  de  Fuca  is  a shadowy  figure.  The  Spaniards 
probably  were  accompanied  in  their  expeditions  by 
someone  who  should  attend  to  their  wounds  and 
administer  to  their  infirmities,  but  of  these,  so  far 
as  the  Oregon  Coast  is  concerned,  there  appears  to 
be  no  record. 

More  certain  is  it  that  the  redoubtable  Francis 
Drake,  in  the  Golden  Hind,  sailed  the  Oregon  coast 
in  1579.  According  to  some  accounts  of  his  voyage 
around  the  world,  Drake  reached  the  48th  parallel 
of  north  latitude  off  the  west  coast  of  America 
before  the  cold  and  the  “stinking  fogges’’  drove  him 
southw'ard,  although  it  was  the  month  of  June. 
Hakluyt,  the  geographer,  appears  to  regard  the  43  rd 
parallel  as  the  northern  limit  of  this  expedition 
before  the  Golden  Hind  turned  to  find  a more  con' 
genial  beach,  probably  at  Drake’s  Bay,  north  of 
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San  Francisco.  Drake  claimed  the  West  Coast,  north 
of  the  Spanish  dominions,  for  his  queen,  Elizabeth, 
and  named  it  New  Albion.  There  are  some  refer' 
cnees  to  an  anchorage  having  been  made  in  the 
north,  but  no  clear  indication  of  a landing  save  on 
the  California  shore,  although  it  was  customary  in 
those  days  of  discovery  for  landing  parties  to  un' 
furl  the  flag  of  their  sovereign  over  the  territories 
claimed  in  his  behalf.1,2 

Thomas  Hood,  who  later  became  noted  as  an 
English  physician  of  importance,  accompanied  Drake 
on  this  voyage  around  the  world,  and  was  therefore, 
with  him  off  the  Oregon  coast.  If  a landing  was 
made.  Hood  very  likely  was  included  with  the  land' 
ing  party,  as  it  appears  to  have  been  quite  the  rule 
for  the  ship’s  surgeon  to  accompany  the  captain  on 
these  occasions.  Thomas  Hood,  the  Englishman,  may, 
therefore,  have  been  the  first  physician  of  white 
race  to  have  set  foot  on  the  Northwest  Coast,  but 
this  is  pure  conjecture  with  little  supporting  evi' 
dence,  save  that  he  was  with  the  ship  and  that  a 
landing  may  have  been  made.  It  was  two  hundred 
years  after  Drake’s  visit  that  the  major  actions  of 
our  story  begin,  again  under  the  flag  of  Britain. 

In  the  meantime  Russian  and  Spaniard  appeared 
on  the  scene,  the  latter  for  the  moment,  the  former 
for  one  hundred  and  twenty'six  years.  The  story 
will  gain  in  clarity  and  should  lose  nothing  in  in' 
terest  by  being  recited  in  chronological  order. 
Throughout,  the  role  played  by  the  physician  and 
the  surgeon  will  be  the  main  theme,  but  it  must  of 
necessity  be  interwoven  with  the  larger  activities  of 
men  and  nations,  with  which  the  man  of  medicine 
was  associated  in  the  capacity  of  healer,  for  he  can 
only  practice  his  calling  where  other  men  are  to  be 
found,  with  their  infirmities. 

The  first  clear  record  of  a doctor  of  medicine  on 
all  the  vast  extent  of  the  Coast  between  the  42nd 
degree  of  north  latitude,  which  forms  the  southern 
boundry  of  the  present  State  of  Oregon,  and  that 
part  of  the  Arctic  circle  just  north  of  Bering  Strait 
between  North  America  and  Asia,  is  found  in  the 
report  of  the  second  expedition  of  Vitus  Bering. 
Originally  sent  across  Siberia  by  Peter  the  Great, 
in  1728,  to  explore  the  eastern  coast  of  that  vast 
region,  and  especially  to  ascertain  if  Asia  and 
America  form  a continuous  land  mass,  Bering  rc' 
turned  to  St.  Petersburg  in  1733,  to  report  that  the 
continents  are  seperated  by  the  straits  which  bear 

1.  Bancroft,  H.  H. : History  of  the  Northwest  Coast.  Vol. 

2.  San  Francisco,  1884, 

2.  Davidson,  George:  Francis  Drake  on  the  Northwest 

Coast  of  America  in  the  year  1579.  Trans,  and  Proc.  of  Geo- 
graph. Soc.  of  the  Pacific.  Vol.  V,  Series  II,  1908. 


his  name.  Not  satisfied  with  the  results  of  his  first 
expedition,  Bering  persuaded  the  Empress,  Gather' 
ine  the  Great,  who  had  come  to  the  throne,  to  au' 
thorize  a second  expedition  of  exploration.  This 
was  organized  on  a large  scale  and  extended  from 
the  year  1734  to  1742.  Ships  were  built  on  the 
Kamtchatka  coast,  large  supplies  were  gathered,  and 
after  many  delays  and  disappointments  Bering,  the 
Dane,  and  Chirikoff,  the  Russian,  who  was  second 
in  command,  set  off  across  the  North  Pacific  Ocean 
in  the  ships,  St.  Peter  and  St.  Paul,  in  1741.3,4 

With  Bering’s  ship,  the  St. Peter,  was  George 
Wilhelm  Steller,  as  physician  and  naturalist.  A 
surgeon’s  assistant  named  Betge  accompanied  him 
on  the  same  ship,  while  on  Chirikoff’s  vessel,  the  St. 
Paul,  there  is  named  surgeon’s  assistant  Lau.  There 
is  no  record  of  Betge  and  Lau  landing  on  the  Ameri' 
can  coast,  but  Stellar  certainly  did  so,  and  we  may 
give  a brief  account  of  this  incident,  and  of  his  con' 
nection  with  the  expedition. 

Stellar  was  born  March  10,  1709,  in  Franconia, 
and  studied  medicine  and  natural  history  He  at' 
tended  the  Universities  of  Wittenberg,  Leipzig,  Jena 
and  Halle.  In  December,  1734,  he  was  sent  with  a 
shipload  of  invalid  Russian  soldiers  from  Danzig  to 
St.Petersburg  and  thus  found  himself  in  the  Russian 
capital.  He  attracted  the  attention  of  the  great 
bishop  of  Novgorod,  to  whom  he  became  leib  medi' 
cus.  In  1737  he  was  made  adjunct  in  Natural 
History  and  was  ordered  to  Kamtchatka.  Before 
starting  for  this  distant  region  he  first  married  the 
widow  of  an  officier  in  the  capital,  with  the  ex' 
pectation  of  taking  her  with  him  on  the  anticipated 
long  sojourn  in  Siberia.  Whatever  were  the  lady’s 
promises  before  marriage,  she  exercised  her  feminine 
prerogative  of  changing  her  mind,  once  the  nuptial 
knots  were  tied,  and  the  young  physician  must  leave 
his  bride  in  the  gay  capital  to  share  his  income  but 
not  his  hardships.  On  reaching  Kamtchatka,  Steller 
was  urged  by  Bering  to  accompany  the  expedition 
being  prepared  to  explore  the  American  Coast,  to 
which  the  physician  acceded  and  was  appointed  on 
the  Captian  Commander’s  ship  the  St.  Peter.  The 
details  of  the  erratic  voyage,  the  days  of  fog,  the 
weeks  of  coasting  along  the  extended  string  of  the 
Aleutian  Island  and  off  the  southern  coast  of  Alaska 
peninsula  and  of  the  mainland,  without  seeing  land, 
have  been  described  elsewhere.  On  July  16,  1741, 
in  latitude  58°  14'  north,  Bering  discovered  the  Mt. 
St.  Elias  range  of  lofty,  snow  covered  mountains. 
According  to  the  records,  Chirikoff,  who  had  be' 

3.  Bancroft,  H.  H. : History  of  Alaska.  San  Francisco,  1886. 
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come  separated  from  Bering  in  the  fog,  discovered 
land  on  the  previous  day,  July  15.  This  was  the 
discovery  of  the  American  continent  from  Asia. 

Steller  landed  with  a party  on  Kayak  Island,  as 
it  is  now  called,  and  ascended  a high  eminence, 
while  the  men  filled  the  w’ater  casks,  to  survey  the 
newly  discovered  land.  When  he  desired  to  tarry 
and  explore,  the  Captain  Commander  sent  word  to 
come  on  board  the  ship  or  be  left.  Bering  was  un- 
easy over  the  expedition  and  desired  to  return  to 
Kamtchatka  as  early  as  possible. 

Steller  writes,  “But  the  good  Captain  Commander 
was  much  superior  to  his  officers  in  looking  into 
the  future,  and  in  the  cabin  he  expressed  himself 
to  me  and  Mr.  Plenisner  as  follows:  “We  think  now 
we  have  accomplished  everything,  and  many  go 
about  greatly  inflated,  but  they  do  not  consider 
where  we  have  reached  land,  how  far  we  are  from 
home,  and  what  may  yet  happen;  who  knows  but 
that  perhaps  trade  winds  may  arise  which  may  pre- 
vent us  from  returning?  We  do  not  know  this  coun- 
try; nor  are  we  provided  w'ith  supplies  for  a winter- 
ing. ”4  Bering  insisted  on  beginning  the  return 
voyage  before  the  water  casks  were  well  filled.  The 
ship  was  wrecked  in  November,  1741,  on  the  bleak 
Bering  Island  in  the  western  part  of  Bering  Sea, 
and  just  north  of  the  foggy  Kuriles.  The  party 
succeeded  in  landing,  and  in  building  some  shelters 
against  the  rigors  of  winter,  but  many  of  the  com- 
pany died  of  scurvy  and  hardships  before  a smaller 
vessel  could  be  constructed  from  the  timbers  of  the 
wreck.  The  survivors  set  sail  again  for  Kamtchatka 
on  August  16,  1742,  after  more  than  nine  months 
on  the  island.  Bering,  himself,  old  and  weakened, 
had  died  in  December,  1741.  The  Company  reached 
Anatcha,  Kamtchatka,  on  August  26. 

Steller  died  in  Siberia,  but  left  important  con- 
tributions and  discoveries  in  Natural  Science,  among 
them  an  account  of  the  great  mammal,  now  extinct, 
known  as  Steller’s  sea-cow  (Rhytina  Stelleri). 
These,  rather  than  his  medical  work,  constitute  his 
claim  to  fame.  With  the  expedition,  throughout  the 
adventures  above  mentioned,  was  assistant  sur- 
geon Betge,  concerning  whom  no  further  record 
is  available  than  his  name,  and  that  he  lived  in 
Steller’s  hut  on  Bering  Island. 

The  next  glimpse  of  a medical  man,  although  un- 
named, on  the  Northwest  Coast,  is  in  connection 
with  a Spanish  expedition  from  Mexico,  in  1774. 
The  ship  Santiago  under  Juan  Perez  sailed  from 

4.  Golder,  F.  A.:  Steller’s  Journal  of  the  Sea  Voyage  from 
Kamtchatka  and  Return  on  the  Second  Expedition  1741-1742, 
trans.  hv  Leonhard  Stejneger,  Vol.  2.  Amer.  Geograph.  Soc. 
New  York.  1925. 


San  Bias  January  24,  1774,  having  on  board  88  men. 

2 missionaries  and  a surgeon.  Perez  reached  latitude 
55  north  at  the  entrance  to  Dixon  Sound,  south- 
eastern Alaska,  between  July  15  and  17.  He  did 
not  anchor,  however,  but  apparently  pressed  on.  He 
failed  to  reach  his  objective  of  60°  N.  latitude.  ^ 

The  Santiago  began  a second  voyage  of  explora- 
tion in  March,  1775,  under  Bruno  Heceta,  and  in 
company  with  the  smaller  vessel  Felicidad,  renamed 
the  Sonora,  commanded  by  Bodegay  Quadra.  They 
reached  the  Northwest  Coast  on  July  11,  1775,  at 
latitude  48°  26',  and  on  July  14  a landing  was  made 
on  Point  Grenville,  north  of  Gray’s  Harbor,  Wash- 
ington. Captain  Heceta,  the  padre.  Sierra,  surgeon 
Davalos  or  DaVilla,  the  second  pilot,  and  a few 
sailors  landed,  and  with  due  ceremony  took  posses- 
sion of  the  country  in  the  name  of  his  Spanish  ma- 
jesty. i Davalos  probably  was  the  surgeon  of  the  ex- 
pedition of  1774  also.  This  appears  to  have  been 
the  first  authentic  landing  of  Europeans  on  the 
Northwest  Coast,  south  of  Alaska.  Heceta  continued 
as  far  north  as  50°,  and  Quadra  attempted  to  con- 
tinue to  the  65th  parallel,  but  the  surgeon  probably 
remained  with  Heceta.  Later,  in  1792,  there  is  men- 
tion of  another  Spanish  surgeon,  Louis  Galvez,  on 
the  frigate  Aranzaza  on  the  North  Coast.  The  first 
recorded  blood-shed  between  Indians  and  white  man 
took  place  in  connection  with  the  landing  of  the 
Spaniards  at  Point  Grenville.  Four  of  the  crew  of 
the  Sonora  who  had  landed  at  some  distance  from 
Heceta’s  party,  were  killed  by  the  Indians,  and  two 
others  drowned  in  an  attempt  to  escape  the  savages. 

Nearly  two  hundred  years  after  the  voyage  of 
Drake  another  English  expedition  sailed  the  North- 
west Coast,  this  time  under  the  authority  and  by 
command  of  the  king,  in  contrast  to  the  free- 
booting  pirate  whom  Queen  Elizabeth  hesitated  to 
recognize  on  his  return  to  England  for  fear  of  of- 
fending the  Spaniards  whom  he  had  plundered. 
This  second  expedition  was  the  voyage  of  explora- 
tion of  Captain  James  Cook,  with  the  ships  Reso- 
hition  and  Discovery.  On  March  7,  1778,  the  coast 
of  New  Albion  was  sighted,  and  on  March  29  the 
ships  came  to  anchor  in  Nootka  Sound,  Vanvouver 
Island. 

The  surgeon  on  Captain  Cook’s  ship,  the  Resolu- 
tion,  was  Mr.  William  Anderson,  who  was  also 
naturalist  and  ethnologist  of  the  expedition.  An- 
derson described  the  snow  covered  mountains,  the 
forests,  birds  and  animals  of  Vancouver  Island,  so 
far  as  the  rather  limited  stay  would  permit.  On 
April  26  the  expedition  sailed  northward  from 
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Nootka,  and  in  August  reached  Bering  Sea,  where 
Anderson  died.  Captain  Cook  records  this  event 
with  his  estimate  of  his  surgeon  as  follows:  “When 
our  navigators  on  the  3rd  of  August,  had  advanced 
to  the  latitude  of  62°  4?',  a great  loss  was  sustained 
by  them  in  the  death  of  Mr.  Anderson,  the  surgeon 
on  the  Resolution,  who  had  been  lingering  under  a 
consumption  for  more  than  twelve  months.  He  was  a 
young  man  of  cultivated  understanding  and  agree- 
able  manners,  and  was  well  skilled  in  his  own  pro- 
fession besides  which  he  had  acquired  a considerable 
degree  of  knowledge  in  other  branches  of  science.  ”5 
Anderson’s  Island,  off  the  Alaska  Coast,  is  his  monu- 
ment. The  next  day  Captain  Cook  transferred  Mr. 
Law,  the  surgeon  of  the  Discovery  to  the  Resolution 
and  appointed  Mr.  Samwell,  the  surgeon’s  first  mate 
of  the  Resolution  to  be  surgeon  on  the  Discovery. 
These  men  were  birds  of  passage,  of  whom  one  re- 
mained in  the  waters  of  Alaska.  Concerning  their 
medical  training  or  skill  we  have  no  knowledge,  save 
the  words  of  praise  given  by  the  commander  of  the 
expedition  of  the  one  who  died  while  on  the  North- 
west Coast. 

The  Russians  again  appear  on  the  scene  in  1786 
in  a scientific  expedition  led  by  Captain  Joseph 
Billings,  an  Englishman  who  had  served  under  Cap- 
tain Cook.  3 Their  purpose  was  to  explore  parts  of 
Alaska  and  to  gather  scientific  information.  Two 
medical  officers  and  naturalists.  Dr.  Merck,  a Ger- 
man, and  John  Main,  an  English  assistant  surgeon, 
were  added  to  the  expedition  at  the  last  moment. 
There  is  also  the  name  of  Leman,  as  surgeon’s  mate. 
The  expedition  left  Irkutsk  May  9,  1786,  and  on 
July  27,  1791,  Billings,  Merck  and  several  others 
landed  on  the  Alaska  coast  near  Cape  Rodney  at 
the  Alaska  side  of  the  south  entrance  to  Bering 
Straits.  On  August  3 the  expedition  anchored  in 
St.  Lawrence  Bay,  from  whence  Billings  proposed  to 
go  overland  on  a trip  of  exploration,  with  a party  of 
twelve  men,  including  Merck  and  Main.  The  con- 
sort ship  Chernui  Orel  arrived  at  Illiulik  Bay,  Una- 
laska  Island,  and  here  the  two  ships  wintered. 
Among  the  officers  were  surgeon-major  Robeck  and 
surgeon  Allegretti.  Scurvy  played  havoc  with  the 
ice-bound  company,  and  many  died.  It  is  of  inter- 
est to  note  that  the  medical  men  of  this  expedition, 
in  their  reports,  sided  with  the  natives,  as  against 
the  grasping  and  cruel  Russian  traders,  whose  pur- 
pose appears  to  have  been  to  obtain  furs  from  the 
natives  irrespective  of  methods. 


5.  Cook,  James;  A Voyage  to  the  Pacific  Ocean.  Tol.  II. 
London,  1785. 


Another  glimpse  of  the  Russians,  and  we  must 
turn  southward  to  the  English  and  American  fur 
traders.  In  1836  smallpox  broke  out  in  the  region 
of  New  Archangel,  (now  Sitka)  Alaska,  and  spread 
among  the  natives  with  devastating  results.  The 
mortality  is  said  to  have  been  from  50  to  60  per 
cent  of  the  native  population.  The  disease  is  said 
to  have  been  introduced  by  ships  in  the  fur  trade. 
Kaprionof,  the  governor,  did  all  he  could  to  check 
the  scourge.  Vaccination  was  enforced  wherever 
possible,  the  whole  medical  staff  of  the  Russian 
posts,  surgeons,  stewards  and  medical  apprentices 
being  kept  in  the  field.  Dr.  Blaschke,  a German, 
was  in  charge  of  the  medical  service.  He  reported 
officially  that  3000  natives  died  before  any  vaccina- 
tion was  attempted,  and  that  for  more  than  a year 
its  effects  were  barely  perceptible.  In  1838  Dr. 
Blaschke  went  to  Unalaska.  Surgeon’s  assistant 
Malakhof  was  sent  to  the  Alaska  Peninsula  to  vac- 
cinate the  natives,  surgeon’s  apprentice  Formin  to 
Bristol  Bay.  The  epidemic  was  so  severe  that  many 
native  villages  were  depopulated. 

Turning  our  attention  southward  and  also  back- 
ward in  time,  we  find  private  fur  trading  ships 
coasting  the  shores  of  Oregon  and  British  Columbia, 
exchanging  with  the  Indians  trinkets,  iron  and  some- 
times rum  for  furs.  British  and  Yankees  entered 
into  this  trade.  Most  of  them  have  left  little  record, 
save  the  name  of  the  ship  and  the  captain.  Os- 
casionally  more  information  is  available.  Some  of 
these  ships  appear  to  have  had  a ship’s  surgeon,  and 
one  of  the  surgeons  appears  to  have  been  the  first 
white  man  to  have  lived  in  the  Northwest  for  any 
length  of  time.  This  was  Dr.  John  Mackay,  who 
landed  on  Vancouver  Island  in  1786  and  lived  there 
for  more  than  a year  among  the  natives.  The  inci- 
dent is  described  in  James  Strange’s  Journal,  pub- 
lished so  recently  that  it  may  be  quoted  in  part 
for  detail.  6 

James  Strange,  eldest  son  of  Sir  Robert  Strange, 
was  led  to  make  an  expedition  to  the  Northwest 
Coast  of  America  by  the  published  account  of  Cap- 
tain Cook’s  voyage.  The  expedition  started  from 
Bombay  December  8,  1785,  and  returned  to  Madras 
in  May,  1787.  Two  vessels,  the  Captain  Coo\, 
commanded  by  Captain  Henry  Laurie,  and  the  Ex- 
periment, Captain  Guise,  set  out  with  Mr.  Strange 
in  general  charge  of  the  expedition,  to  trade  for  furs 
on  the  Northwest  Coast.  The  Captain  Coo\  had  in 
its  establishment  a surgeon,  and  the  Experiment  had 

6.  Strange,  James:  Journal  and  Narrative  of  the  Commer- 
cial Expedition  from  Bombay  to  the  Northwest  Coast  of  Ameri- 
ca with  an  introduction  by  A.  V.  Ventatarama  Ayyar.  Gov- 
ernment Press.  Madras,  1928. 


394 


MEDICINE  IN  THE  NORTHWEST — LARSELL 


Vol.  XXXI,  No.  8 


a surgeon’s  assistant.  The  ships  arrived  off  the  coast 
of  America  on  June  24,  1786,  and  on  July  6 moor- 
ings  were  made  in  Friendly  Flarbor,  Nootka  Sound. 

Strange  writes:  “My  first  care  was  to  provide  ac' 
commodations  on  Shore  for  the  Sick.  With  this 
View  I landed  for  the  first  time  since  my  arrival 
in  the  Sound  £s?  took  me  with  Our  Surgeon,  in  Or- 
der that  he  might  fix  on  the  most  eligible  situation 
that  could  be  found  for  the  reception  of  Our  In- 
valids. I went  directly  to  the  Village,  and  was  re- 
ceived by  all  ranks  and  descriptions,  in  the  most 
friendly  and  Courteous  Manner  Possible;  nor  could 
I pass  a house  without  being  invited  into  it  in  very 
pressing  terms. 

“Words  can  scarcely  Convey  to  the  mind  of  the 
reader  an  adequate  Idea  of  the  Beastly  filth  in 
which  the  Natives  of  this  part  of  the  World  pass 
their  lives;  I declare  that  before  I was  an  Eye  Wit- 
ness to  it,  I had  a very  imperfect  conception  of  the 
extent  of  it.  It  was  impossible  to  move  a Single 
step,  without  being  up  to  the  ancles  in  Mud,  Fish, 
Guts  6?  Maggots,  and  this  inconvenience  was  alike 
felt  within  and  without  doors.”  After  landing  and 
visiting  the  village.  Strange  continues:  “I  now  made 
Known  to  the  Natives  the  Object  of  my  present 
visit  to  the  Village,  which  was  to  purchase  a house 
for  the  reception  of  the  Sick.  No  sooner  were  my 
wants  explained  Than  I had  the  Offer  of  any  house 
that  I chose.  I accordingly  purchased  One  (for 
about  the  value  of  a Shilling)  which  was  partly  con- 
structed of  Six  logs  of  Wood,  each  of  which  were 
sufficient  in  thickness  length,  to  have  made  a 
Main  Mast,  for  the  largest  74  Gun  Ship  in  the 
British  Navy;  besides  these  there  were  several  smal- 
ler spars,  and  a considerable  number  of  fine  plank. 

“I  now  set  all  hands  to  work  to  Clean  and  put  in 
Order  my  new  purchase,  which  duty  being  per- 
formed, Our  Surgeons  ^ their  Patients  immediately 
took  possession.  In  the  Course  of  three  or  four 
Days,  it  was  judged  proper  however  to  remove 
them,  as  their  present  abode  was  found  to  be  more 
conducive  to  Sickness  than  to  health.  Owing  no 
doubt  to  the  state  of  the  atmosphere  which  Sur- 
rounded their  habitation.  At  some  distance  there- 
fore from  the  Influence  of  the  Corrupted  Air  of 
the  Village,  a Tent  was  erected  for  them,  which 
was  made  particularly  convenient,  by  means  of  the 
Plank  which  composed  the  sides  of  their  late  dwell- 
ing, and  with  which  a flooring  was  raised  consider- 
ably above  the  Surface  of  the  Ground. 

“The  Scorbuticks  soon  felt  a relief  from  those 
alarming  Symptoms  of  their  disease  which  a few 


days  before  their  landing  threatened  them  with 
destruction.  Such  of  them  as  had  the  use  of  their  i 
legs,  were  made  to  go  in  Search  of  Vegetables  ii 
Berries  of  which  Great  plenty  was  to  be  had  . . . 
Such  of  the  men  as  could  work  were  put  to  the  task 
of  preparing  a garden,  both  for  the  use  of  the  com- 
pany and  in  the  hope  of  future  benefit  to  the  Ship.”  , 

Strange  saw  opportunity  for  greater  future  pro- 
fits and  determined  to  leave  a representative  who  i 
should  make  friends  with  the  natives,  learn  their  j 
language  and  customs  and  stimulate  trade,  prepara-  4 
tory  to  a return  of  the  ships  the  following  year.  He  ! 
was  also  interested  in  describing  the  inhabitants  of 
the  region,  although  he  fears  their  “savage  state 
would  not  afford  gratification  to  the  most  Curious 
reader,  but  as  far  as  the  subject  will  admit  of  En- 
tertainment it  is  likely  to  be  obtained  by  the  meas- 
ures used.”  He  continues  :“I  have  to  this  end  left 
behind  me  at  Nootka,  a Young  man,  who  is  in  every  ‘ 
respect  well  qualified  to  Gratify  the  Public  Curios- 
ity. In  the  Event  of  my  having  undertaken  a Sec- 
ond Voyage  to  Nootka,  the  Concerned  could  not 
have  failed  ...”  of  advantage  from  a resident 
there.  “Another  very  material  purpose  in  leaving  a | 
person  behind  me  . . . (was)  the  natives  would  be  i 
certain  of  my  return,  and  they  perfectly  under- 
stood such  to  be  my  intention. 

“It  was  necessary  to  Select  some  one  whose  Pro- 
fessional Talents  might  make  him  useful  endear 
him  to  those  to  whose  power  6?  Caprice  his  Hfe  be- 
came exposed  the  moment  Our  backs  were  turned. 

To  this  end  therefore  I was  glad  to  avail  myself  of 
the  Offer  of  Service  made  by  a young  man  named 
Mackay,  who  acted  as  Surgeon  on  Board  the  Ex- 
periment ...  I placed  him  in  the  Family  of  a Chief 
named  Maquinna  . . . who  assured  me  in  the  pres- 
ence of  Enkitsum  (the  God  of  Snow)  that  my  Doc- 
tor should  eat  the  Choicest  Fish  the  Sound  produced; 
and  that  on  my  return,  I should  find  him  as  fat  as 
a Whale.  Dr.  Mackay  had  already  gained  the  af- 
fections of  this  Family  by  the  Cure  of  the  Chiefs 
Child,  who  was  much  indisposed  with  scabby  hands 
and  legs.” 

Medicines  supplied  to  Mackay  were  the  common- 
est and  most  simple,  which  “if  even  injudiciously 
administer’d  could  not  prove  fatal  in  their  effects.” 

No  doubt  his  life  would  pay  forfeit  for  any  acci- 
dent. Mackay  was  advised  on  no  account  “to  ad- 
minister to  those,  whose  Complaints  were  of  an 
alarming  nature,  this  advise  I am  Confident  he 
will  have  discretion  enough  not  to  disregard.” 
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He  was  supplied  with  “Princely  gifts”  to  distri' 
bute  and  thus  gain  the  affection  of  the  people,  and 
liberal  promises  were  made  of  reward  to  the  chief 
on  return  of  the  ship.  Clothing,  beef,  biscuits,  tobac- 
CO,  tea,  etc.  were  left  with  him.  As  the  natives  did 
not  relish  these  articles,  it  was  anticipated  that 
Mackay  would  be  undisturbed  in  their  enjoyment. 
Garden  seeds  and  grains  of  various  sorts  were  left, 
and  a considerable  spot  of  ground  was  allotted  to 
him  for  their  culture.  Also  a male  and  a female 
goat  were  left  but  all  the  other  domestic  animals 
brought  by  the  ship  were  dead.  Books,  pen,  ink 
and  paper  were  provided  and  Mackay  was  enjoined 
to  commit  to  paper  every  occurrence  however  trivial, 
to  throw  “light  on  the  Manners,  Customs,  Religion 
6?  Government  of  these  people.” 

A glimpse  of  Mackay’s  medical  activity  is  given 
by  Strange  as  follows:  “I  was  present  at  the  Cere' 
mony  of  dressing  the  scabby  legs  fe?  Hands  of  the 
Chiefs  Child  6?  while  Dr.  Mackay  was  busied  in  do' 
ing  it,  the  Operation  was  watched  by  both  Father 
and  Mother,  with  seemingly  the  tendcrest  anxiety 
for  the  recovery  of  their  little  darling,  while  the  big 
tear  stood  trembling  in  the  eye  of  the  Mother,  who 
looked  up  to  Dr.  Mackay  with  Respect  bordering 
on  Adoration.” 

In  this  account  is  thus  described  the  first  resident 
practicing  physician  and  the  first  recorded  attempt 
at  hospitalization  on  the  Northwest  Coast.  The 
ships  left  Nootka  on  Friday  July  28,  1786,  and  after 
some  difficulty  stood  out  to  sea.  The  young  surgeon 
was  left  as  physician,  lone  colonist  and  trader  in 
the  fickle  care  of  a powerful  but  savage  chief, 
among  a tribe  of  cannibals. 

We  have  three  additional  glimpses  of  this  inter' 
esting  occurrence.  Captain  George  Dixon,  in  his 
“Voyage  Round  the  World”  (1789),  informs  us 
that  John  M’Key,  as  he  calls  our  subject,  was  born 
in  Ireland  and  went  to  Bombay  in  the  East  India 
service.  He  shipped  with  Mr.  Strange’s  expedition 
as  surgeon  on  the  Captain  Coo\,  according  to  this 
account,  although  Strange  refers  to  him  as  assistant 
surgeon  on  the  Experiment.  Dixon,  who  states  that 
he  received  his  account  from  Captain  Barkley,  con' 
tinues:  “being  very  ill  of  a purple  fever  he  was 
left  behind  for  the  recovery  of  his  health,  at  the  re' 
quest  of  Mr.  Strange,  the  supercargo  of  both  ves' 
sels.”7  James  Strange  makes  no  mention  of  this  cir' 
cumstance.  In  August,  1786,  shortly  after  Mackay 
was  left  ashore.  Captain  Hanna  of  the  Sea  Otter 

7.  Dixon,  George:  A Voyage  Round  the  World,  1785*1788, 
2nd  £d.  London,  1789. 


offered  to  take  him  on  board,  but  he  declined,  stat' 
ing  that  he  was  perfectly  content  to  await  Mr. 
Strange’s  ship  the  following  year,  and  had  begun 
to  relish  dried  fish  and  whale  oil.  He  adopted  the 
native  dress  and  manner  of  life.  According  to 
Dixon,  whose  information  was  second  hand,  the  na' 
tives  obliged  Mackay  to  do  this,  stripping  him  of 
his  European  clothing. 

Captain  Meares  gives  another  aspect  of  the  story.^ 
According  to  his  account  a famine  set  in  at  Nootka, 
“from  the  length  and  severity  of  the  winter,”  and 
Mackay  was  provided  “by  the  chiefs  with  a daily 
stated  meal  of  seven  dried  herring’s  heads.”  Meares 
also  tells  us  that  the  natives  provided  their  guest 
with  a native  wife,  and  took  him  with  them  to 
feasts  and  distant  parts.  The  fate  of  Mackay’s  own 
supplies  and  equipment,  which  Strange  describes,  is 
not  stated.  It  is  of  interest  to  note  that  Mackay 
faithfully  kept  his  journal,  which  Meares  states  he 
had  seen,  and  “the  perusal  of  this  gentleman’s  jour' 
nal  would  shock  any  mind  tinctured  with  humanity.” 
Evidently  the  natives  had  gained  some  knowledge 
from  Mackay  of  the  white  man’s  ability  to  com' 
municate  by  writing,  for  Maquinna,  the  chief,  on 
being  informed  by  Meares  that  another  ship  was  ex' 
pected  at  Nootka  after  his  own  should  leave,  de' 
manded  “that  we  would  leave  a letter  with  him  for 
our  friend,  the  chief.” 

Strange’s  voyage  was  not  profitable,  and  he  did 
not  return  for  more  furs  or  to  get  Mackay.  The 
only  additional  glimpse  we  have  of  the  latter  is  in 
1787,  when  after  more  than  a year  among  the  In' 
dians  he  sighted  the  ship  Imperial  Eagle,  Captain 
Barkley,  at  Nootka  Sound  and  asked  to  be  taken  on 
board.  He  was  clothed  in  a greasy  sea'Otter  skin 
and  looked  so  much  like  an  Indian  and  so  unpre' 
possessing  that  Captain  Barkley’s  eighteen  year  old 
bride,  who  accompanied  her  husband  on  this  voyage, 
would  have  nothing  to  do  with  the  stranger.  He 
introduced  himself  as  Dr.  John  Mackay,  late  surgeon 
of  the  trading  brig  Captain  Coo\,  and  was  so  anx' 
ious  to  enter  Captain  Barkley’s  service  that  he  was 
taken  and  served  as  trader  with  the  Indians.  It  is 
of  interest  to  note  that  Mrs.  Barkley  was  probably 
the  first  white  woman  to  see  the  Northwest  Coast 
of  America. 

Meares,  in  1789,  had  also  a ship’s  surgeon  on  his 
ship  the  7<loot\a,  which  left  Madras  for  the  North' 
west  Coast  in  1788.  His  name  is  not  given,  and  he 
died  of  scurvy  at  Prince  William  Sound  in  March, 
1789.  Meares  writes  of  this  loss  “at  a moment  when 


396 


MEDICINE  IN  THE  NORTHWEST — LARSELL 


Vol.  XXXI,  No.  8 


medical  knowledge  was  so  necessary,  ...  as  a con' 
summate  affliction. ”§  It  is  suprising  that  tw'enty 
years  after  Captain  Cook  had  demonstrated  that 
scurvy  could  be  avoided  on  long  voyages,  provision 
w'as  not  made  in  the  form  of  some  suitable  plant 

8.  lleares,  John:  Voyages  made  in  1788  and  1789.  London, 
1790. 


food.  The  first  officer  of  the  J<loot\a  relieved  him- 
self of  serious  symptoms  of  scurvy  at  Prince  William 
Sound,  by  “continually  chewing  the  young  pine 
branches  and  swallowing  the  juice.”  Few  of  the 
sick  sailors  would  take  this  treatment  because  of  the 
unpleasant  taste  of  the  medicine. 

(To  be  continued) 


Prolapse  of  Rectum.  Edward  G.  Martin,  Detroit 
(Journal  A.  M.  A.,  July  30,  1932),  presents  the  follow- 
ing classification  of  prolapse  of  the  rectum  which  was 
determined  by  the  extent  or  degree  of  the  prolapse  and 
the  sequence  of  its  development:  First  degree:  internal  or 
“concealed”  prolapse;  invagination  of  (sigmoid)  pelvic 
colon  into  rectum;  ptoses  of  pelvic  colon.  Second  degree: 
rectum  is  protuded  through  anus.  (A  perianal  sulcus  is 
present;  the  anus  is  not  involved.)  Third  degree:  pro- 
lapsed colon,  rectum  and  anus  (no  perianal  sulcus  present). 
Complete  anorectal  prolapse.  Procidentia.  Partial  or  muc- 
ous prolapse.  (Commonly  seen  in  childhood.)  In  the 
operative  treatment  the  pelvic  colon  is  pulled  up  until  the 
rectum  is  taut  and  is  fixed  there;  this  cures  the  prolapse. 
Occasionally  some  supplemental  repair  may  be  desirable. 
The  author  describes  the  technic  of  colon  fixation  thus: 
A left  rectus  incision  extending  from  the  pubes  to  the 
umbliicus  is  made  with  a high  Trendelenburg  position. 
Assisted  by  a self-retaining  retractor,  the  small  bowel  is 
packed  off,  exposing  the  colon,  which  is  pulled  up  taut 
and  quickly  tied  in  position  to  determine  the  exact  and 
relative  location  of  the  proposed  fixation.  The  general 
location  of  the  left  ureter,  mesial  to  the  psoas  major, 
should  be  borne  in  mind.  The  psoas  minor,  which  is  a 
tensor  of  the  ih'acus  fascia  and  has  some  mobility,  makes 
an  excellent  location  for  the  fixation,  the  tendinous  por- 
tion being  used.  The  iliacus  fascia  is  more  commonly 
used  with  no  particular  advantage  other  than  it  is  always 
present  and  accessible.  A 3 or  4 inch  incision  is  made 
through  the  retroperitoneum  and  areolar  tissue  over  the 
site  chosen  for  fixation,  the  tendon  or  fascia  being  ex- 
posed. 

Hypophyseal  Cachexia  (Simmonds’  Disease).  Her- 
man H.  Riecker  and  Arthur  C.  Curtis,  Ann  Arbor,  Mich. 
(Journal  A.  M.  A.,  July  9,  1932),  state  that  in  1914 
Simmonds  reconstructed  from  necropsy  studies  of  two 
cases  the  clinical  syndrome  which  results  from  destruc- 
tion of  the  anterior  lobe  of  the  hypophysis.  Since  that 
time  a number  of  cases  have  been  described  in  the  German 
literature,  although  none  appeared  in  the  English  language 
until  Graham  and  Farquharson  reported  four  cases  in  1931. 
Clinically,  the  syndrome  is  characterized  by  premature 
senescence,  generalized  atrophy  of  all  tissues,  gradual  fail- 
ure of  the  body  functions,  mental  torpor,  apathy  and 
death.  The  basis  of  symptoms  of  Sommonds’  disease  is 
progressive  atrophy  of  tissue.  Weakness,  loss  of  weight, 
rapid  aging,  falling  hair,  anorexia  and  loss  of  sexual  func- 
tion are  prominent  symptoms.  An  initial  polyuria  and 
polydipsia  are  frequently  early  symptoms.  The  loss  of 
sexual  function  is  always  present  and  is  usually  an  early 
symptom.  These  two  conditions  are  prominent  in  other 
diseases  of  the  hypophysis  and  they  serve  only  to  direct 
attention  to  this  gland.  Physical  examination  shows  a 
shiny  dry  atrophy  of  the  skin,  sometimes  confused  with 
that  of  the  thin  subject  of  myxedema,  a loss  of  body  hair, 
the  marked  loss  of  weight,  but  most  strikingly  the  pre- 
mature aging  of  the  patient.  In  men  the  testes  are 
atrophic,  the  beard  is  scanty,  the  voice  is  hollow,  and 
muscular  strength  is  greatly  diminished.  An  underlying 
pathologic  process  (i.  e.  syphilhs,  tuberculosis)  often  masks 
the  conditions  found  with  the  exception  of  the  premature 
senility.  In  addition,  there  is  a definitely  lowered  basal 
metabolism,  marked  secondary  anemia,  and  often  a dis- 
turbance of  the  sugar  metabolism.  The  prognosis  is  by 
no  means  fatal,  particularly  in  cases  resulting  from  syphilis. 


Focal  Enlargement  of  Temporal  Bone  As  Sign 
OF  Brain  Tumor.  Ross  H.  Thompson,  Philadelphia 
(Journal  A.  M.  A.,  July  30,  1932),  records  and  discusses 
two  instances  of  external  prominence  of  the  squamous  por- 
tion of  the  temporal  bone  in  children,  directly  overlying 
an  intracranial  tumor  and  not  due  to  hyperostosis  but  to 
bulging.  In  each,  the  occurrence  was  sufficiently  early  to 
furnish  the  principal  evidence  of  the  presence  of  localiza- 
tion of  the  growth.  In  one  case  the  tumor  was  of  men- 
ingeal origin  and  had  no  buffer  between  it  and  the  thin 
squama  directly  overlying,  which  according  to  roentgen  and 
microscopic  evidence  was  invaded  by  tumor  cells  and 
thereby  increasingly  weakened.  The  dura  adherent  to  the 
bone  pinioned  the  tumor  to  the  skull  vault  and  created  a 
tendency  to  hmit  direct  pressure  outward  and  inward  in 
the  immediate  neighborhood.  Inward  pressure  on  the  optic 
radiation  would  account  for  the  left  homonymous  hem- 
ianopia.  Outward  pressure  would  account  for  the  thin- 
ning and  bulging  of  the  bone.  Pressure  internally  and 
above  in  the  direction  of  the  internal  capsule  would  ac- 
count for  the  pyramidal  tract  symptoms.  The  growth 
probably  slowly  decompressed  itself  by  a gradual  formation 
of  the  lump.  The  absence  of  symptoms  and  the  improve- 
ment in  the  optic  neuritis  one  year  before  admission  prob- 
ably were  due  to  the  increased  cranial  capacity  occasioned 
by  the  bulge,  although  the  latter  was  not  discovered  until 
one  day  before  admission.  In  the  other  case  the  tumor 
did  not  arise  from  the  meninges.  It  was  of  deep  origin 
and  was  shown  by  the  ventriculogram  to  have  shifted 
the  lateral  ventricles  and  midline  structures  to  the  left  in 
the  direction  of  the  opposite  squama. 

Painful  Aneurysms  of  Aortic  Arch:  Relief  By 
Paravertebral  Injections  of  Procaine  And  Alcohol. 
James  C.  White,  Boston  (Journal  A.  M.  A..  July  2,  1932), 
reports  three  cases  in  which  successful  relief  of  pain  was 
obtained  in  advanced  aneurysms  of  the  aortic  arch.  He 
states  that  the  intense  suffering  that  may  occur  in  this 
condition,  as  well  as  the  cardiac  pain  of  angina  pectoris, 
can  be  relieved  by  paravertebral  injections  of  procaine  or 
alcohol.  Procaine  injection  is  of  dignostic  value  in  deter- 
mining which  communicant  rami  transmit  the  painful  im- 
pulses to  the  spinal  cord.  It  may  give  relief  over  pro- 
longed periods.  Alcohol,  when  accurately  injected,  causes 
permanent  destruction  of  the  sympathetic  rami.  The  au- 
thor emphasizes  the  fact  that  the  paravertebral  injection 
of  alcohol  is  a poor  substitute  for  sympathetic  ganglionec- 
tomy  in  any  patient  who  is  a reasonably  good  operative 
risk,  on  account  of  the  technical  difficulty  of  injecting  the 
alcohol  with  sufficient  accuracy  to  be  certain  of  destroying 
the  ganghons  or  their  communicant  rami.  However,  in 
cases  in  which  there  are  rapidly  enlarging  aneurysms,  the 
dangers  of  cardiac  decompensation,  respiratory  obstruction, 
or  rupture  of  the  aneurysm  make  a radical  operation  on 
the  stellate  and  second  dorsal  ganglions  quite  out  of  the 
question.  In  these,  however,  paravertebral  injection  can 
be  done  with  reasonable  safety  and  a good  chance  of  last- 
ing relief  of  the  chief  complaint — pain.  While  actual 
prolongation  of  life  is  not  to  be  expected  from  the  relief  of 
pain,  it  may  be  brought  about  indirectly  by  permitting 
the  exhausted  sufferer  to  rest  and  sleep  in  relative  comfort. 
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PACIFIC  NORTHWEST  MEDICAL 
HISTORY 

During  recent  years  the  desire  has  often  been 
expressed  that  a history  might  be  written  of  medical 
practice  in  the  Pacific  Northwest,  describing  the 
physicians  who  participated  in  its  discovery  and 
development.  Histories  which  have  been  written  of 
North  Pacific  discoveries  and  explorations  have 
contained  references  to  medical  men  but  no  volume 
has  been  prepared  dealing  alone  with  medical  con- 
siderations.  At  last  this  purpose  has  been  accom- 
plished  by  a medical  history,  written  by  Dr.  O. 
Larsell,  professor  of  anatomy  at  University  of  Ore' 
gon  Medical  School.  His  investigations  begin  with 
the  earliest  mention  of  medical  men  in  North  Pa' 
cific  events,  thence  following  down  to  recent  times 
with  consideration  of  physicians  who  have  partici' 
pated  in  many  interesting  historical  occurrences. 
This  history  is  to  be  published  serially  in  this  jour' 
nal,  the  first  installment  appearing  in  this  issue. 
Unquestionably  this  recital  of  early  medical  events 
will  be  of  real  interest  to  all  physicians  in  the  Pa' 
cific  Northwest,  as  well  as  others  in  all  parts  of 
our  country  who  are  interested  in  our  nation’s  medi' 
cal  history.  The  author  is  to  be  commended  for  the 
time  and  labor  which  has  been  necessary  for  the 
accumulation  of  the  material  comprising  this  his' 
torical  publication. 

WASHINGTON  STATE  MEETING 
AT  TACOMA 

The  annual  meeting  of  Washington  State 
Medical  Association  for  1932  will  be  held  in  Ta' 
coma,  September  12' 14.  This  will  be  an  unusual 
meeting  because  of  the  fact  that  the  program  will 
be  predominantly  economic.  This  type  of  program 
has  been  chosen  in  response  to  a widespread  de' 
mand  that  the  State  Association  study,  crystallize 
policies  and  act  upon  many  economic  problems 
that  confront  the  medical  profession.  The  pub' 
lished  tentative  program  may  be  interpreted  by 
some  members  as  indicating  a business  meeting  of 
the  House  of  Delegates  which  does  not  concern 


the  rank  and  file  of  the  medical  profession,  but 
this  interpretation  would  be  far  from  the  truth. 
Every  physician  in  the  state  of  Washington  should 
be  vitally  concerned  about  every  subject  listed 
on  this  program,  and  should  be  present. 

Association  committees  have  been  studying  these 
problems  intensively  during  the  past  year,  and  the 
officiers  feel  that  the  Association  is  greatly  privi' 
leged  in  having  guest  speakers  of  such  distinguished 
attainments  to  assist  the  membership  in  developing 
sound  conclusions.  Dr.  Ray  Lyman  Wilbur,  Secrc' 
tary  of  the  Interior,  has  been  chairman  and  the 
leading  mind  in  the  five-year  study  of  the  Com' 
mittee  on  the  Costs  of  Medical  Care.  Nathan 
Sinai  is  an  eminent  economist  who  has  contributed 
largely  to  the  studies  of  the  Costs  of  Medical  Care 
Committee,  and  has  written  a book  on  “The  Way 
of  Health  Insurance”.  Dr.  R.  G.  Leland  is  director 
of  the  Economics  Bureau  of  the  American  Medical 
Association.  Mr.  Frank  Foisie  is  an  insurance  man' 
ager  who  has  a deep  understanding  of  the  problem 
of  the  medical  care  of  injured  workmen.  No  mem' 
ber  of  the  State  Association  can  afford  to  miss 
any  part  of  these  discussions. 

The  scientific  side  of  medicine  will  not  be  omit* 
ted  entirely.  Drs.  Conrad  Jacobson  and  T.  H.  Duer' 
feldt  is  arranging  a scientific  exhibit  that  will  be  full 
of  interest.  Those  members  who  wish  to  present  a 
scientific  fact  that  lends  itself  to  exhibit  demonstra' 
tion  should  communicate  with  Dr.  Jacobson,  of  Se' 
attle.  The  golf  tournament  on  Monday  will  have 
all  of  its  previous  richness  in  surpassing  apportuni' 
ties  for  fellowship,  acquaintance  and  recreation. 

Tentative  Program 

SUNDAY 
SEPTEMBER  11 

Entertainment  of  Early  Arrivals 

MONDAY 
SEPTEMBER  12 

Golf:  Tacoma  Country  Club  for  Men’s  Tournament 

Allenmore  Golf  Course  for  Women’s  Tournament 

8:30  a.m. — Tee  Off  for  Men. 

10:00  a.m. — Tee  Off  for  Women  . 

7:00  p.m. — Annual  Golfers’  Dinner  for  Men. 

8:00  p.m. — Public  Health  Meeting.  First  Baptist 
Church.  Speakers:  Ray  Lyman  Wilbur,  M. 
D.,  Secretary  of  the  Interior.  Nathan  Sinai, 
PhD.  

TUESDAY 
SEPTEMBER  13 

9:00  a.m. — General  Session.  Board  of  Trustees  and 
House  of  Delegates  in  Joint  Meeting.  Hotel 
Winthrop  Roof  Garden. 

9:00  a.m. — Roll  Call,  House  of  Delegates. 

9:05  a.m. — Reading  of  Minutes  of  Previous  Meeting. 

9:25  a.m. — Report  of  President. 

9:45  a.m. — Report  of  Committee  of  Seven.  Presentation 
of  Legislative  Proposals  Relative  to  the 
Medical  Aid  Law.  J.  T.  Rooks,  M.D.,  Spo- 
kane. 
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10:15  a.m. — Discussion. 

11:00  a.m. — Address.  Ray  Lyman  Wilbur,  M.D. 

12:00  noon — Annual  Meeting  of  the  Public  Health  League 
of  Washington.  R.  N.  Hamblen,  M.D., 
President,  Spokane. 

2:00  p.m. — Presentation  of  Resolutions. 

2:20  p.m. — Report  of  Delegates  to  American  Medical 
Association.  John  O'Shea,  M.D.,  Spokane; 
W.  B.  Penney,  M.D.,  Tacoma. 

2:40  p.m. — The  American  Medical  Association.  Jos.  A. 
Pettit,  M.D.,  Portland. 

3:00  p.m. — Address.  The  Health  Problem  of  the  In- 
dustrial Worker.  Nathan  Sinai,  Ph.D. 

3:45  p.m. — Address.  Current  Trends  in  Medical  Prac- 
tice. R.  G.  Leland,  M.D.,  Chicago. 

4:30  p.m. — Discussion. 

6:30  p.m. — Annual  Dinner  and  Dance,  Crystal  Ballroom, 
Hotel  Winthrop. 


WEDNESDAY 
SEPTEMBER  14 

8:00  a.m. — General  Meeting,  Roof  Garden,  Hotel  Win- 
Winthrop. 

8:00  a.m. — Report  of  Committee  of  Seven.  Present 
Status  of  Health  Insurance  in  the  State  of 
Washington.  A.  H.  Peacock,  M.D.,  Seattle. 
8:20  a.m. — Studies  in  Pierce  County.  W.  D.  Read,  M.D., 
Tacoma. 

8:40  a.m. — Address.  Health  Insurance.  Nathan  Sinai, 
Ph.D. 

9:25  a.m. — Discussion. 

10:05  a.m. — Report  of  Medical  Practice  Act  Committee. 

Caspar  W.  Sharpies,  M.D.,  Seattle. 

12:00  noon — House  of  Delegates  Luncheon,  Army  and 
Navy  Room,  Hotel  Winthrop. 

2:00  p.m. — Report  of  Committee  on  the  Medical  Care 
of  Veterans  and  Government  Employees. 
H.  G.  Willard,  M.D.,  Tacoma. 

2:25  p.m. — Address:  A Layman's  Attitude  on  the  Medi- 
cal Care  of  Injured  Workmen.  Frank  Foisie, 
Seattle. 

3:10  p.m. — Address:  Some  Economics  of  Medicine.  R. 
G.  Leland,  M.D. 

3:55  p.m. — Closing  Discussion  and  Resolutions. 

5:00  p.m. — Adjournment. 


'V/ASHINGTON  WOMAN’S  AUXILIARY 

The  Woman’s  Auxiliary  to  the  Washington 
State  Medical  Association  has  charge  of  the  pro- 
gram  for  women  visitors  and  extends  a hearty 
greeting  to  all  guests,  whether  members  or  not. 
The  meetings  and  entertainments  are  open  to  every 
one,  and  a special  invitation  is  extended  to  those 
not  conversant  with  the  aims  and  work  of  the 
Auxiliary.  This  invitation  applies  also  to  the  mem- 
bers of  the  Washington  State  Medical  Association. 

It  is  hoped  the  following  program  will  be  of 
interest  and  that  the  events  planned,  both  public 
and  private,  will  be  largely  attended,  thus  making 
our  first  convention  a real  success,  and  Tacoma  a 
pleasant  memory. 

Program 

Headquarters:  Winthrop  Hotel 
SUNDAY 
SEPTEMBER  11 

Registration  of  local  members  and  early  arrivals. 

Greeted  by  Delegation  Hostesses. 

Courtesy  Cars  for  drives  through  the  city. 


MONDAY 
SEPTEMBER  12 

8:30  a.m. — Registration,  Winthrop  Hotel. 

10:00  a.m. — Golf  Tournament,  Allenmore  Course.  Fees 
fifty  cents,  eighteen  holes.  Transportation 
provided. 

3:00  p.m. — Tea  at  home  of  Mrs.  H.  J.  Whitacre,  3803 
to  North  Monroe  St. 

5 :00  p.m. 

6:00  p.m. — Executive  Board  Dinner  and  Session,  Win- 
throp Hotel. 

8:00  p.m. — Lecture,  First  Baptist  Church,  Dr.  Ray  Ly- 
man Wilbur. 


TUESDAY 
SEPTEMBER  13 

8:30  a.m. — Registration. 

9:30  a.m. — General  Meeting,  Medical  Arts  Auditorium. 
Mrs.  H.  J.  Whitacre,  presiding. 

Singing,  “America" 

Invocation  Dr.  Veazie 

Greetings  of  Welcome  Mrs.  R.  C.  Schaeffer, 

President  of  Woman's  Auxiliary  to  Pierce  County 
Medical  Society. 

Response  Mrs.  Otis  F.  Lamson, 

President  of  Woman's  Auxiliary  to  King  County 
Medical  Society. 

Announcements  by  Local  Convention 

Chairman  Mrs.  Edgar  Dodds,  Tacoma 

Roll  Call  of  County  Auxiliaries 
Minutes  of  Executive  Board 

Meetings  Mrs.  MacRae  Smith,  Bellingham 

President's  Report — Mrs.  H.  J.  Whitacre,  Tacoma. 
President's  Announcements. 

Nominating  Committee. 

Committee  on  Resolutions. 

Reports:  , 

Committee  on  Credentials  and 

Registration  Mrs.  D.  H.  Bell,  Tacoma 

Corresponding  Secretary  Mrs.  E.  C.  Yoder,  Tacoma 

Treasurer  Mrs.  C.  B.  Jones,  Everett 

Standing  Committees  (5  minutes  each) 

Hygeia  Mrs.  A.  A.  Mathews,  Spokane 

Legislative  Mrs.  W.  H.  Axtell,  Bellingham 

Press  and  Publicity  Mrs.  E.  Frank  Chase,  Seattle 

Public  Relations Mrs.  D.  H.  Nickson,  Seattle 

Revisions  Mrs.  J.  B.  Blair,  Vancouver 

11:00  a.m. — Address:  The  Romance  of  Medicine.  Dr. 
Alan  L.  Hart. 

1 :00  p.m. — Buffet  Luncheon,  Tacoma  Country  Club, 
(Transportation  provided.  Tickets  50c) 
2:30-4:00  p.m. — Bridge. 

6:30  p.m. — ^Annual  Dinner  and  Dance.  Washington 
State  Medical  Assn.  Crystal  Ballroom,  Win- 
throp Hotel,  Tickets  $1.50. 


WEDNESDAY 
SEPTEMBER  14 

9:00  a.m. — General  Meeting,  Medical  Arts  Auditorium, 
Mrs.  H.  J.  Whitacre,  presiding. 

Program  of  Second  Session: 

Reports  of  County  Presidents  (3  minutes  each) 

Report  of  Committee  on 

Resolutions  Mrs.  L.  S.  Gilpatrick,  Spokane 

Report  of  Nominating 

Committee  Mrs.  Chas.  Castlen,  Seattle 

Election  of  Officers. 

Final  Report  of  Committe  on  Credentials 

and  Registration  Mrs.  D.  H.  Bell,  Tacoma 

11:00  a.m. — Talk. 

12:30  p.m. — Auxiliary  Luncheon,  Crystal  Ballroom,  Win- 
throp Hotel.  Tickets  75c). 

Music. 

Outline  of  Legislative  Program,  Dr.  H.  J. 
Whitacre. 

2:00  p.m. — Drive  through  Gardens  and  Fort  Lewis. 
3:30-5:00  p.m. — ^Tea  at  American  Lake  Hospital. 
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GOLF 

Washington  State  Medical  Golf  Association 
Monday,  September  12,  1932. 

Place,  Tacoma  Golf  and  Country  Club. 

Time,  8:30  a.m.  and  continuing  all  day. 

Annual  Golfers  Dinner,  7 p.  m..  Dining  Room 
Tacoma  Country  Club. 

Golf  Headquarters  in  town  will  be  the  lobby  of 
the  Hotel  Winthrop. 

The  Cost:  Just  what  is  adequate  to  cover  your 
greens  fee,  dinner  and  incidentals  will  be  the  cost 
of  registration. 

Golfers  are  urged  to  come  a day  or  more  ahead 
of  the  meeting  and  play  the  course. 

A larger  number  than  ever  before  is  expected 
this  year  and  plans  are  under  way  to  handle  regis' 
tration,  pairing  off,  teeing  off,  scoring  and  clerical 
work  so  that  every  one  will  have  a good  game  and 
enjoy  the  day. 

It  is  essential  to  the  success  of  the  tournament 
that  golfing  members  be  on  hand  early  so  they  can 
register  and  tee  off  promptly.  Make  up  your  own 
foursomes,  mixing  counties,  if  you  want  to,  and 
when  you  register  designate  the  specialty  in  which 
you  are  actually  principally  engaged  and  your 
handicap. 

Further  details  of  the  golf  tournament  will  ap' 
pear  in  the  program  of  the  1932  State  meeting. 

EVENTS 

State  Championship:  Class  A:  Best  net  medal  for  36 
holes,  for  members  with  handicaps  up  to  and  including 

15. 

Class  B:  Best  net  medal  for  36  holes,  for  members 
with  handicaps  of  16  or  over. 

Shaw  Trophy:  County  Competition  by  the  four  best 
men  from  each  County.  The  personnel  of  the  teams  is  de- 
cided by  the  scoring  in  the  morning  round.  The  four 
low  scorers  in  each  County  automatically  becoming  the 
team  for  that  County. 

Horton  Trophy:  36  holes,  medal  play  with  full  handi- 
cap allowance. 

American  Medical  Life  Insurance  Event:  Free  for  all. 
18  holes,  full  handicap. 

Railroad  Surgeons  Trophy: 

Then  there  will  be  the  Presidents  Trophy,  Senior 
Trophy,  age  55  years  and  over.  Life  Insurance  Examin- 
er’s Trophy  and  at  least  9 Sectional  Trophies,  all  on 
medal  play  with  full  handicap  allowance. 


OREGON  MEETING  AT 
KLAMATH  FALLS 

Members  of  the  Oregon  State  Medical  Society 
are  anticipating  with  pleasure  their  fifty-eighth 
annual  meeting  which  will  be  held  September  22- 
24  at  Klamath  Falls,  the  thriving  metropolis  of 
Southeastern  Oregon.  As  this  is  the  first  meeting 
of  the  society  in  Klamath  Falls,  and  as  there  have 


been  no  recent  meetings  in  southern  Oregon,  this 
annual  session  is  arousing  unusual  interest  among 
members  of  that  section  of  the  state. 

The  Klamath  country,  with  its  numerous  lakes 
and  streams,  is  one  of  the  real  scenic  spots  of  the 
West,  with  Crater  Lake  National  Park  within  easily 
accessible  distance.  It  is  anticipated  that  many 
members  will  bring  their  families  and  spend  their 
vacation  following  the  meeting.  Numerous  fishing 
and  hunting  trips  are  being  arranged  by  the  physi- 
cians of  the  host  city  with  the  visitors  as  guests. 

A full  and  interesting  program  is  promised 
with  some  twenty-five  papers  already  submitted 
by  members  and  with  a number  of  exceptional 
addresses  to  be  made  by  guest  speakers  from  the 
East  and  Midwest.  For  a number  of  years  the 
state  society  has  included  as  an  important  part 
of  its  annual  program  a meeting  of  special  interest 
to  the  public.  This  year  a joint  meeting  of  the 
Klamath  Falls  Chamber  of  Commerce  and  the 
various  service  clubs  has  been  arranged  with  Dr. 
R.  G.  Leland,  Director  of  the  Bureau  of  Medical 
Economics  of  the  American  Medical  Association, 
as  the  speaker.  He  will  also  address  the  society 
on  some  phase  of  medical  economics  of  special 
interest  to  physicians. 

In  accordance  with  usual  custom,  there  will  be 
a golf  tournament.  It  will  be  played  on  the  beauti- 
ful eighteen  hole  course  of  the  Reames  Golf  and 
Country  Club.  Other  features  of  the  meeting  will 
be  the  breakfast  meetings  of  the  House  of  Dele- 
gates on  Thursday,  Friday  and  Saturday  mornings, 
the  business  meeting  and  election  of  officers  on 
Saturday,  and  the  annual  banquet  on  Friday  even- 
ing. The  Woman’s  Auxiliary  of  the  Society  will 
hold  its  annual  meeting  at  the  same  time.  Visiting 
wives  will  find  ample  diversion  in  the  form  of 
golf,  teas,  luncheons  and  trips  in  and  about  the 
interesting  city  of  Klamath  Falls. 

The  scientific  and  business  sessions  of  the 
Society  and  Auxiliary  will  close  on  Saturday  noon 
and  the  afternoon  will  be  devoted  to  a trip  to 
Crater  Lake,  where  a program  of  interesting  trips 
and  other  recreation  will  be  offered.  The  Woman’s 
Auxiliary  of  the  Klamath  and  Lake  Medical 
Society  will  be  in  charge  of  this  trip  and  ample 
automobile  transportation  will  be  available  for 
visiting  physicians  and  their  wives.  The  complete 
program  of  this  meeting  will  be  published  in  next 
month’s  issue. 
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IDAHO  ANNUAL  MEETING 

The  annual  meeting  of  Idaho  State  Medical  As- 
sociation  will  be  held  in  Pocatello,  September  16' 
17.  It  is  expected  to  have  an  interesting  program 
that  it  is  hoped  will  prove  an  attraction  to  a large 
attendance.  In  addition  to  papers  by  local  mem' 
bers  the  following  physicians  will  appear  on  the 
program:  C.  H.  Sprague  of  Broadlawns,  Des 
Moines,  Iowa;  Caroline  McGill  of  Butte,  Montana; 
Nelson  Howard  of  San  Francisco  and  William 
Dock  of  Stanford  University.  Others  are  expected 
in  addition  to  these.  The  complete  program  with 
details  of  the  meeting  will  appear  in  our  next 
issue. 


NEW  ADVERTISEMENTS 

Attention  is  called  to  the  following  new  advertisements 
appearing  in  this  issue.  Consolidated  Dairy  Products  Co. 
(page  2)  features  Federal  and  Darigold  evaporated  milk. 
These  have  been  accepted  by  the  Council  of  Pharmacy  and 
Chemistry  of  the  A.  M.  A.  Mosler  Health  Foods  (page 
408),  provide  suitable  types  of  food  for  diabetes  and 
intestinal  disorders.  Tulane  University  of  Louisiana  (page 
408),  announces  its  postgraduate  course  of  instruction. 


MEDICAL  NOTES 

American  Board  For  Ophthalmic  Examinations 
will  hold  an  examination  in  Montreal,  September  19, 
at  the  time  of  meeting  of  American  Academy  of  Oph' 
thalmology  and  Oto-Laryngology.  AppUcations  for  this 
examination  can  be  procured  from  the  secretary,  Dr. 
William  H.  Wilder,  122  South  Michigan  Avenue, 
Chicago. 

American  Board  of  Obstetrics  and  Gynecology 
will  give  a special  general  clinical  examination  at  Los 
Angeles  in  connection  with  the  meeting  of  Pacific  Coast 
Society  of  Obstetrics  and  Gynecology,  December  8'10. 
This  examination  will  be  contingent  upon  the  early 
reply  of  sufficient  number  of  applications  from  specialists 
in  this  region.  If  a sufficient  number  is  received 
members  of  the  board  will  make  the  trip  to  Los  Angeles 
to  hold  the  examination.  Those  interested  in  the  ex' 
amination  should  communicate  at  once  with  Dr.  Paul 
Titus,  secretary  of  the  board,  1015  Highland  Building, 
Pittsburg,  Pa.  The  next  written  examination  and  review 
of  case  records  will  be  held  October  22  in  nineteen  or 
more  cities  in  the  United  States  and  Canada,  which 
will  be  announced  later. 


OREGON 

Western  Branch  of  American  Urological  As' 
SOCIATION  held  a very  successful  meeting  at  Portland, 
Ore.,  July  1'2,  one  of  the  most  successful  ,in  fact,  of  its 
history.  In  spite  of  the  present  economic  conditions,  the 
attendance  was  the  largest  ever  recorded.  Members  came 


by  auto,  train,  bus  and  airplane.  One  plane  started  at 
Dallas,  picked  up  men  at  Tucson,  Los  Angeles  and  San 
Francisco,  to  land  them  on  time  in  Portland. 

Papers  were  scientific  and  timely  and  discussions  were 
helpful.  Papers  were  read  by  men  from  San  Francisco, 
Los  Angeles,  Sacramento,  Portland,  Seattle,  Salt  Lake 
City,  Ogden,  Tucson,  Dallas,  Boston,  Cleveland,  Min' 
neapolis,  being  sixteen  in  number.  The  social  program 
was  full  and  the  entertainment  varied.  Much  thanks  is 
due  the  Arrangements  Committee,  of  which  Dr.  Albert  E. 
MacKay  was  chairman.  Mrs.  MacKay  and  aides  welcomed 
and  entertained  the  ladies. 

Officers  elected  for  the  ensuing  years  were:  President, 
A.  W.  Hunter,  Vancouver,  B.  C.;  President-Elect,  F.  S. 
Dillingham,  Los  Angeles;  Secretary-Treasurer,  George  W. 
Hartman,  San  Frandsco;  Executive  Committee:  W.  G. 
Shultz,  Tucson;  Miley  B.  Wesson,  San  Francisco;  Wirt  B. 
Dakin,  Los  Angeles. 

The  following  were  elected  to  Honorary  Membership: 
Professor  Alexander  Von  Lichtenberg,  Berlin,  Germany; 
Arthur  Chute,  Boston,  Mass.,  E.  G.  Crabtree,  Boston, 
Mass.;  W.  E.  Lower,  Cleveland,  Ohio;  N.  G.  Alcock, 
Iowa  City,  Iowa;  George  R.  Livermore,  Memphis,  Tenn.; 
Robert  C.  (^ffey,  Portland,  Ore. 

The  next  meeting  will  be  held  in  Vancouver,  B.  C.,  in 
1933. 

Hospital  Aid.  An  application  for  $100,000  to  be  in- 
eluded  in  the  budget  of  the  Portland  Community  Chest 
Fund  to  aid  hospitals  in  caring  for  the  indigent  sick  has 
been  made  by  four  hospitals  in  Portland.  These  are  St. 
Vincents,  Good  Samaritan  and  Emanuel  hospitals  and 
Portland  sanatorium.  For  many  years  these  hospitals  have 
generously  rendered  service  for  the  indigent  sick,  giving 
them  approximately  $200,000  during  the  year  of  1931.  On 
account  of  the  existing  depression,  however,  they  feel 
this  load  could  not  be  carried  the  coming  year  unless  aid 
was  given  by  the  Community  Chest  fund. 

Carrying  On.  St.  Charles  Hospital  at  Bend  reports 
that,  despite  the  present  depression  times,  it  is  facing 
many  problems  of  high  value  for  the  welfare  of  the  com- 
munity.  The  hospital  is  composed  of  twenty-five  beds  and 
the  staff  includes  eight  graduate  nurses.  In  the  past  six 
months  it  has  taken  care  of  361  patients  which  indude 
59  maternity  patients,  187  surgical  and  94  medical  pa- 
dents.  Fifty-one  per  cent  of  the  patients  paid  the  full 
amount  for  care.  Part  pay  patients  aggregated  34  per 
cent,  while  15  per  cent  of  the  registration  proved  to  be 
charity  cases.  The  amount  expended  by  the  hospital  in 
caring  for  the  part  pay  and  charity  patients  totaled,  for 
the  past  six  months,  over  $5000.  Regardless  of  this  loss 
in  operation  the  hospital  has  been  able  to  install  some 
new  modern  equipment. 

New  Unit  Dedicated.  Dedication  of  a new  hospital 
unit  for  the  care  of  tuberculous  patients  took  place  June 
25  at  Salem.  It  was  attended  by  local  physidans,  nurses 
and  health  association  officers  with  E.  A.  Pierce  serving 
as  the  prindpal  speaker.  He  was  one  of  the  members  ap' 
pointed  to  the  original  commission  for  establishing  and 
supervising  of  the  first  hospital  erected  for  the  care  of 
tuberculous  patients.  Another  speaker  was  H.  J.  Clem- 
ents  of  Salem. 
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New  Hospital.  A new  $50,000  hospital  has  been  com' 
pleted  at  Hood  River,  having  been  under  construction 
since  early  last  fall.  Located  in  a natural  park  with  green 
trees  and  commanding  dehghtful  mountainous  views,  the 
new  hospital  will  be  an  ideal  retreat  for  those  undergoing 
convalescence. 

Twenty-Fifth  Anniversary.  At  its  twenty-fifth  an- 
niversary Grande  Ronde  Hospital  of  La  Grande  pointed 
out  the  progress  it  has  made  along  with  the  growth  of 
the  city.  Of  the  four  original  doctors  who  launched  its 
beginning  there  are  two,  G.  L.  Biggers  and  A.  L.  Richard- 
son, who  are  still  in  active  control.  In  1915  its  first 
building  was  doubled,  the  capacity  being  increased  from 
thirty  to  sixty-five  beds.  In  the  following  years  there 
have  been  added  a complete  roentgenographic  equipment, 
modern  laboratory  and  a nurses’  training  school.  The 
building  is  an  imposing  brick  structure  four  stories  high, 
situated  at  the  crest  of  Adams  avenue  hiU  and  looks 
over  the  whole  valley.  The  hospital  has  always  been  self- 
supporting.  At  present  the  president  is  F.  L.  Ralston, 
vice-president  E.  G.  Kirby  and  secretary-treasurer,  A.  L. 
Richardson. 

Brothers  At  Same  Hospital.  L.  S.  Goodman  of  Port- 
land has  made  many  outstanding  marks  of  progress  in  his 
brief  medical  career.  Upon  graduation  from  University 
of  Oregon  Medical  School  he  was  an  honor  student  and 
won  the  Sigma  Xi  research  award  and  the  Henry  Waldo 
Coe  prize  for  his  neurologic  thesis.  He  has  left  for  Balti- 
more, where  he  has  been  appointed  house  medical  officer 
at  John  Hopkins  Hospital.  His  brother,  M.  J.  Goodman, 
was  a graduate  of  the  University  of  Oregon  Medical 
School  and  is  a resident  physician  at  John  Hopkins  Hospi- 
tal. 

Inspects  Hospital.  C.  W.  Moots,  field  representative 
of  the  American  College  of  Surgeons,  was  in  Pendleton 
June  27  inspecting  St.  Anthony’s  hospital.  During  a 
luncheon  at  the  hospital,  attended  by  the  staff.  Dr.  Moots 
told  of  the  work  done  by  the  American  College  of  Sur- 
geons in  the  standardization  of  hospitals  and  how  through 
the  efforts  of  Father  MoUneaux  of  Milwaukee  and  Dr. 
McEachern  of  Chicago  standardized  hospitals  in  the  United 
States  had  increased  from  12  per  cent  in  1918  to  93  per 
cent  in  1932. 

Resigns  Position.  S.  M.  Kerron  of  Eugene,  for  the 
past  fifteen  years  county  and  city  health  officer,  announced 
his  resignation  July  2 to  become  effective  in  a few  days. 
During  his  tenure  of  office  the  health  department  of  the 
county  has  developed  steadily  and  rates  as  one  of  the  best 
in  this  district. 

Aged  Health  Officer.  Joseph  Meyer,  Albany,  93 
years  of  age,  who  has  probably  been  the  oldest  city  health 
officer  in  existence,  resigned  his  position  July  13.  He 
has  been  city  health  officer  since  1918.  The  city  council 
rendered  its  many  thanks  to  Dr.  Meyer  for  his  coopera- 
tion and  progress  in  the  city  health  problems  during  his 
term.  He  is  one  of  Albany’s  half  dozen  surviving  veterans 
of  the  Civil  War.  He  has  among  his  souvenirs  a bullet 
which  entered  his  body  while  he  was  fighting  on  the 
union  side.  He  cast  his  vote  in  1864  for  Abraham  Lin- 
coln. 


Union  County  Medical  Society,  at  a meeting  held  at 
La  Grande  June  21,  announced  that  they  have  been  or- 
ganized for  the  coordinated  effort  to  serve  for  the  general 
welfare  of  the  people.  They  will  attempt  to  give  prompt 
attention  to  all  pubhc  health  problems,  offer  authoritative 
answers  to  cases  concerning  sanitation  and  preventive  medi- 
cine, and  provide  speakers  on  medical  subjects  for  meet- 
ings of  any  organization  desiring  such  service. 

Jackson  County  Medical  Society  held  a meeting  at 
Medford  June  13.  The  standard  price  for  medical  examin- 
ation of  teachers  in  Jackson  County  was  set  at  $2.50.  H. 
M.  Shaw  presented  a paper,  entitled  “Diseases  of  the 
Heart  and  Arteries.’’ 

Surgical  Appointment.  E.  N.  Bywater  of  Grants 
Pass  has  been  appointed  surgeon  for  the  Southern  Pacific 
Railway  in  this  district.  Dr.  Bywater  succeeds  the  late 
C.  B.  Marks. 

Richard  Howard  has  been  appointed  pathologist  and 
roentgenologist  for  the  Pocatello  General  Hospital.  He  is 
the  son  of  Dr.  W.  R.  Howard.  His  placement  followed 
the  recommendation  of  C.  W.  Moots,  field  representative 
of  the  American  College  of  Surgeons. 

R.  B.  Lindsay  has  located  in  Cokeville.  He  is  a gradu- 
ate of  Rush  Medical  School  and  served  his  internship  at 
Dee  Hospital,  Ogden. 

W.  P.  Wilbur,  formerly  of  Portland,  has  become  as- 
sociated with  H.  E.  Kelty  of  Lakeview  in  the  Hot  Springs 
Clinic. 

E.  D.  HunsakeR,  otorhinolaryngologist,  has  located  in 
Nampa.  He  will  be  associated  with  Drs.  Mangum  and 
Holte  in  their  clinic. 

E.  Ardiel,  for  the  past  ten  years  connected  with  the 
U.  S.  Veteran’s  bureau,  has  opened  offices  in  Seaside. 


WASHINGTON 

North  Pacific  Pedutric  Society  held  its  annual  meet- 
ing June  25  at  Tacoma.  About  thirty-five  pediatrician* 
from  Washington,  Oregon,  Idaho,  Montana,  British  Col- 
umbia and  Alberta  gathered  for  the  meeting.  The  morning 
session  was  held  at  the  Tacoma  General  Hospital  and  the 
afternoon  session  at  the  Medical  Arts  building  auditorium. 
Speakers  before  the  association  were  Temple  S.  Fay  of  the 
Temple  university  school  of  medicine  Philadelphia;  L.  J. 
Palmer  and  Jay  I.  Durand  of  Seattle;  J.  T.  Abraham  of 
Wenatchee;  G.  S.  Backstrand  of  Salem;  Ore.,  and  Allen 
Hunt,,  R.  S.  Miles,  D.  M.  Dayton,  H.  T.  Clay,  and  Dale 
Martin  of  Tacoma.  The  president  of  the  session  was 
Howard  Spohn  of  Vancouver,  B.  C.  and  the  secretary  L. 
Howard  Smith  of  Portland. 

University  Graduate  Lectures.  Approximately  one 
hundred  and  seventy-five  physicians  gathered  in  Guggen- 
heim Hall  July  18  to  attend  the  five  day  medical  ex- 
tension course  of  the  University  of  Washington.  Daily 
lectures  were  given  in  Guggenheim  Hall  and  clinics  were 
held  at  local  hospitals.  No  host  luncheons  and  dinners 
were  held  at  noon  and  evening  of  each  day,  at  which  the 
doctors  gathered  for  general  discussion.  On  the  first 
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night  the  speaker  was  Prof.  E.  S.  Meany  of  the  history 
department  of  the  University  of  Washington.  The  sec- 
ond night  Graham  Stuart  of  the  political  science  depart- 
ment at  Stanford  University  was  the  speaker;  on  the 
third  night  H.  M.  Woodward  of  the  educational  depart- 
ment of  Brigham  Young  University  spoke  and  on  the 
fourth  night  P.  A.  Martin  of  the  history  department  of 
Stanford  University.  The  lecturers  for  this  sixteenth  an- 
nual course  were  Drs.  J.  H.  Miller,  University  of  Chicago; 
F.  C.  Wood,  Columbia  University;  P.  P.  Vinson,  Mayo 
Clinic  and  Harry  E.  Mock,  Northwestern  University.  The 
course,  which  is  held  each  July,  has  proved  to  be  an  ad- 
mirable opportunity  for  physicians  in  the  state  of  Wash- 
ington to  pursue  a high  class  postgraduate  study. 

The  Woman’s  Auxiliary  of  King  County  Medical 
Society  gave  a tea  July  19  at  the  home  of  Mrs.  Don  H. 
Palmer,  honoring  the  wives  of  visiting  doctors  who  at- 
tended the  University  of  Washington  extension  course. 
Receiving  with  Mrs.  Palmer  were  Mesdames  O.  F.  Lam- 
son,  David  Hall,  A.  T.  Wanamaker  of  Seattle;  P.  P. 
Vinson,  Rochester,  Minn.;  J.  L.  Miller,  Chicago.  Those 
pouring  were  Mesdames  Horace  J.  Whitacre,  Tacoma; 
A.  O.  Loe,  W.  C.  Woodward,  and  J.  T.  Whitty,  Seattle. 
The  group  assisting  were  Mesdames  D.  H.  Nickson,  D. 
H.  Houston,  G.  A.  Dowling,  J.  W.  Matthews,  W.  C. 
Speidel,  F.  H.  Wanamaker,  W.  S.  Knott,  J.  B.  Eagleson, 
F.  L.  Horsfall,  R.  W.  Perry,  F.  S.  Wiltsie,  C.  D.  Shan- 
non, H.  B.  Thompson  and  F.  S.  Bourns,  Seattle. 

Anniversaries.  Two  anniversaries  were  celebrated  at 
the  same  time,  June  25,  when  Walla  Walla  Valley  Medi- 
cal Society  held  a special  banquet  in  Marcus  Whitman  Ho- 
tel. It  was  H.  R.  Keylor’s  fiftieth  anniversary  in  the 
practice  of  medicine  at  Walla  Walla  and  also  marked  the 
fiftieth  anniversary  of  the  founding  of  the  society.  An 
enlarged  picture  of  Dr.  Keylor  was  unveiled  by  J.  W. 
Ingram.  Speakers  recalled  early  days  in  the  medical  pro- 
fession in  the  valley  and  presented  a resume  of  recent  ad- 
vances based  upon  the  work  of  pioneer  days.  The  speak- 
ers were  E.  H.  Van  Patten  of  Dayton,  J.  E.  Else  of  Port- 
land and  F.  C.  Robinson  of  Walla  Walla. 

Assists  Hospital.  During  the  year  1932  Snohomish 
County  will  duplicate  its  previous  years'  financial  assist- 
ance to  Orthopedic  Hospital,  Seattle.  The  commissioners 
said  they  were  satisfied  the  Orthopedic  Hospital  was 
worthy  of  county  assistance  and  expressed  their  regret 
at  their  inability  to  increase  help  over  that  of  the  previous 
year.  A summary  shows  that  fifty-eight  patients  from 
Snohomish  County  were  at  Orthopedic  Hospital  in  1931. 

New  Medical  Building.  Recent  disclosure  of  plan* 
for  the  erection  of  a new  medical  building  in  Seattle  has 
been  made.  The  structure  will  be  eight  stories  and  mod- 
ernly  equipped  for  the  occupancy  of  physicians  and  den- 
tists. It  will  be  known  as  the  Medical  Center  and  when 
completed  will  represent  an  investment  of  $600,000. 

Hospital  Opened.  The  Tonasket  Hospital  was  opened 
for  receiving  patients  July  24  under  the  management  of 
Miss  Leta  Barker  and  Miss  Ruth  Stadler. 

Respirator.  A new  adult  siaed  Drinker  respirator  re- 
cently has  been  installed  in  St.  Lukes  Hospital  at  Spokane 


through  the  generosity  of  one  of  its  citizens.  A few 
months  ago  a child  size  respirator  was  a gift  to  this 
hospital. 

President  of  Mental  Hygienists.  C.  W.  Sharpies 
was  reelected  president  of  the  Washington  Society  for 
Mental  Hygiene  at  the  organization’s  annual  meeting  June 
28  at  the  Edmond  Meany  Hotel,  Seattle.  Other  physicians 
who  are  officers  of  the  society  are  D.  A.  Nicholson  and 
R.  H.  Somers  of  Seattle  and  E.  J.  Barnett  of  Spokane. 

New  Location.  W.  M.  Morgan  formerly  of  Seattle 
has  located  recently  in  Kent. 

Stricken  at  Operation.  In  the  midst  of  performing 
an  operation  July  13  R.  J.  Kerns,  Spokane,  was  stricken 
with  a cerebral  hemorrhage.  He  was  rushed  to  a private 
room  in  the  hospital  and  his  condition  was  reported  as 
serious.  The  operation  was  finished  by  his  assistant, 
F.  W.  O'Neill. 

Medical  Criminologist  W.  O.  Copps  of  Seattle  has 
been  appointed  medical  criminologist  for  the  police  de- 
partment by  Mayor  John  F.  Dore.  Dr.  Copps  has  both 
medical  and  legal  degrees  and  has  been  associated  with 
the  defense  in  several  sensational  murder  and  man- 
slaughter trials.  His  appointment  is  effective  January  1 
but  he  will  work  on  important  crimes  before  then. 

Edwin  A.  Nixon,  of  Seattle,  who  has  served  for  the 
past  two  years  as  senior  surgical  resident  at  Harborview 
Hospital,  has  joined  the  George  Swift  Clinic  for  general 
work.  Recently  he  received  a Master  of  Science  degree  in 
surgery  from  University  of  Pennsylvania  for  graduate 
work. 

R.  L.  Powers,  formerly  of  Lubbock,  Texas,  is  associated 
with  J.  T.  Abraham  at  Wenatchee.  He  is  a graduate 
of  University  of  Oregon  Medical  School  and  served  his 
internship  at  Barnes  Maternity  hospital,  St.  Louis.  Their 
practice  is  limited  to  the  diseases  of  children  and  ob- 
stetrics. 

J.  E.  Anderson,  formerly  of  Harrington,  has  moved  to 
Almira  to  open  offices.  Recently  he  finished  his  in- 
ternship at  Seattle  General  Hospital. 

R.  G.  Kellner,  formerly  of  Hamilton,  has  moved  to 
Mount  Vernon  where  he  is  engaged  in  general  practice. 

County  Physician.  Geo.  Hoxsey,  Leavenworth,  has 
been  appointed  county  physician,  following  the  resigna- 
tion of  A.  G.  Young. 

E.  P.  Murdock,  formerly  of  Winthrop,  has  opened 
offices  in  the  university  district,  Seattle.  Recently  he 
completed  postgraduate  work  in  obstetrics  and  gynecology. 

Entertains  On  Yacht.  F.  A.  Bird  of  Olympia  en- 
tertained the  nurses  from  St.  Peters  Hospital  on  an  all 
day  cruise  about  the  islands  of  Puget  Sound  abroad  his 
yacht  June  29. 

W.  L.  Bridgford  of  Olympia  has  been  in  a critical 
condition  following  a major  operation  in  Portland  June 
28. 

Appointed  To  Staff.  F.  E.  Shovlain,  formerly  prac- 
ticing in  McCleary,  has  resumed  his  former  position  on 
the  medical  staff  of  the  state  institution  at  Steilacoom. 
Upon  his  leaving,  M.  S.  Conway  of  Elma  took  over  the 
management  of  the  McCleary  hospital. 
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Returns  Home.  J.  R.  Neely,  assistant  dty  health  of- 
ficer of  Spokane,  has  returned  home  after  attending  the 
golden  jubilee  anniversary  of  the  class  of  1882  at  the  Uni- 
versity of  Illinois,  of  which  he  was  a member. 

Promoted.  W.  D.  Kirkpatrick,  Bellingham,  has  been 
made  a full  colonel  in  the  medical  reserve  corps  according 
to  a recent  list  of  promotions  announced  from  the  head- 
quarters of  the  Ninth  Corps  area  at  San  Francisco. 

H.  S.  McGuinness,  Yakima  county  physician,  reports 
that  he  made  1378  medical  calls  and  performed  18  opera- 
tions on  county  patients  during  the  month  of  June.  There 
were  10  confinements.  The  distance  traveled  in  pursuit 
of  his  work  was  681  miles. 

K.  M.  SODERSTROM,  who  has  recently  finished  his  in- 
ternship at  the  Swedish  Hospital,  Seattle,  has  opened  an 
office  at  Richmond  Highlands.  He  is  a graduate  of  the 
University  of  Nebraska  Medical  School. 


IDAHO 

Addressed  Physicians.  J.  L.  Miller,  chnical  professor 
of  medicine  at  Rush  Medical  School,  while  en  route  to 
Seattle  to  serve  as  one  of  the  guest  speakers  at  the  Uni- 
versity of  Washintgon  extension  course,  stopped  in  Boise 
where  he  addressed  a group  of  physicians  of  southern 
Idaho  on  the  subject  of  nephritis  and  gave  several  in- 
formal discussions  on  other  branches  of  medicine. 

R.  C.  Romig  announced  the  opening  of  office  in 
Moscow  the  middle  of  July,  after  having  completed  work 
in  the  Multnomah  County  Hospital.  For  four  years  he 
was  in  general  practice  at  Eugene  and  for  two  years  he 
took  postgraduate  work  in  obstetrics  and  gynecology  at 
the  Chicago  Lying-In  Hospital  and  at  the  Multnomah 
County  Hospital.  He  is  a graduate  of  the  Rush  Medical 
College  and  served  his  internship  at  the  Tacoma  General 
Hospital. 

Opens  Office.  E.  C.  Jensen,  who  came  from  Rupert 
to  take  charge  of  the  Twin  Falls  county  health  unit  dur- 
ing George  Halley’s  leave  of  absence,  has  opened  an  of- 
fice in  Caldwell. 

Fractured  Leg.  C.  M.  Chne,  Idaho  Falls,  is  recover- 
ing from  a broken  leg  sustained  July  16.  The  accident 
happened  when  he  jumped  into  the  alley  to  avoid  being 
hit  by  a falling  retaining  wall. 

D.  M.  Loehr  and  J.  A.  Wilson,  who  has  recently  com- 
pleted a year’s  service  at  St.  Luke’s  Hospital,  Spokane, 
have  opened  new  offices  at  Moscow.  Dr.  Loehr  is  a 
graduate  from  the  Iowa  State  University  Medical  College 
and  Dr.  Wilson  from  the  University  of  Oregon  Medical 
School. 

OBITUARIES 

Dr.  Walter  Q.  Webb  of  Spokane  died  July  16  after 
an  illness  of  six  weeks,  aged  69  years.  He  was  born  in 
Lexington,  Ky.,  in  1863.  He  graduated  from  University 
of  Nebraska  College  of  Medicine  in  1885  and  also  did 
postgraduate  work  at  Rush  Medical  College.  He  located 
in  Spokane  in  1885,  where  he  practised  until  about  a year 
before  his  death.  He  was  county  physician  in  1893-94 
and  in  1910-11. 


Dr.  Jacob  P.  Easter  died  at  Clatskanie,  Ore.,  July  13. 
He  was  born  in  Ohio  and  served  in  the  civil  war,  after 
which  he  graduated  from  a medical  school  and  began 
the  practice  of  medicine.  He  spent  about  fifteen  years 
in  Kansas  and  in  1882  moved  to  Oregon.  He  lived  in 
many  parts  of  the  state  but  principally  in  the  Willamette 
valley  section. 

Dr.  Henry  Ward  Hall  of  Fairfax,  Wash.,  died 
May  26,  aged  65,  as  a result  of  a severe  attack  of  asthma, 
from  which  he  had  suffered  for  some  time.  He  graduated 
from  Dartmouth  Medical  School  in  1890  and  began  the 
practice  of  medicine  at  Rosalia,  Wash.  Later  he  moved  to 
Edmonds  where  he  remained  for  twelve  years,  until  ac- 
cepting a position  as  company  physician  for  the  Manley 
Moore  Lumber  Co.,  Fairfax,  fifteen  years  ago.  He  held 
this  position  until  the  time  of  his  death. 

Dr.  Clarence  F.  Schiltz  of  American  Falls,  Idaho, 
died  June  24,  aged  5 5 years.  He  was  president  of  the  Poca- 
tello Medical  Society  aUd  had  practiced  in  American  Falls 
for  the  past  fifteen  years.  He  was  a graduate  of  Ohio 
Medical  College.  His  death  was  due  to  complications 
following  an  operation. 


PROPAGANDA  FOR  REFORM 

TRUTHS  ABOUT  MEDICINES 

The  Council  on  Pharmacy  and  Chemistry  of  the  Amer- 
ican Medical  Association  has  published  the  following  in- 
formation. 

Strychnine  Poisoning  Strychnine  poisoning  is  rather 
frequent,  and  its  occurrence  is  rendered  dramatic  by  the 
dreadful  agony  of  its  course  and  the  commonly  fatal  term- 
ination. Most  of  the  sources  of  poisoning  could  be  easily 
avoided  especially  in  the  tragic  cases  of  infants.  More- 
over, the  agony  of  the  developed  poisoning  can  be  com- 
pletely eliminated  and  nearly  all  fatalities  could  probably 
be  prevented  by  proper  treatment.  The  most  prolific 
source  of  strychnine  poisoning  is  chocolate  or  sugar  coated 
household  laxative  or  "tonic”  pills.  The  dreadful  slaugh- 
ter from  household  "remedies”  is  the  more  regrettable 
since  it  has  not  been  proved  that  the  strychnine  in  laxa- 
tive pills  serves  any  useful  purpose.  Some  restriction  of 
the  promiscuous  sale  of  this  voilent  poison  in  the  guise 
of  supposedly  harmless  household  remedies  is  necessary 
and  the  board  of  trustees  of  the  American  Medical  As- 
sociation are  considering  the  question  of  action  along 
these  lines.  In  the  treatment  of  strychnine  poisoning, 
the  barbituric  acid  derivatives  have  opened  a new  chapter. 
They  do  not  differ  from  the  older  hypnotics  in  principle 
but  rather  in  the  combination  of  high  efficiency  with 
relatively  high  safety,  and  by  the  fact  that  they  may  be 
administered  intravenously  in  emergencies  such  as  strych- 
nine poisoning  (Jour.  A.M.A.,  June  4,  1932,  p 1992). 

Antiopin  Not  Acceptable  for  NN-R-  The  Council  on 
Pharmacy  and  Chemistry  reports  that  Antiopin,  marketed 
in  the  form  of  tablets,  is  claimed  to  be  “an  efficacious 
remedy  for  morphine  and  cocaine  poisoning,”  and  that 
alcoholism  and  nicotine  poisoning  can  be  cured  with  it. 
Antiopin  is  manufactured  in  Japan  and  is  claimed  to  be 
a mixture  of  “Euphrasin”,  quinine,  hydrochloride,  caffeine, 
lactose,  sucrose  and  acacia.  “Euphrasin”  is  stated  to  con- 
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sist  of  "extract  from  'Kofuku'  Sea-ear”,  quinine  hydro- 
chloride,  and  urea  to  which  hydrochloric  acid  and  alcohol 
are  added,  and  the  mixture  heated  and  condensed.  From 
the  indenite  statement  of  composition  it  appears  that 
Antiopin  is  claimed  to  contain  small  quantities  of  an  ex- 
tract prepared  from  the  entrails  of  a certain  kind  of  “ear 
shell,”  in  admixture  with  quinine  hydrochloride,  caffeine 
and  urea.  The  Council  found  Antiopin  unacceptable 
for  New  and  Nonofficial  Remedies  because  the  prepara- 
tion is  a mixture  of  indefinite  composition,  offered  under 
a nondescriptive,  therapeutically  suggestive  name  and 
marketed  in  a way  that  may  foster  the  drug  habit  (Jour. 
A.M.A.,  June  11,  1932,  p.  2062). 

Abortifacient  Pastes.  “Interruptin’’,  devised  by  a Ber- 
lin pharmacist,  Heiser,  and  “Provocol,”  the  formula  of 
Dr.  J.  H.  Leunbach,  a gynecologist  of  Copenhagen,  are 
exploited  as  simple  means  of  performing  therapeutic  abor- 
tions. The  Heiser  product  appears  to  be  secret  in  com- 
position. Leunbach  has  pubhshed  the  formula  of  his 
paste.  This  paste,  known  in  Europe  as  Provocol,  is  now 
on  the  American  market  under  the  name  “Leunbach’ 
Paste."  It  is  claimed  that  the  method  can  be  readily 
used  in  the  physician’s  office  and  the  patient  return  to 
her  home  immediately  without  danger.  The  claim  is  made 
that  within  thirty-six  hours  after  the  injection  the  uterus 
generally  will  empty  itself  with  a moderate  amount  of 
bleeding  and  with  Uttle  pain,  and  in  a manner  that  is 
even  smoother  than  a spontaneous  abortion.  The  prepar- 
ation Leunbach’  Paste,  now  on  the  American  market,  is 
put  out  by  the  Vauka  Chemical  Works,  Inc.,  of  Newwark, 
N.  J.  Foreign  medical  lliterature  indicates  that  ideal  re- 
sults from  the  use  of  such  pastes  are  obtainable  in  only 
about  one-fourth  of  the  cases.  Within  a comparatively 
short  period  of  time  there  have  recently  appeared  in  Ger- 
man literature  reports  of  twenty-five  deaths  resulting  from 
the  use  of  these  abortifacient  pastes.  Physicians  in  this 
country  are  now  receiving  circulars  extolling  the  alleged 
virtues  of  Leunbach’  Paste.  The  physician  is  told  that 
the  paste  is  “indicater  in  spontaneous  abortions  with  re- 
tention of  the  entire,  or  parts,  of  the  ovum.”  Such  a 
statement  may  easily  lead  to  fatalities,  the  pastes  being 
most  dangerous  when  used  in  cases  where  an  abortion 
is  in  progress  and  bleeding  is  taking  place  (Jour.  A.M.A., 
June  11,  1932,  p.  2155). 

Examination  of  Ethylene  for  Anesthesia.  When  ethyl- 
ene first  came  on  the  market,  the  Council  on  Pharmacy 
and  Chemistry  requested  the  A.M.A.  Chemical  Laboratory 
to  establish  standards  for  this  substance.  Not  only  has 
the  Laboratory  estabhshed  suitable  standards  but,  because 
of  the  nonofficial  status  of  the  gas,  frequent  examinations 
have  been  made  of  the  market  supply  of  ethylene.  It  was 
deemed  advisable  at  the  same  time  this  product  was  ex- 
amined chemically  to  purchase  market  supplies  of  the 
other  products  described  in  New  and  Nonofficial  Reme- 
dies. Accordingly,  tanks  of  ethylene  for  anesthesia  were 
purchased  both  in  Chicago  and  in  Columbus,  Ohio.  The 
following  brands  were  examined  by  the  A.M.A.  Chem- 
ical Laboratory  and  found  to  comply  in  all  respects  with 
requirements  given  in  New  and  Nonofficial  Remedies 


for  ethylene  for  anesthesia:  Cheney,  C.L.P.,  Lennox, 

Puritan,  Walco  (Jour.  A.M.A.,  June  18,  1932,  p.2209). 

Triethanolamine  The  Council  on  Pharmacy  and  Chem- 
istry in  a preliminary  report  on  Triethanolamine  states  that 
according  to  Marhn  T.-R.  Maynard  Triethanolamine  is  an 
excellent  emulsificant  with  antispetic  and  penetrating 
power,  and  when  added  to  certain  preparations  used  on 
the  scalp,  for  example,  oil  of  cade,  it  makes  them  more 
easily  removable.  Triethanolamine  is  supplied  by  the 
Carbide  and  Carbon  Corporation,  New  York  (unit  of 
Union  Carbide  and  Carbon  Corporation),  which  firm 
has  supplied  a specimen  of  the  product  to  the  Council, 
and  a statement  of  the  amount  of  monoethanolaminc, 
diethanolamine  and  triethanolamine  contained  in  the  prod- 
uct. Since  triethanolamine  gives  promise  of  being  a de- 
sirable addition  to  the  armamentarium  of  the  derma- 
tologist, the  Coundl  directed  publication  of  the  prelimi- 
nary report  in  the  hope  that  this  might  encourage  work 
which  shall  bring  out  confirmation  of  the  reputed  advan- 
tages of  the  drug  (J.  A.  M.  A.,  June  18,  1932,  p.  2209). 

Medicated  Corn  Plasters.  The  Council  on  Pharmacy 
and  Chemistry  reports  that  so-called  medicated  corn  plast- 
ers which  are  offered  for  general  use  by  the  public  con- 
tain in  general  a caustic  agent  such  as  salicylic  acid  as 
their  potent  component.  The  Council  feels  that  the  in- 
discriminate use  of  corn  plasters  containing  salicylic  acid 
by  the  public  is  not  without  some  danger.  The  public 
is  too  prone  to  consider  any  lesion  on  the  foot,  especially 
if  it  is  somewhat  indurated,  as  a corn.  All  types  of 
pathologic  conditions  on  the  feet  should  be  seen  by  the 
physician  and  the  treatment  for  these  conditions  directed 
by  the  physician.  The  Council  considers  medicated  corn 
plasters  to  have  the  status  of  a drug,  the  indiscriminate 
and  ill  advised  use  of  which  by  the  public  should  not 
be  encouraged  (Jour.  A.M.A.,  June  18,  1932,  p.2209). 

Holsum  Mil\  Bread  Sliced  an)d  Unsliced  J^fot  Accept' 
able.  The  Committee  on  Foods  reports  that  “Holsum 
Mblk  Bread’’  (The  Miller-Patton  Baking  Company,  Rock- 
ford, 111.)  is  a white  bread.  The  name  “Milk  Bread"  for 
this  bread  is  false  and  misleading,  and  especially  so  in 
view  of  the  statement  of  conformity  to  the  government 
standard  which  appears  on  the  label.  The  label  guar- 
antees the  bread  to  contain  “milk”  and  “malt”,  which  is 
incorrect  in  that  “skim  milk”  and  “malt  extract”  are  in- 
gredients. The  manufacturer  when  informed  of  these 
opinions  expressed  himself  as  unwilHng  to  change  the 
name  and  incorrect  label  statements.  This  bread  there- 
fore cannot  be  listed  among  the  Committee’s  accepted 
foods  (Jour.  A.M.A.,  June  18,  1932,  p.2211). 

J^ew  Life  Corporation  Fraud.  The  New  Life  Corpora- 
tion of  Hot  Springs,  Ark.,  sometimes  called  New  Life, 
Inc.,  sold  an  alleged  sexual  rejuvenating  nostrum  known 
as  “New  Life  Gland  Capsules”.  After  investigation  by 
the  postal  authorities,  the  business  was  declared  fraudulent 
and  denied  the  use  of  the  mails  (Jour.  A.M.A.,  June  18, 
1932,  p.  2230). 
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The  Story  of  Medicine.  By  Victor  Robinson,  M.D. 
Professor  of  History  of  Medicine.  Temple  University 
School  of  Medidne,  Philadelphia.  Cloth,  557  pp.  Albert 
y Charles  Boni.  New  York,  1931. 

This  book  begins  at  the  beginning  with  Medicine  in 
the  Stone  Age,  and  continues  with  separate  chapters  on 
Medicine  in  Ancient  Egypt,  in  Ancient  Greece,  Greek 
Medicine  in  Alexandria  and  Rome,  Arabian  Medicine  in 
the  Middle  Ages,  Medicine  in  the  Renaissance,  and  Medi' 
dne  in  the  Eighteenth  and  Nineteenth  Centuries.  The 
work  closes  with  chapters  on  the  Modernization  of  Medh 
cine.  Medicine  in  America,  Bibliography,  and  a very  com' 
plete  Index  of  Individuals  and  Subjects.  It  will  prove  as 
attractive  to  the  cultivated  layman  as  to  the  physician  be- 
cause  it  is  written  in  an  exteremly  hvely  and  picturesque 
style  and  discusses  a subject  of  universal  interest.  It  may 
indeed  be  another  Cushing’s  Osier  which  sold  much  more 
largely  to  the  public  than  the  profession. 

To  one  concerned  with  the  evolution  of  medicine  from 
the  time  it  was  practiced  by  incantations,  exorcising  devils, 
by  amulets,  and  by  “eye  of  newt  and  toe  of  frog,”  down 
to  the  present  with  x-ray  diagnosis,  specific  serum  therapy 
and  surgical  removal  of  pulmonary  emboli,  the  book  will 
prove  a revelation.  There  is  much  to  marvel  at  even  in 
the  Stone  Age,  as  trepanation  done  successfully  with 
stone  scrapers.  The  author  says:  “Let  us  study  our  primi- 
tive ancestor  and  not  scorn  him,  for  even  in  the  gross 
superstititions  that  held  him  in  thrall  we  find  the  germ  of 
truth.  Intellectually,  we  are  but  a stone’s  throw  from 
the  Stone  Age;  and  emotionally,  we  are  still  living  there.” 
Could  any  statement  be  truer? 

Clinical  medicine  began  with  Hippocrates,  400  B.  C., 
because  he  first  used  bedside  teaching  and  case  histories, 
and  emancipated  medicine  from  the  supernatural  and 
sphere  of  the  gods.  He  first  taught  vis  medicatrix  naturae, 
and  that  the  doctor  is  only  nature’s  assistant.  He  dis- 
carded drastic  and  outlandish  drugs  and  polypharmacy,  and 
adopted  natural  means  of  treatment  by  diet,  fresh  air, 
climate  and  physiotherapy.  He  placed  medicine  on  an 
ethical  basis  by  the  Hippocratic  oath.  The  next  beacon 
light  was  Galen  of  Asia  Minor  but  practicing  in  Rome  in 
the  second  century.  A great  anatomist  and  dogmatist  he 
attempted  to  put  medicine  on  an  exact  basis.  Unlike 
Hippocrates  he  admitted  no  ignorance,  for  Galen  was  an 
oracle  supreme.  He  affirmed  all  parts  of  the  body  are 
divinely  arranged,  their  duties  to  perform.  His  glorifica- 
tion of  our  anatomy  was  not  shared  by  St.  Augustine 
who  declared,  “We  are  born  between  urine  and 
feces."  O.  W.  Holmes  expressed  it  more  poetically  when 
he  taught  that  we  all  enter  the  world  triumphantly  under 
a gothic  arch. 

After  Galen  a dark  pall  obscured  physic  for  several 
centuries,  relieved  by  fitful  gleams  of  light  shed  by  Arabian 
medicine  from  the  ninth  to  fifteenth  centuries.  Surgery 
and  ophthalmology  developed  surprisingly  but  dissection 
was  held  sinful  and,  without  anatomy,  medicine  had  no 
proper  basis  for  true  progress.  The  Renaissance  in  medi- 
cine began  at  Padua  with  Vesalius  in  1543  with  the  pub- 
lishing of  his  great  anatomic  treatise  on  the  fabric  De 


Humani  Corporis.  Just  prior  to  him  appeared  that  ex- 
traordinary superbeing — illegitimate,  left  handed  and  sex- 
less— Leonardo  da  Vinci,  the  world’s  greatest  artist  and 
sculptor  and  the  first  to  picture  incomparably  the  secrets 
of  the  human  body  (1452-1519).  He  made  wonderful 
models  of  the  heart  from  glass  with  artificial  valves,  also 
impressions  of  the  brain,  showing  the  ventricles,  and 
beautiful  drawings  of  the  fetus  in  utero,  not  to  mention 
the  position  of  the  human  generative  organs  during  coitus. 
The  creator  of  Mona  Liza  was  indeed  the  first  great 
modern  anatomist  as  well  as  the  most  versatile  genius  of 
all  time.  Many  of  his  priceless  colored  anatomic  drawings 
have  been  lost,  yet  over  a thousand  have  been  recovered, 
and  constitute  the  most  precious  legacy  to  medicine  since 
the  Greeks.  With  vivid  charm  the  author  describes  the 
life  and  death  of  Vesalius.  Shipwrecked  on  his  way  to 
become  professor  at  Padua  again,  he  died  in  a wretched 
hut.  He  adds:  “Was  the  central  figure  of  the  Renais- 
sance, the  most  imposing  physician  since  Galen,  killed  by 
a louse?” 

And  so  the  shadowy  procession  of  spectral  medical  cele- 
brities in  the  Renaissance  moves  before  us  in  review — Serve 
tus,  Paraselsus,  Ambrose  Pare,  who  popularized  the  sur- 
gical suture  (used  so  long  before  by  Galen),  and  be- 
queathed us  the  classic,  “I  dressed  him.  God  healed  him." 
And  finally  the  Englishman,  Gilbert,  known  as  the  “first 
electrician." 

How  often  we  see  the  magical  creative  fire  transmitted 
by  a species  of  inspiration  from  master  to  pupil,  the  torch 
of  discovery  burning  ever  more  brightly  with  time.  Thus, 
in  the  seventeenth  century,  Harvey,  the  pupil  of  Fabri- 
cius  (who  was  the  pupil  of  Fallopius,  and  he  in  turn  the 
pupil  of  Vesalius)  became  the  shining  star  in  medicine, 
and  in  1628  was  born  his  immortal  work,  De  Motu  Cordis 
et  Sanguinis,  on  the  circulation  of  the  blood.  He  was 
the  first  to  prove  that  blood  does  truly  circle  the  body  to 
return  whence  it  came.  Malpighi  of  Pisa,  the  most  not- 
able creative  medical  personality  in  the  middle  of  the 
century,  became  the  greatest  miscroscopist  and  is  known  as 
the  father  of  embryology.  His  conspicuous  contribution 
was,  “The  Formation  of  the  Chick  in  the  Egg;  from  the 
time  the  little  opaque  spot  appears  in  the  egg  until  it  be- 
comes a living,  breathing,  feathered  bird.”  Throughout 
this  book  the  author  enriches  his  text  with  much  racy 
contemporaneous  history.  He  is  so  bountifully  bubbling 
over  with  it  that  it  fairly  drips  from  his  pen  and  it 
vastly  enriches  the  book.  He  is  an  antiquarian  redivivus. 

For  lack  of  space  we  must  skip,  and  dip  into  only  a few 
of  the  succulent  spots  here  and  there.  Many  pages  are 
given  to  the  scandalous  methods  of  obtaining  bodies  as 
late  as  the  nineteenth  century.  Dissection  was  not  legal- 
ized in  Great  Britain  until  1832.  Corpses  were  stolen 
from  graveyards  almost  before  the  mourners  had  departed. 
The  demand  for  them  was  so  great  that  body-snatchers 
took  to  murder  to  kindly  facilitate  the  supply  for  dissec- 
tion. A progressive  couple  in  Edinburgh,  to  stimulate 
anatomic  science,  even  went  so  far  as  to  murder  a score 
of  persons  by  plying  them  with  drink  and  then  smothering 
them  in  bed  clothes.  The  price  of  “a  stiff”  was  about 
fifty  dollars  but  the  punishment  for  stealing  corpses  was 
slight.  A couple  were  jailed  a month  for  stealing  a 
cadaver,  but  were  later  transported  for  seven  years  for 
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carelessly  stealing  a stocking  on  one  of  the  bare  legs  of 
the  corpse.  The  reviewer's  grandfather  rehnquished 
medicine  in  Boston  at  this  period  (1830)  because  mixed 
up  in  a riot  caused  by  the  looting  of  bodies  from  grave- 
yards. 

The  author's  descriptions  of  the  private  as  well  as  the 
professional  hves  of  his  subjects  are  lively  and  entrancing. 
He  shows  how  even  the  great  Robert  Koch  had  his  head 
turned  by  fame  and  fortune  so  that  he  put  aside  the  wife 
of  his  humble  beginnings  and  took  to  bride  the  charming 
Hedwig  Freiberg,  with  disastrous  consequences.  Dramatic 
is  the  account  of  Brown-Sequard  at  72,  a physical  and 
intellectual  wreck,  apparently  at  the  end  of  his  usefulness, 
impotent,  dyspeptic  and  dysuric.  He  suddenly  appears 
transfigured  before  the  leading  medical  society  in  Paris, 
rejuvenated  and  unquestionably  in  the  very  prime  of  hfe, 
demonstrating  by  incontrovertible  tests  his  enormous  in- 
crease in  strength  and  energy.  This  miracle  he  had  per- 
formed on  himself  with  testicular  emulsion.  A veritable 
hurricane  of  GaUic  wrath  and  incredulity  was  the  out- 
come and  yet  herein  we  find  the  birth  of  endocrine 
therapy. 

Perhaps  no  part  of  the  book  will  interest  its  readers 
more  than  Medicine  in  America.  The  much  discussed 
history  of  ether  anesthesia — the  great  American  contribu- 
hon  to  medicine — ^is  further  illumined  by  the  story  of  Long 
of  Georgia  a kind  of  “mute,  inglorius  Milton,”  who  truly 
discovered  ether  anesthesia  four  years  before  the  now 
generally  accepted  discoverer,  Morton,  did.  Long  innocently 
and  mutely  excised  a tumor  of  the  neck  under  ether  ap- 
parently fully  satisfied  by  inscribing  on  the  tablets  of  his 
ledger  a charge  of  two  dollars,  for  both  operation  and 
ether,  as  his  reward.  Sad  and  pathetic  was  the  outcome 
of  the  later  struggle  among  the  contestants  for  the  honor 
of  the  discovery  of  anesthesia.  Of  the  four  claimants. 
Wells  and  Jackson  died  insane,  Morton  died  in  poverty 
and  Long  in  obscurity.  Of  such  is  fame.  No  single 
volume  on  the  history  of  medicine  equals  the  present  in 
style,  scope,  sagacity  or  success.  Winslow. 

The  Way  of  Health  Insurance.  By  A.  M.  Simons 
and  Nathan  Sinai  of  the  Research  Staff  on  the  Study 
of  Dental  Practice  of  the  American  Dental  Association, 
215  pp.  $2.00.  University  of  Chicago  Press,  Chicago, 
1932. 

For  the  past  fifty  years  health  insurance  has  been 
enjoyed  on  the  continent  of  Europe.  During  that  time 
it  has  shown  a steady  increase  in  the  number  insured, 
and  the  scope  of  the  insurance  has  spread  into  other 
avenues,  as  burial,  unemployment,  nursing,  maternity, 
old  age  and  others.  The  world-wide  depression  has 
caused  profound  interest  in  this  subject  in  America. 
Poverty  and  sickness  go  hand  in  hand.  The  American 
Dental  Association  at  its  Annual  Meeting  during  1930 
recognized  the  importance  of  the  subject  to  the  dental 
profession  and  allotted  funds  to  make  a study  in  Europe 
and  America  of  health  insurance  in  general.  As  a re- 
sult of  this  study  we  have  this  admirable  report,  by  far 
the  most  concise,  broad,  intelligent  and  readable  book 
on  the  subject  to  date.  It  takes  up  the  history  of  health 
insurance,  the  cause  for  its  establishment,  and  shows 
its  development  step  by  step,  from  pay  for  loss  of  time, 
due  to  sickness,  to  supplying  a medical  service  for  in- 


jured workmen,  later  for  noncompensatory  illness,  de- 
pendents of  workmen,  and  the  gradual  assuming  of  the 
responsibihty  of  these  funds,  and  functions  by  the  State 
and  Federal  Government. 

One  chapter  is  devoted  to  the  German  insurance  system, 
which  is  the  oldest,  being  introduced  by  Bismarck,  prob- 
ably first  as  a political  expediency,  and  later  taken  up 
by  all  the  various  political  parties,  so  that  it  is  firmly 
and  permanently  entrenched  on  the  lives  of  the  German 
people.  Another  chapter  describes  British  health  in- 
surance, showing  the  slight  difference  in  appHcation  from 
the  German  system.  While  these  systems  require  changes 
from  year  to  year,  general  acceptance  by  the  people 
has  been  overwhelmingly  popular,  and  a protection  which 
they  will  not  do  without. 

One  of  the  most  interesting  chapters  is  “The  Effect 
on  Medical  Professions".  The  professional  income,  in 
which  the  doctors  are  rather  keenly  interested,  shows 
that  the  average  income  in  Great  Britain  is  as  high  as 
that  of  the  United  States.  In  Germany  it  is  somewhat 
lower,  probably  due  to  the  general  economic  conditions. 
In  France,  as  a result  of  the  adoption  of  a program 
last  year,  the  doctors  were  paid  directly  by  the  patients 
with  funds  supplied  through  their  insurance.  Inspectors 

are  necessary  to  check  up  abuses  of  insurance  funds 

both  by  the  profession  and  by  the  insured.  The 

International  Medical  Association,  which  has  waged  a 
continuous  fight  against  the  abuses  of  insurance,  has 
formulated  a complete  program  of  the  points  which  it 
considers  essential  for  the  defense  of  the  medical  pro- 
fession in  a system  of  insurance.  The  first  paragraph 
to  the  preamble  of  the  program  says;  “The  International 
Medical  Association  fully  approves  of  the  principle  of 
sickness  insurance,  which  represents  a great  social  ad- 
vance as  well  as  powerful  factor  in  the  prosperity  and 
wellbeing  of  the  nation.” 

A splended  chapter  is  devoted  to  “General  Social 

Effects”,  which  gives  a rather  broad  view  of  insurance 
protection  in  general,  a part  of  which  is  necessarily 
medicine.  One  subject  in  which  the  doctor  in  general 
would  be  interested,  is  the  “Outlook  for  Health  In- 
surance in  the  United  States”.  A profound  study  was 
made  independently  by  three  of  four  bureaus  on  the 
minimum  budget  for  a family  of  five.  These  figures  run 
from  $1700  to  $2200  a year.  Also  the  National  Bureau 
of  Economic  Research  has  tabulated  the  incomes,  and 
findings  that  85  per  cent  of  aU  wage  earners  come  under 
$2000  per  annum,  94  per  cent  under  $3000  and  98  per 
cent  under  $5000,  which  gives  one  an  idea  of  the  buying 
power  of  the  average  family,  and  clearly  shows  that 
his  ability  to  buy  medical  service  is  not  great,  even  in 
this  so-called  wealthy  country.  The  author  points  out 
the  fallacy  of  the  medical  profession  in  taking  a negative 
stand  on  the  question,  and  what  has  always  resulted 
from  such  an  attitude  in  other  countries.  When  an  idea 
once  seizes  the  American  attention  it  is  likely  to  be 
pushed  to  the  extreme,  as  we  have  seen  in  the  case  of 
the  care  of  the  ex-service  men. 

The  present  medical  insurance  development  of  the 
United  States  consists  largely  of  group  insurance.  At 
the  present  time  there  are  over  7,000,000  employed 
under  this  type  of  insurance  care,  with  $10,000,000,000 
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of  insurance  protection.  V/orkmens  compensation  laws, 
self'insurance,  fraternal  organizations,  military  pensions, 
group  clinics,  hospital  associations  and  individuals  who 
contract  to  supply  medical  service  at  a fixed  fee  by  a 
wage  deduction,  are  all  types  of  health  insurance  now 
in  operation. 

The  conclusions  in  brief  are  as  follows: 

1.  There  is  frequently  no  important  opposition  to 
health  insurance  in  any  country  where  it  now 
exists. 

2.  Health  insurance  laws  were  primarily  introduced 
to  combat  poverty  in  time  of  sickness. 

S.  Every  attempt  to  apply  the  principles  of  voluntary 
insurance  on  a large  scale  has  proved  to  be  only 
a longer  or  shorter  bridge  on  the  way  to  a com' 
pulsory  system. 

4.  There  is  practically  no  opposition  in  the  medical 
profession  of  any  insurance  country  to  the  princi' 
pie  of  insurance.  In  spite  of  sharp  criticism  and 
violent  denunciations  of  details,  the  national  as' 
sociation  of  physicians  and  dentists  have,  over  and 
over,  formally  approved  the  provision  of  health 
care  to  the  lower-income  classes  through  insurance. 

5.  Dentistry  has  been  included  in  all  insurance 
schemes. 

6.  There  is  practically  unamimous  agreement  that  the 
insured  receive  better  medical  care  than  they  did 
before  they  were  insured. 

7.  There  is  wide  variation  in  professional  income 
under  insurance,  but  they  will  average  at  least  as 
high,  and  probably  somewhat  higher,  than  they 
were  in  private  working  class  practice  before  in- 
surance. 

8.  In  every  insurance  system  there  has  been  a fairly 
steady  increase  in  the  number  of  persons  sick  and 
in  the  number  of  days  of  sickness  per  capita  an- 
nally. 

9.  A comparative  study  of  many  insurance  systems 
seems  to  justify  the  conclusion  that  the  evils  of 
insurance  decrease  in  proportion  to  the  degree  that 
responsibilities,  with  accompanying  powers  and 
duties,  are  intrusted  to  the  medical  profession. 

The  reviewer  connot  recommend  this  book  too  highly 
for  a survey  of  the  social  question  of  health  insurance, 
and  feels  that  every  medical  man  should  be  posted  on 
the  subject,  not  only  for  the  welfare  of  his  patients, 
but  his  own  immediate  interest.  Peacock. 

Electrosurgery.  By  Howard  A.  Kelly,  M.D.,  LL.D., 
F.A.C.S.,  Baltimore,  Maryland,  and  Grand  E.  Ward,  M.D.. 
F.A.C.S.,  Baltimore,  Maryland.  30?  pages  with  382  il- 
lustrations by  William  P.  Didusch  and  others.  Philadel- 
phia and  London:  W.  B.  Sannders  Company,  1932.  Cloth, 
$7.00  net. 

The  author  of  this  volume  has  of  recent  years  been  an 
enthusiastic  advocate  of  electrosurgery.  He  beh'eves  it 
opens  up  a vista  destined  in  no  small  measure  to  replace 


scalpel,  ligature  and  hand  contacts  with  wounds.  Whether 
this  agent  owes  its  potency  exclusively  to  heat  developed 
within  the  tissues  or  whether  it  possesses  some  specific 
biophysical  quaUty  is  a question  to  be  decided  in  the  fu- 
ture. Chapters  dealing  with  physics  of  high  frequency 
currents,  chnical  and  laboratory  observations  and  general 
principles  are  followed  by  descriptions  of  the  apphcation 
desiccation,  electrocoagulation  and  use  of  the  electrosur- 
gical  knife.  The  apphcation  of  these  agencies  is  described 
for  treatment  of  tumors  and  maUgnancies  of  the  skin  and 
oral  cavity,  bladder  and  other  organs.  A profusion  of  il- 
lustrations amphfies  each  surgical  procedure.  Thus  elec- 
trocoagulation of  tonsil  is  described  in  detail  as  well  as 
amputation  of  the  breast.  Certain  forms  of  mihgnancy 
considered  inoperable  may  be  benefited  by  these  measures 
with  subsequent  years  of  comparative  comfort.  The 
various  growths  which  can  be  removed  by  these  forms  of 
treatment  present  an  interesting  study  to  any  surgeon 
which  he  will  find  clearly  described  in  this  volume. 

New  and  Nonofficial  Remedies,  1932,  containing 
descriptions  of  the  articles  which  stand  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  on  Jan.  1,  1932.  Cloth.  Price,  post- 
paid, $1.50.  Pp.  492.  Ivi.  Chicago:  American  Medical 
Association. 

This  pubhcation  hy  the  Council  on  Pharmacy  and 
Chemistry  has  become  a book  of  comparatively  large  size. 
It  includes  a mass  of  information  regarding  accepted  drugs 
and  compounds.  The  author  states  that  the  descriptions 
of  accepted  articles  are  based  in  part  on  investigations 
made  by  the  Council  and  in  part  by  information  supplied 
by  the  manufacturers.  There  is  a long  list  of  articles 
omitted  in  this  issue  because  the  distributors  did  not  bring 
evidence  to  demonstrate  their  continued  ehgibihty.  Other 
preparations  have  been  listed  which  have  been  accepted, 
following  revision  of  their  statements  concerning  standards 
and  physical  quahties.  In  addition  to  the  extensive  list  of 
accepted  preparations  there  is  an  appendix  of  fifty-four 
pages  of  articles  described  but  not  accepted.  This  is  a 
very  valuable  pubhcation  for  any  practitioner  who  desires 
to  distinguish  between  accepted,  ethical  preparations  and 
those  which  are  shady  or  on  the  border  hne. 

Medical  Clinics  of  North  America.  (Issued  serially, 
one  number  every  other  month.)  Volume  16,  Number  1. 
(Philadelphia  Number — July  1932)  Octavo  of  290  pages 
with  7?  illustrations.  Per  Clinic  year,  July  1932  to  May 
1933.  Paper,  $12.00;  Cloth,  $16.00  net.  Philadelphia  and 
London:  W.  B.  Saunders  Company,  1932. 

This  volume  contains  contributions  from  thirty-three 
Philadelphia  internists,  covering  a large  hst  of  medical 
pathology.  Strecker  discusses  schizophrenia  or  dementia 
precox.  This  quite  common  form  of  mental  disturbance 
is  illustrated  by  several  cases  with  an  analysis  of  the  lead- 
ing manifestations  and  an  attempted  explanation  of  the 
abnormal  mentality.  “Shoulder-top-pain,”  caused  by  noxi- 
ous stimulation  of  the  terminal  branches  of  the  afferent 
fibers  of  the  phrenic  nerve,  is  described  by  Kalteycr. 
Known  also  as  phrenic  nerve  pain,  it  is  a distinct  symptom 
of  certain  disturbances  of  the  diaphragm  which  receives  dis- 
tributions from  the  nerve  thus  involved.  Ch'nical  cases 
are  presented,  illustrating  gastric  and  duodenal  ulcer,  vari- 
ous phases  of  circulatory  disturbances  and  many  other 
common  as  well  as  uncommon  medical  conditions. 
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TREATMENT  OF  EMPYEMA  THORACIS* 
Ralph  C.  Matson  M.D.  F.A.C.S. 

PORTLAND,  ORE. 

A detailed  discussion  of  the  treatment  of  thoracic 
empyema  would  require  more  time  than  can  be 
allotted  this  paper.  However,  since  the  World 
War  the  treatment  of  acute  thoracic  empyema  has 
been  fairly  well  standardized,  due  largely  to  the 
Empyema  Commission  and  the  researches  of  Gra' 
ham  and  Bell.  It  may  be  summarized  briefly  as 
follows:  Forced  fluids,  high  caloric  diet  (the  aver- 
age  adult  requires  3300  to  3500  calories  daily  to 
gain  weight) ; lactose  disguised  in  fruit  juices  may 
be  given  to  provide  adequate  caloric  intake;  alka- 
lies  and  dextrose  intravenous,  if  necessary,  should 
be  given  to  combat  acidosis. 

Emergency  rib  resection,  even  aspiration,  is  rare' 
ly  justified  during  the  acute  stage  of  thoracic  em' 
pyema,  although  the  patient  may  be  dangerously 
ill.  If  pressure  symptoms  require  immediate  re' 
lief,  one  may  aspirate,  but  it  is  well  to  remember 
that  the  exudate  formation  is  a protecitve  mechan' 
ism  to  splint  the  lung  and  fix  the  mediastinum, 
and  death  in  this  stage  is  not  due  to  the  absorption 
of  exudate  but  to  the  underlying  disease.  After 
the  acute  stage,  one  should  resort  to  periodic  aspir' 
ation  with  air  replacement  of  the  pus.  The  streptO' 

‘From  the  Department  of  Medicine,  University  of  Oregon 
Medical  School,  and  the  Department  of  Thoracic  Surgery, 
Portland  Open  Air  Sanatorium. 

♦Read  before  the  Thirty-Ninth  Annual  Meeting  of  Idaho 
State  Medical  Association,  Boise,  Ida.,  Sept.  29-30,  1931. 


Fig.  1.  A,  13  gauge  needle.  C,  observation  of  same  caliber 
and  rubber  tubing.  B,  100  cc.  Luer  syringe  with  author’s 
three-way  stopcock. 


coccal  type  should  be  aspirated  frequently,  several 
times  daily  if  necesary;  the  pneumococcal  type  re' 
quires  aspiration  less  frequently  (every  day  or 
two),  and  the  tuberculous  type  still  less  frequently 
(every  few  days  to  a week  or  more),  depending 
upon  the  temperature  and  rapidity  of  fluid  reac' 
cumulation. 

For  aspiration  with  air  replacement,  we  employ 
a 100  cc.  Luer  syringe  with  a four'way  stopcock** 
(fig  1),  instead  of  the  Potian  apparatus.  This  aS' 
sembly  is  far  superior  to  any  other  apparatus.  The 
fouT'way  stopcock^  which  I have  designed  enables 
one  to  aspirate  pus,  evacuate  it  into  a container 
quickly,  and  replace  it  with  air  or  salt  solution  at 
once;  this  is  achieved  with  little  or  no  change  in 
the  intrapleural  pressure.  If  one  desires  to  intrO' 
duce  other  substances  after  washing  out  the  pleural 
cavity  with  salt  solution,  it  is  done  most  simply, 
and  throughout  the  entire  procedure  there  is  no 
contamination  with  pus.  As  each  50  to  100  cc.  of 

♦♦Manufactured  by  Beacon,  Dickinson  and  Company,  Ruther- 
ford, N.  J. 
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pus  is  withdrawn,  it  is  immediately  replaced  with 
air.  Thus  the  intrapleural  pressure  and  its  in- 
fluence upon  the  lymph  and  blood  stream  is  only 
slightly  changed,  and  reaction  avoided. 

If  the  pleural  cavity  is  to  he  washed  out  with 
salt  solution,  we  aspirate  the  pus,  replacing  it  with 
air  as  each  100  cc.  of  pus  is  removed.  After  the 
pleural  cavity  is  free  of  pus,  salt  solution  is  intro- 
duced 100  cc.  at  a time  and  100  cc.  of  a r aspirat- 
ed. After  several  hundred  cubic  centimeters  of 
salt  solution  have  been  introducd  in  this  manner, 
the  patient,  if  his  condition  justifies  it,  is  turned 
about  in  various  positions  in  order  to  wash  debris 
from  the  walls  of  the  pleural  cavity.  It  is  then 
aspirated  and  replaced  with  air  in  the  manner  men- 
tioned above  (fig.  2). 

Eliasi  claims,  in  his  report  in  1925,  covering 
several  years  experience,  to  have  been  the  first  to 
utili2;e  aspiration  and  air  replacement  in  the  treat- 
ment of  thoracic  empyema.  But  we  have  used  this 
procedure  routinely  since  1910,  and  I am  certain 
that  other  Amer'can  workers  employed  this  method 
at  about  the  same  time.  This  procedure  was  car- 
ried out  by  us  regularly  until  192?i,  when  we  saw 
the  work  of  Burnard  at  Leysin,  Switzerland,  on 
oleothorax  treatment  in  empyema,  particularly  those 
of  tuberculous  origin.  Convinced  of  its  value,  wc 
adopted  it  in  selected  cases.  However,  during  the 
past  six  years  we  have  found  it  advantageous  to 
make  many  changes  in  the  technic.  We  prepare  a 
1 per  cent  so’ution  as  follows:  Remove  the  cap  of 
one  bottle  containing  500  cc.  nujol,  add  5 cc.  go- 
menol  and  plug  with  cotton  and  gauze  pledgets, 
covering  mouth  of  bott’e  with  squares  of  rubber 
sheeting.  Then  autoclave  for  twenty  minutes  at 
thirty  pounds  pressure,  using  the  original  nujol 
bottle.  After  sterilization,  let  mixture  stand  for 
three  weeks  to  allow  it  to  become  thoroughly  dif- 
fused before  using.  Higher  concentration  of  go- 
menol  are  prepared  in  the  same  manner,  obviously 
by  removing  more  nujol  from  the  bottle  as  neces- 
sary. 

In  nontuberculous  types  of  empyema,  we  aspir- 
ate the  pus  and  replace  with  air.  If  there  is  dis- 
placement of  the  heart  and  mediastinum,  only  suf- 
ficient air  is  introduced  to  permit  these  structures 
to  assume  a normal  position.  Frequent  fluoroscop'c 
studies  or  roentgenograms  should  be  made  to  check 
the  intrathoracic  changes.  If  the  temperature  is 
not  lowered  satisfactorily,  we  aspirate  the  pus,  re- 
place it  w th  air,  and  then  wash  out  the  pleural 

1.  Elias,  H. : Pneumothorax  Treatment  in  Acute  Empyema. 
Mitt.  a.d.  Grenzgeb  d.  Med.  u Chir.,  38:.543-549.  1925. 


Fig.  2.  Shows  method  of  aspirating  pleural  cavity  and  re- 
placing exudate  with  other  fluids  or  air. 


cavity  with  salt  so’ution.  If  gomenol  is  introduced, 
the  patient  is  now  placed  on  his  good  side  with  the 
pneumothorax  side  up,  and,  according  to  the  type 
of  case,  50  to  100  cc.  of  5 to  10  p.r  cent  gomenol*** 
is  injected;  the  needle  is  opened  and  air  allowed  to 
enter  or  pass  out,  restoring  the  intrathoracic  pres- 
sure to  neutra’.  This  procedure  is  controlled  by 
the  roentgen  ray  and  the  patient’s  clinical  condi- 
tion, and  repeated,  as  indicat  d by  such  studies, 
until  finally  no  air  is  introduced  or  even  aspir- 
ated and  the  lung  expanded  as  soon  as  possible. 

In  the  tuberculous  types  of  empyema,  1 per  cent 
gomenol  is  used  in  the  same  manner.  The  gomenol 
percentage  may  be  increased  gradually  to  10  per 
cent  as  indicated  (fig  3).  The  pyothorax,  how- 
ever, is  converted,  step  by  step,  into  an  oleothorax, 
and  the  lung  held  in  a collapsed  state  by  gomenol 
as  long  as  the  underlying  tuberculous  process  sug- 
gests maintaining  a lung  collapse.  We  have 
maintained  a lung  collapse  in  this  manner  for  from 
four  to  six  years  before  expanding  the  lung. 

If  the  above  method  is  not  sufficient  to  control 
temperature  and  keep  the  pleural  cavity  essentially 
free  of  purulent  exudate,  it  should  be  washed  out 
thoroughly  with  a large  amount  of  normal  salt 
so’ution  or  1 per  cent  Dak’n’s  solut'on.  This  is 

***OiI  of  Xiaonli  (gomenol).  Manufactured  by  Pritzsche 
Bros.,  Inc.,  New  York  City. 
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best  accomplished  by  introducing  two  13  gauge 
needles,  one  at  the  upper  limit  of  the  empyema 
cavity  and  one  at  the  lower,  placing  the  needles 
in  such  a manner  that  the  irrigating  solution  is 
introduced  at  one  point,  washing  the  entire  cav- 
ity  and  passing  out  through  the  other  needle  (fig. 
4).  By  this  method,  5,000  to  10,000  cc.  of  irri' 
gating  solution  may  be  run  through  the  pleural 
cavity  at  one  sitting.  Frequently  a few  such  ir- 
legations  are  sufficient  to  control  temperature,  af- 
ter  which  one  can  again  resort  to  simple  aspira- 
tion,  etc. 

If,  in  spite  of  such  conservative  treatment,  the 
temperature  and  purulent  exudate  formation  re- 
mains uncontrolled,  a closed  tube  intercostal  drain- 
age should  be  established,  and  after  the  acute  stage 
the  Carrel'Dakin  treatment  begun.  For  irrigation, 
this  treatment  is  particularly  valuable  in  prevent- 
ing chronic  empyema  because  of  its  solvent  ac- 
tion on  the  organized  fibrin  and  lymph  which 
forms  on  the  visceral  pleura,  causing  thickening 
and  preventing  expansion  of  the  lung.  If  a bron- 
chopleural fistula  is  present,  the  Carrel-Dakin 
treatment  is  contraindicated  because  it  is  irritating 
to  the  bronchial  mucosa  and  provokes  coughing 
paroxysms.  Furthermore,  it  prevents  healing  of 
the  fistula  by  dissolving  the  fibrous  plug,  often 
closing  it.  Saline  solution  may  be  used  for  irri- 
gation, if  a bronchopleural  fistula  is  present,  but 
it  should  be  employed  cautiously,  as  a coughing 
paroxysm,  which  is  often  provoked  immediately 


when  irrigation  is  begun,  may  not  be  incited  un- 
til the  pleural  cavity  contains  a considerable 
amount  of  salt  solution,  at  which  time  this  and 
purulent  material  may  be  suddenly  spilled  over 
into  the  other  lung  during  coughing,  causing  aspir- 
ation pneumonia. 

As  soon  after  the  acute  stage  as  possible  (ex- 
cepting in  the  tuberculous  types)  an  effort  to 
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reexpand  the  lung,  by  the  use  of  blow  bottles, 
should  be  attempted.  If  the  pyothorax  has  been 
treated  by  aspiration  and  air  replacement,  with  or 
without  gomenol,  or  if  there  is  a bronchopleural 
fistula  present,  blow  bottles  are  contraindicated  be- 
cause,  in  the  first  instance,  the  lung  cannot  be  ex' 
panded  against  the  cushion  of  air,  and  there  is 
danger  that  blowing  may  result  in  lung  perforation. 
If  a bronchopleural  fistula  is  present,  blow  bottles 
serve  only  to  increase  the  lung  collapse  and  pre' 
vent  closure  of  the  fistula.  Instead  of  using  blow 
bottles  in  the  closed  pneumothorax,  the  lung  is 
expanded  by  gradually  aspirating  pus  and  not  re' 
placing  with  air,  and  ultimately  when  no  pus  re' 
mains,  by  gradually  aspirating  the  air  or  gomenol. 

A rib  resection  ought  to  be  resorted  to  only 
after  repeated  aspiration  and  failure  of  closed  tube 
drainage,  but  it  is  seldom  necessary,  except  in  the 
pneumococcal  type,  where  the  pus  is  too  thick 
to  aspirate  or  drain  by  the  intercostal  method.  Rib 
resection  may  also  be  necessary  when  it  is  found 
that  entering  the  pleural  cavity  with  a needle  is 
difficult  because  of  the  narrow  intercostal  spaces 
and  thickened  pleura,  and  adequate  drainage  can' 
not  be  established  by  the  intercostal  route. 

In  acute  empyema  caused  by  lung  abscess,  one 
must  bear  in  mind  that  open  tube  drainage  of  the 
pleural  cavity  does  not  drain  the  pneumonic  prO' 
cesses  surrounding  the  abscess  cavity  which  is 
present  during  the  acute  stage.  Consequently, 
with  a free  opening  of  the  chest  wall,  the  effective' 
ness  of  coughing  to  empty  the  area  is  greatly  re' 
duced.  . If  tube  or  intercostal  drainage  becomes 
necessary,  the  tube  should  be  placed,  when  pos' 
sible,  where  the  patient,  unaided,  can  eventually 
irrigate  the  pleural  cavity  and  change  the  dressings, 
thus  sim.plifying  home  care.  The  lateral  chest 
wall  is  desirable  because,  if  the  process  becomes 
chronic,  and  radical  procedures,  such  as  thor' 
acoplasty,  are  necessary  to  obliterate  the  cavity, 
it  is  better  to  have  the  posterior  operative  field 
free  of  a pleurocutaneous  fistula.  The  massive, 
diaphragmatic,  peripheral  or  lateral  types  of  em' 
pyema  can  all  be  drained  through  the  lateral  chest 
wall,  and  the  tube  should  be  as  near  the  midaxil' 
lary  line  as  possible,  for  the  reason  that  if  a major 
thoracotomy  or  undecking  operation  is  necessary, 
it  can  be  done  with  least  sacrifice  of  muscle. 
Moreover,  if  a thoracoplasty  is  also  necessary,  as 
has  been  mentioned,  one  has  an  uncontaminated 
field  of  operation. 


For  intercostal  tube  drainage,  a rubber  tube  is 
preferable  to  a catheter  because  of  the  former’s  ; 

larger  lumen.  The  tube  should  be  placed  as  near  ' 

as  possible  to  the  base  of  the  empyema  to  avoid 
retention  of  pus  below  the  site  of  the  entrance 
of  the  tube,  and  it  is  essential  that  the  tube  is  1 
not  introduced  too  far,  leaving  a reservoir  of  pus  ! 
below  the  intrathoracic  opening  of  the  tube.  The 
proper  site  of  introduction  should  be  determined 
by  stereoroentgen  study  and  exploratory  puncture  ' 
of  the  thorax. 

If  rib  resection  is  undertaken,  the  rib  ends  should  ' 
be  plugged  with  bone  wax  after  resection,  before 
the  pleura  is  opened  to  prevent  osteomyelitis  of  the 
rib.  After  such  resection  and  tube  drainage,  any 
of  the  well  known  methods  of  maintaining  a closed 
tube  drainage  with  suction  and  irrigation  with 
Dakin  solution  may  be  used.  Again,  it  is  essential 
to  determine  the  lowest  level  which  will  provide 
drainage  without  a residual  pocket.  It  is  also  import' 
ant  to  use  a tube  which  will  provide  drainage  at 
the  floor  of  the  empyema  cavity.  We  prefer  a 
Pezzar  or  Kelly  tube  for  this  type  of  drainage.  The 
former  is  better  than  an  ordinary  catheter  or  tube 
for  intercostal  drainage  because  the  flange  prevents 
the  tube  from  slipping  out.  The  latter  is  preferable 
for  costal  drainage  because  the  outside  cuff  prevents 
the  tube  from  passing  in.  At  the  same  time  the 
tube  provides  a large  opening  close  to  the  chest 
wall,  thereby  assuring  good  drainage. 

By  these  methods  acute  empyema  per  se  should 
have  no  mortality,  and  chronic  empyema  should  be 
prevented.  If  these  general  principles  are  followed, 
approximately  10  per  cent  of  the  acute  empyemas, 
including  the  tuberculous,  will  be  cured  by  aspira' 
tion  and  air  replacement  alone;  60  to  7?  per  cent 
will  be  cured  by  aspiration  and  irrigation  with 
salt  solution,  or  oleothorax,  with  an  occasional  clos' 
ed  tube  drainage  and  Carrel'Dakin  treatment  later. 
Perhaps  25  per  cent  of  this  latter  group  will  re' 
quire  minor  surgical  procedures.  About  5 per 
cent  of  the  acute  cases  will  require  rib  resection, 
and  not  over  5 per  cent  of  the  entire  group  of 
acute  empyemas  should  become  chronic. 

Chronic  empyema  is  usually  the  result  of  un' 
recognized  empyema,  or  failure  to  institute  treat' 
ment  until  the  pleura  becomes  rigid.  Other  causes 
are  early  rib  resection  with  the  tube  improperly 
placed,  or  draining  by  the  closed  tube  method  with 
the  tube  too  high,  or  with  too  small  a tube  to  pro' 
vide  adequate  drainage,  or  failure  to  use  Dakin 
solution  to  remove  deposits  of  fibrin.  Some  are  due 
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to  osteomyelitis  of  the  rib  because  of  failure  to  use 
bone  wax;  a few  are  caused  by  bone  sequestra  left 
in  the  pleural  cavity.  A small  group  are  caused  by 
the  drainage  tube  being  left  in  too  long,  acting  as 
a foreign  body.  Patients  sometimes  cling  to  it,  fear- 
ing  removal  of  the  tube  when  there  is  no  occasion 
for  its  presence.  Correction  of  these  faults  often 
brings  about  recovery. 

The  great  majority  of  chronic  cases  of  this  type 
coming  under  our  observation  are  those  wherein 
a rib  resection  was  performed  the  moment  a diag- 
nosis of  empyema  was  made.  Almost  invariably  the 
resection  was  made  too  high,  leaving  a residual 
pocket  below  the  tube,  thereby  subjecting  the  pa- 
tient to  a long  drawn-out  convalescence,  terminat- 
ing in  chronic  empyema  Vv^ith  a discharging  pleuro- 
cutaneous  fistula  which  persists  sometimes  for 
years,  a curse  to  the  patient,  a nightmare  to  the 
practitioner  and  a trial  to  the  surgeon,  as  repeated 
surgical  operations  are  often  necessary  to  obliterate 
the  cavity. 

In  the  treatment  of  chronic  empyema  with  tube 
drainage,  the  first  procedure  consists  in  determin- 
ing whether  the  tube  is  properly  placed,  leaving  no 
reservoir  below  its  entrance  into  the  pleural  cavity; 
second,  the  existence  of  a bronchopleural  fistula, 
as  well  as  a pleurocutaneous  fistula,  must  be  deter- 
mined; third,  a painstaking  study  to  determine  the 
location  of  the  empyema  and  its  capacity;  fourth, 
the  lung  expansibility;  fifth,  the  nature  of  the  in- 
fection. 

The  presence  of  reservoirs  below  the  tube  en- 
trance is  readily  demonstrated  on  the  upright  roent- 
gen film  after  the  injection  of  a radiopaque  sub- 
stance through  the  drainage  tube. 

A bronchopleural  fistula  may  be  suspected  if 
the  patient  raises  large  quantities  of  sputum  with 
clinical  or  roentgenologic  evidence  of  empyema,  and 
an  absence  of  lung  suppuration  per  se.  This  is  best 
accomplished  by  injecting  skiagenol  through  the 
drainage  tube  into  the  empyema  cavity  while  the 
patient  is  on  the  fluoroscopic  table.  One  then 
studies  the  flow  of  the  skiagenol,  and  if  it  enters 
the  bronchial  tree,  the  location  of  the  entrance  is 
readily  determined.  The  presence  of  a broncho- 
pleural fistula  may,  in  cases  where  no  tube  drain- 
age exists,  be  adjudged  by  injecting  methylene 
blue  into  the  pleural  cavity  and  looking  for  traces 
of  it  in  the  sputum,  or  one  may  use  a few  cubic 
centimeters  of  1 per  cent  gomenol  in  the  same  man- 
ner. If  a bronchopleural  fistula  is  present,  the 
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gomenol  is  expectorated,  and  the  odor  and  taste  arc 
very  characteristic. 

The  determination  of  the  presence  of  a pleuro- 
cutaneous fistula  needs  no  comment,  as  it  is  very 
evident,  except,  perhaps,  in  some  cases  wherein 
fistulae  resulted  from  infected  needle  tracks.  Here, 
again,  the  radiopaque  oil  will  serve  to  differen- 
tiate between  chest  wall  sinuses  and  pleurocutan- 
eous fistulae. 

In  cases  with  tube  drainage  and  in  the  absence 
of  a bronchopleural  fistula,  the  location  of  the 
empyema  and  its  capacity  is  determined  by  stereo- 
roentgen film  study  after  filling  the  empyema  cav- 
ity with  a radiopaque  substance.  This  can  be  in- 
jected through  the  tube,  allowing  air  to  escape, 
the  patient  being  placed  on  the  table  with  the  drain- 
age tube  uppermost.  The  radiopaque  substance  is 
introduced  until  the  cavity  is  full. . The  measured 
quantity  of  the  radiopaque  oil  required  to  fill  the 
cavity  is  obviously  the  capacity  of  the  empyema 
(providing  here  is  no  residual  purulent  exudate) 
If  the  cavity  is  large  (several  hundred  cubic  centi- 
meters), its  capacity  may  be  ascertained  in  a less 
expensive  way  by  filling  with  salt  solution;  but  thjs, 
of  course,  does  not  permit  roentgen  visualization 
to  outline  the  cavity.  If  the  cavity  is  smaller,  it 
is  preferably  filled  with  skiagenol,  or  20  per  cent 
solution  of  sodium  bromide.  Of  the  two  substances, 
skiagenol  gives  the  finest  picture  and  is  very  un- 
likely to  be  followed  by  any  pleuritic  reaction. 
It  may  be  safely  used  in  tuberculous  empyema, 
whereas  20  per  cent  sodium  bromide,  while  less 
expensive,  often  causes  febrile  reactions  lasting 
several  days,  and  often  proves  irritating  in  tuber- 
culous empyema. 

When  no  bronchopleural  fistula  exists,  and  open 
drainage  has  been  established,  the  expansibility  of 
the  lung  is  determined  by  repeated  fluoroscopic 
study  and  measurements  of  the  empyema  capacity. 
The  nature  of  the  infection  is  determined  by  the 
clinical  history  of  the  case  and  bacteriologic  study 
of  the  pus. 

Chronic  empyema  is  sometimes  due  to  nontuber- 
culous  infections,  wherein  Dakin  treatment  has  not 
been  used.  Healing  often  takes  place  after  proper 
Dakin  treatment  has  been  instituted,  and  blow  bot- 
tles resorted  to,  in  order  to  expand  the  lung.  Week- 
ly measurements  of  the  empyema  capacity  and  roent' 
gen  studies  indicate  whether  the  blow  bottles  are 
expanding  the  lung  or  not. 
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We  are  very  much  interested  in  the  publication 
of  Eising2  on  the  use  of  ultraviolet  irradiated  petro- 
latum, and  have  used  this  method  in  a few  cases  of 
small  empyemas  with  pleurocutaneous  fistula.  We 
feel  it  is  of  value  and  deserves  further  study. 

In  spite  of  these  measures,  there  will  still  remain 
cases  of  chronic  empyema  with  discharging  pleuro- 
cutaneous and  often  bronchopleural  fistula,  require- 
ing  major  surgical  intervention  to  obliterate  the 
cavity.  Before  considering  major  operative  pro- 
cedures, the  general  condition  of  the  patient 
must  be  carefuly  determined.  Many  cases  suffering 
from  a long-standing  chronic  empyema  have  a dam- 
aged cardiovascular  renal  system,  and  are  poor 
surgical  risks.  Therefore  careful  laboratory  and 
clinical  studies  should  be  made,  and  the  patient 
brought  to  the  best  possible  general  condition  by 
high  caloric  diet,  increased  fluids,  dextrose  and 
blood  transfusions,  if  necessary,  before  undertaking 
any  operative  measures. 

The  extent  of  the  operation  is  dependent  upon 
the  size  of  the  cavity,  its  location  and  the  patient’s 
general  condition.  As  a preliminary  to  major  surg- 
ical procedures,  phrenic  neurectomy  is  often  of  tre- 
mendous value  to  lessen  the  size  of  the  cavity  and 
reduce  the  area  of  infected  pleura.  According  to 
our  experience,  if  the  empyema  cavity  holds  up- 
wards of  300  cc.,  with  no  tendency  to  diminish 
after  the  methods  outlined,  and  extends  from  the 
dome  of  the  pleural  cavity  to  the  base,  it  is  better 
to  perform  a complete  posterior  paravertebral  tho- 
racoplasty in  two  stages  for  the  purpose  of  col- 
lapsing the  chest  wall  and  decreasing  the  size  of 
the  pleural  cavity.  If  the  cavity  is  of  the  same 
type,  and  holds  upwards  of  500  cc.,  an  anterolater- 
al accessory  thoracoplastic  resection  of  the  upper 
three  to  five  ribs,  close  to  the  sterum,  will  give 
still  greater  reduction  in  the  size  of  the  empyema 
cavity.  And  in  such  cases  the  anterolateral  resec- 
tion should  follow  the  upper  phase  operation  with- 
out waiting  to  complete  the  lower  phase,  as  a much 
better  collapse  of  the  upper  chest  wall  will  be  ob- 
tained. 

For  anesthesia,  in  cases  with  normal  blood  pres- 
sure, we  usually  employ  sodium  amytal  intraven- 
ously in  hypnotic  doses,  after  a preliminary  mor- 
phine injection,  followed  by  local  anesthesia  with 
1 per  cent  novocaine  suprarenin.  And  if  a thora- 
coplasty is  done,  we  then  use  ethylene  gas.  If,  on 
the  other  hand,  an  undecking  operation  is  to  be 
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carried  out,  we  utilize  the  high  frequency  current 
(Bovie  unit|)  which  has  entirely  replaced  the  scal- 
pel in  our  empyema  surgery'.  The  operation  by 
this  method  is  executed  with  much  greater  speed 
because  there  is  infinitely  less  bleeding.  Nitrous 
oxide  oxygen  anesthesia  is  used  when  the  high  fre- 
quency current  is  employed.  During  the  opera- 
tion it  is  of  utmost  importance  to  check  the  blood- 
pressure  constantly,  and  any  change  suggesting 
shock  must  be  combated  at  once. 

After  operation,  stereoroentgen  studies  are  made, 
following  the  injection  of  skiagenol  preferably,  to 
determine  what  changes  have  taken  place  in  the 
empyema  cavity.  After  obliteration  of  the  cavity 
has  been  affected  in  the  upper  part  by  a partial 
or  complete  posterior  thoracoplasty,  with  antero- 
lateral resection  if  necessary,  and  the  capacity  has 
been  reduced  to  around  150  or  200  cc.,  and  maxi- 
mum chest  wall  collapse  has  been  obtained,  one  can 
now  consider  an  undecking  operation,  at  which 
time  the  empyema  cavity  will  be  laid  wide  open  by 
removal  of  the  ribs  with  periosteum  and  intercost- 
al muscles,  together  with  the  parietal  pleura  over 
the  entire  cavity. 

After  resecting  the  ribs  and  before  the  pleura 
is  sectioned,  the  rib  end  should  be  sealed  with  bone 
wax.  The  parietal  pleura  should  then  be  excised 
with  the  high  frequency  current  (Bovie  unit)  to 
its  reflection  upon  the  visceral  pleura,  leaving  no 
pockets.  At  this  time  the  visceral  pleura,  if  thick 
(which  it  frequently  is)  will  be  cross-hatched,  and 
if  necessary,  portions  of  the  thickened  pleura  re- 
moved. Should  a bronchopleural  fistula  be  present, 
it  should  be  closed,  if  possible.  The  skin  and  muscles 
are  brought  over  the  rib  ends,  sutured  to  the  pariet- 
al pleura  or  the  intercostal  muscles,  and  the  cavity 
is  left  wide  open.  Dakin  tubes  may  be  placed 
underneath  the  skin  flap  on  each  side  of  the 
wound.  The  wound  is  lined  with  vaseline  gauze, 
packed  with  vioform  gauze  and  the  dressings  ap- 
plied. 

After  thirty-six  to  forty-eight  hours  have  elapsed, 
the  wound  is  dressed  and  Carrel-Dakin  irrigation 
carried  out  as  often  as  the  case  demands.  The 
dressings  are  changed  daily  and  the  wound  ex- 
posed to  carbon  light  three  times  a week.  We 
prefer  therapeutic  C carbon.  Healing,  with  oblitera- 
tion of  the  cavity,  usually  begins  at  once.  In  the 
case  of  a cavity  with  a capacity  of  100  to  150  cc., 
healing  may  be  complete  in  three  months  in  the 
streptococcal  and  pneumococcal  varieties.  The  tu- 
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berculous  types  heal  more  slowly.  Supplementary 
procedures  to  open  up  residual  pockets  may  be  nee- 
essary.  These  can  be  done  with  the  high  frequen- 
cy current  under  local  anesthesia. 

Inasmuch  as  there  is  no  standardised  treatment 
of  chronic  empyema,  I shall  report  a few  cases  with 
comments,  illustrating  the  various  procedures  em- 
ployed. 

Case  1.  Acute  tuberculous  empyema,  closed,  (referred 
as  an  unresolved  pneumonia).  L.  Z.  H.  No.  4061.  Female, 
age  19  yrs.,  admitted  January  18,  1926. 

This  patient  was  extremely  emaciated  and  too  weak  to 
even  sit  up  in  bed  for  examination.  She  gave  a history 
of  having  been  ill  six  weeks.  Her  illness  began  with  what 
was  thought  to  be  pneumonia.  Her  temprature  ranged 
from  103°  to  105°  for  over  two  weeks;  during  this  time 
she  lost  progressively  in  weight  and  strength.  She  com- 
plained of  cough  and  expectoration,  but  her  sputum  had 
never  been  examined.  After  three  weeks  of  illness,  she 
experienced  pain  in  her  side,  and  following  this,  shortness 
of  breath,  which  became  so  extreme  it  was  found  compul- 
sory to  prop  her  up  in  bed.  After  the  onset  of  dyspnea, 
her  temperature  became  somewhat  lower,  but  in  addition 
to  her  former  symptoms  she  now  complained  of  chills  fol- 
lowed by  profuse  sweating,  making  it  necessary  to  change 
her  bed  clothes  and  sheets  several  times  daily.  During  her 
six  weeks  illness  she  had  lost  thirty  pounds  in  weight. 

Upon  admission,  the  patient’s  temperature  was  102°, 
pulse  112.  Cough  and  expectoration  had  dissappeared 
with  the  onset  of  chest  pain  and  dyspnea.  For  this  reason 
there  was  no  sputum  available  for  examination.  The  patient 
was  placed  upon  a high  caloric  diet. 

Physical  examination  revealed  a flatness  throughout  the 
right  hemithorax,  front  and  back,  with  distinct  bronchial 
breathing  and  showers  of  distant  rales  over  the  upper  lobe 
of  the  lung. 

The  rotentgenologic  examination  recorded  a uniform 
density  of  the  entire  right  hemithorax,  with  displacement 
of  the  heart  and  mediastinum  to  the  left. 

Blood  examination  revealed  w.b.c.  12,500  with  a pre- 
domination of  small  white  lymphocytes;  r.b.c.  4,120,000; 
Hg.  65  per  cent. 

Diagnostic  puncture  disclosed  a purulent  exudate  which 
proved  tuberculous  by  guinea  pig  inoculation.  Exudate 
was  aspirated  and  replaced  with  air  at  weekly  intervals, 
(fig.  5).  While  at  first  the  quantity  a.spirated  ranged 
from  500  to  800  cc.,  at  which  time  the  pleural  cavity 
was  washed  out  with  normal  saline  solution,  toward  the 
end  of  the  first  month's  treatment  the  quantity  of  exudate 
aspirated  was  reduced  from  50  to  100  cc.  At  the  end 
of  the  second  month,  the  exudate  had  become  serous  in 
character.  The  aspirations  were  carried  out  at  weekly 
intervals. 

At  the  end  of  the  fourth  month  the  temperature  was 
normal.  The  patient  had  gained  20  lbs.  in  weight,  and 
roentgenologic  examination  showed  the  lung  approximately 
half  collapsed.  At  this  time  oleothorax  treatment  was  in- 
stituted which  was  continued  until  May,  1927,  when  the 
oil  was  gradually  removed  and  the  lung  permitted  to 
expand.  At  present  the  patient  has  a perfectly  expanded 
lung,  with  no  clinical  evidence  of  pulmonary  tuberculosis 
(fig.  6).  She  does  her  own  housework  and  has  no  com- 
plaints. Her  weight  is  16834  lbs. 

Most  “unresolved  pneumonias”  are  unrecogniz;ed 
empyemas.  Conservative  treatment  of  tuberculous 


empyema,  secondary  to  a pulmonary  tuberculosis, 
is  well  shown  in  this  characteristic  case.  The  pa- 
tient was  discharged  from  treatment  with  a per- 
fectly functioning  right  lung.  Had  an  early  tube 
drainage  been  resorted  to,  it  is  very  probable  some 
major  operative  collapse  procedure  would  have 
been  necessary  to  obliterate  the  empyema  cavity. 

Case  2.  Chronic  pneumonic  empyema,  closed  (referred 
for  treatment  as  an  unresolved  pneumonia). 

E.  G.  No.  6682.  Male,  age  13  yrs.,  admitted  June  21, 
1929. 

The  history  of  this  patient  disclosed  his  having  had 
pneumonia  six  months  previously.  His  parents  stated  that 
he  was  critically  ill  for  three  weeks,  during  which  period 
his  temperature  ranged  from  101°  to  103°  every  after- 
noon. Severe  pain  upon  breathing  developed  in  the  right 
side  of  the  chest  during  the  first  week  of  his  illness,  at 
which  time  he  complained  of  chills  followed  by  profuse 
sweating.  The  chest  pain  became  gradually  less  severe 
after  the  first  week,  but  continued  for  four  months,  when 
it  entirely  subsided.  For  two  months  prior  to  his  admis- 
sion he  complained  of  shortness  of  breath.  He  lost  38 
lbs.  in  weight  during  his  illness  and  was  continuing  to  lose 
weight.  He  was  obliged  to  spend  most  of  the  time  in  bed 
during  the  six  months  before  admission.  No  diagnostic 
puncture  had  ever  been  made. 

Upon  admission  the  patient  was  emaciated  and  pale. 
He  weighed  97  lbs.  He  had  neither  cough  nor  expectora- 
tion. His  afternoon  temperature  was  101°,  pulse  120, 
respiration  28. 

Physical  examination  revealed  a retraction  of  the  right 
side  of  the  chest.  The  intercostal  spaces  were  narrow  and 
there  was  little  movement  upon  breathing.  Percussion  re- 
vealed intense  dullness,  front  and  back,  over  the  right 
thoracic  half.  Bronchial  breathing  was  heard  over  the 
upper  half  of  the  right  thorax,  but  no  rales  were  heard 
even  on  coughing,  except  at  the  angle  of  the  scapula, 
where  a few  moist,  nonresonating  rales  were  heard. 
Breath  sounds  were  absent  over  the  lower  half  of  the  right, 
front  and  back. 

Roentgenologic  examination  revealed  a uniformly  in- 
creased density  throughout  the  right  hemithorax,  with 
displacement  of  the  heart  and  mediastinum  to  the  left. 

Blood  examination  revealed  w.b.c.  18,650;  r.b.c.  4,340,- 
000;  Hg.  70  per  cent. 

Diagnostic  puncture  of  the  pleura  revealed  a thick 
creamy  pus  which  upon  culture  revealed  a streptococcus. 
The  patient  was  placed  on  a high  caloric  diet.  On  Jan- 
uary 24  1200  cc.  of  purulent  exudate  were  aspirated  and 
replaced  with  1000  cc.  of  air  (fig.  7).  The  pleural  cavity 
at  this  time  was  irrigated  with  normal  saline  solution. 
Some  improvement  of  temperature  was  noted  following 
this  procedure. 

On  January  26,  100  cc.  of  purulent  exudate  were  aspir- 
ated and  the  pleural  cavity  again  washed  out  with  salt 
solution.  At  this  time  100  cc.  of  1 per  cent  gomenol 
were  placed  in  the  pleural  cavity.  Following  the  gomenol 
injection,  the  temperature  returned  promptly  to  normal. 

On  July  1 500  cc.  of  purulent  exudate  were  aspirated 
and  replaced  with  150  cc.  of  air.  The  temperature  has 
remained  normal  from  this  time  on.  Weekly  aspirations 
with  less  air  replacement,  so  as  to  expand  the  compressed 
lung,  were  carried  out,  and  after  six  weeks  the  pleural 
cavity  held  only  120  cc.  and  was  free  of  pus,  but  fur- 
ther lung  expansion  was  very  slow.  Accordingly,  a phrenic 
neurectomy  was  performed  August  15.  Further  aspirations 
were  unnecessary  following  this  procedure,  as  there  was  a 
good  elevation  of  the  diaphragm. 
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Pig.  5.  Case  1.  L.  H.,  No.  4061.  After  removal  of  500  cc. 
of  pnralent  exudate  and  replacement  with  air,  note  the  tre- 
mendously thickened  visceral  pleura. 

Fig.  6.  Case  1.  Lung  fully  expanded  in  spite  of  marked 
thickening  of  the  pleura,  shown  in  fig.  5. 

Fig.  7.  Case  2.  E.  G.,  No.  6682.  Radiograph  taken  follow- 
ing aspiration  of  1200  cc.  of  purulent  exudate  which  was 
replaced  with  air. 


Fig.  8.  Case  2.  Approximately  one  and  one-half  years  later 
with  a fully  expanded  lung. 

Pig.  9.  Case  3.  G.  S.,  No.  6728.  Serous  exudate  complicat- 
ing artificial  pneumothorax. 

Fig.  10.  Case  3.  Empyema  cavity  completely  filled  with  1 
per  cent  oil  of  gomenol. 


The  patient  was  discharged  from  the  Portland  Open 
Air  Sanatorium  September  1,  without  cough  or  expec- 
toration and  with  a good  appetite.  His  weight  was  126^4 
lbs.,  having  gained  29  lbs.  At  the  present  time,  his 
weight  is  174  lbs.,  a total  gain  of  77  lbs.  He  is  going  to 
school  and  engaging  in  athletic  contests,  has  a perfectly 
expanded  lung  and  no  complaints  (fig.  8). 

Clonservative  treatment  in  this  case  saved  the 
patient  from  a discharging  pleurocutaneous  fistula, 
and  gave  him  in  the  end  a good  functionating  lung. 
It  is  unfortunate  that  a diagnostic  puncture  had 
not  been  made  earlier  and  the  so-called  “unresolved 
pneumonia”  recognized  as  an  empyema.  Had  that 
been  done,  this  patient  would  have  been  saved 
months  of  convalescence. 

Case  3.  Chronic  fibrocaseous  cavernous  tuberculosis 
with  empyema. 

G.  S.  No.  6728.  Male,  age  19  yrs.,  admitted  July  15, 
1929. 

Exposure  to  tuberculosis  over  a prolonged  period  was 
the  history  given  in  this  case.  Temperature  range  upon 
admission  averaged  from  100°  to  103°  in  the  afternoons. 
The  physical  and  roentgenologic  findings  revealed  a typic- 
al fibrocaseous  cavernous  tuberculosis,  involving  the  entire 
left  lung,  with  a bronchogenic  extension  in  the  perihilar 
region  of  the  right  lung.  The  sputum  quantity  averaged 
20  cc.  daily  and  contained  tubercle  bacilli. 


After  preliminary  observation,  during  which  time  kis 
disease  progressed,  artificial  pneumothorax  was  begun.  His 
condition  improved  very  much,  the  temperature  coming  to 
normal  within  a month.  Shortly  afterwards  his  pulse  w-as 
normal  and  he  gained  in  weight.  His  sputum  quantity, 
however,  remained  essentially  the  same.  Two  months  after 
the  induction  of  his  pneumothorax  he  developed  a sharp 
elevation  of  temperature.  Physical  and  roentgenologic  ex- 
amination revealed  a serous  exudate  in  the  pleural  cavity 
(fig.  9).  After  the  acute  febrile  reaction,  which  lasted 
ten  days,  his  temperature  returned  to  normal. 

The  exudate  was  treated  by  aspiration  with  air  replace- 
ment. During  the  first  few  weeks  of  acute  effusion  forma- 
tion, the  patient  lost  ten  pounds  in  weight.  His  tempera- 
ture reverted  to  normal  within  a month,  but  one  month 
later  the  exudate  became  purulent,  in  spite  of  the  clinical 
improvement  in  every  way;  he  had  regained  his  lost  weight, 
maintained  a normal  temperature,  and  the  sputum  had  be- 
come negative. 

The  purulent  exudate  was  then  treated  by  aspiration 
and  air  replacement.  After  weekly  aspirations  during  a 
period  of  two  months,  at  which  time  the  pleural  cavity 
was  washed  out  with  salt  solution,  rivanol  and  so  forth, 
an  oleothorax  was  finally  instituted  after  the  third  month. 

Under  oleothorax  treatment  the  unstable  temperature 
became  normal,  he  gained  in  weight  and  strength,  and 
all  cough  and  expectoration  ceased.  The  pleural  cavity 
was  entirely  filled  with  1 per  ent  oil  of  gomenol.  At  the 
present  time  the  patient  requires  only  occasional  oil  re- 
placements, and  the  purulent  exudate  has  entirely  disap- 
pared.  He  is  ambulant,  with  a complete  oleothorax  and 
in  splendid  clinical  condition  (fig.  10). 
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Fig.  11,  Case  4.  H.  W.,  No.  7739.  Film  taken  in  horizontal 
position,  showing  the  original  Pezzar  tube  which  was  inserted 
too  high  and  not  maintained  snug  to  the  chest  wall  and  re- 
sulted in  bad  drainage. 

In  this  case  the  collapse  of  the  lung  will  be  main' 
tained  for  at  least  three  to  five  years;  then,  if  the 
patient’s  clinical  condition  permits,  the  lung  will 
be  allowed  to  expand  by  slowly  aspirating  the  gom' 
enol. 

Case  4.  Postpneumonic  chronic  empyema  with  tube 
drainage.  . 

H.  W.  No.  7739.  Male,  age  19  yrs.,  admitted  Septem- 
ber 18,  1931. 

Upon  admission  the  patient  gave  a history  of  nine 
months  illness,  beginrung  with  a double  pneumonia  in 
January,  1931.  In  February  of  that  year  a diagnostic 
puncture  revealed  pus  in  the  right  pleural  cavity,  where- 
upon a rib  was  resected  and  a tube  inserted.  At  that 
time  2000  cc.  of  purulent  exudate  were  removed.  During 
the  nine  months  prior  to  his  admission  to  the  Portland 
Open  Air  Sanatorium,  the  patient  had  lost  between  60 
and  70  lbs.  in  weight.  His  strength  was  greatly  impaired 
and  he  experienced  a daily  elevation  of  temperature  of 
100°  to  101°.  Large  quantities  of  pus  were  discharged 
daily  through  the  drain. 

Upon  admission  the  patient  was  ambulant  but  very 
weak,  showing  marked  pallor  and  emaciation  from  pro- 
longed suppuration.  Physical  examination  revealed  a pyo- 
pneumothorax on  the  right  side,  with  an  almost  completely 
collapsed  lung  and  tube  drainage.  The  empyema  cavity 
was  injected  with  285  cc.  of  20  per  cent  sodium  bromide, 
which  apparently  did  not  half  fill  the  pleural  cavity. 

Roentgenologic  examination  revealed  the  presence  of  an 
empyema  cavity,  extending  from  the  lower  border  of  the 
second  rib  posteriorly  to  the  upper  border  of  the  tenth 
rib,  with  almost  a complete  lung  collapse.  The  site  of 
entrance  of  the  drainage  tube,  which  bad  been  inserted 
prior  to  his  admission  here,  was  in  the  eighth  intercostal 
space  posteriorly,  considerably  above  the  base  of  the 
empyema  cavity.  The  residual  pocket  below  the  tube  held 
300  cc.  (fig.  11  and  12).  The  contents  of  the  pleural 
cavity  at  this  time  measured  approximately  600  cc. 

The  patient  had  never  been  irrigated  with  Dakin  solu- 
tion. Consequently  this  treatment  was  begun,  together 
with  the  use  of  blow  bottles.  After  three  weeks  the  lung 
was  seen  to  expand,  and  the  cavity  became  reduced  ap- 
proximately one-fourth  in  size.  However,  because  of  the 
improper  site  which  had  been  chosen  for  the  drainage 
tube,  a section  of  the  ninth  rib  in  the  midaxillary  line  was 
removed  and  a Kelly  tube  inserted.  This  provided  com- 
plete drainage,  leaving  no  residual  pocket  (fig.  13), 


Fig.  12,  Case  4.  Showing  residual  pocket  when  filmed  in 
the  vertical  position. 

Fig.  13,  Case  4.  Kelly  tube  inserted  at  the  base  of  the  em- 
pyema cavity,  after  the  Injection  of  skiagenol,  showing  no 
residual  pocket  and  lung  expanding. 

whereas  the  former  tube  left  a residual  pocket  of  300  cc. 

On  January  13,  1932,  a phrenic  neurectomy  was  per- 
formed in  order  to  elevate  tbe  diaphragm  and  reduce  the 
area  of  infection.  At  the  present  time,  six  months  after 
his  admission  to  the  sanatorium,  the  empyema  cavity  has 
been  reduced  to  110  cc.  The  patient  is  fever-free,  am- 
bulant and  has  gained  25  lbs.  in  weight. 

This  case  represents  a typical  example  of  chronic 
empyema  caused  by  early  rib  resection.  In  this 
case  the  tube  drainage  was  established  the  moment 
a diagnosis  of  empyema  was  made.  The  drain  was 
improperly  placed.  Neither  Dakin  treatment  nor 
blow  bottles  were  used,  all  of  which  contributed  to 
the  causation  of  empyema. 

Case  5.  Chronic  empyema  with  pleurocutaneous  fistula 
( nontuberculosis  ) . 

C.  W.  No.  5852.  Male,  age  32  yrs.,  admitted  May  2, 
1927. 

This  patient  gave  a history  of  having  had  his  chest 
crushed  in  an  industrial  accident  in  1922,  which  caused 
the  fracture  of  the  ninth  and  tenth  ribs,  followed  by  a 
spontaneous  pneumothorax  with  pneumonia  and  later  an 
empyema.  During  the  acute  illness,  at  which  time  his 
temperature  ranged  from  103°  to  104°,  a rib  resection 
with  tube  drainage  was  done.  The  patient  was  critically 
ill  for  several  months;  then  his  condition  gradually  im- 
proved, until  he  eventually  became  ambulant.  However,  he 
was  uanble  to  work,  and  pus  continued  to  discharge 
through  the  tube  in  almost  the  same  quantity  during  the 
past  five  years. 

Upon  admission  the  general  condition  of  the  patient 
was  fairly  good.  Salt  solution  was  injected  into  the  tube 
and  revealed  an  empyema  cavity  with  a capacity  of  180 
cc.  Its  position  and  configuration  are  partly  shown  in 
figures  14  and  15.  It  will  be  noted  that  the  tube  had 
been  inserted  in  the  midaxillary  line,  far  above  the  base 
of  the  cavity  which  extends  to  the  costodiaphragmatic 
juncture  anteriorly. 

Bacteriologic  studies  of  the  exudate  revealed  a mixed 
infection  with  penumococcus  predominating. 

A second  intercostal  drain  was  placed  at  the  bottom  of 
the  empyema  cavity.  After  irrigation  with  Dakin  solu- 
tion and  efforts  to  reexpand  the  lung,  covering  a period 
of  two  months  with  no  diminution  in  the  size  of  the  cavity, 
open  operation  was  decided  upon.  The  first  operation 
constituted  in  laying  open  the  empyema  cavity  from  the 
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Fig.  14,  Case  5.  C.  W.,  No.  5852.  Injection  of  the  empyema 
cavity  with  rafliopaqne  oil  with  the  patient  upon  the  flu- 
oroscopic table.  The  true  dimensions  of  the  cavity  are  not 
revealed  because  the  oil  is  seen  floating  upon  the  pus. 

_ Fig.  15,  Case  5.  Drawing  showing  position,  contour  and 
size  of  the  empyema  cavity  as  well  as  site  of  drainage. 

Fig.  16,  Case  5.  Uncovered  lower  portion  of  the  empyema 
cavity  four  days  after  operation.  (X)  site  of  tube  drain. 


Fig.  17,  Case  5.  Three  months  after  operation. 

Fig.  18,  Case  5.  Two  and  one-half  months  after  second 
operation.  Empyema  entirely  healed. 

Fig.  19,  Case  5.  Fully  expanded  lung  with  fairly  good  dia- 
phragmatic contour.  The  area  of  rarefication  above  the  dia- 
phragm in  the  lower  left  lung  field  is  due  to  the  removal  of 
bone  in  the  lateral  and  anterior  chest  wall. 


site  of  the  old  tube  drainage  to  the  base  of  the  empyema. 
At  this  time  the  skin  overlying  the  muscles  and  sections 
of  the  ninth,  tenth  and  eleventh  ribs,  overlying  this  por- 
tion of  the  cavity,  were  resected.  The  ribs  were  closed 
with  bone  wax  and  the  thickened  pleura  overlying  every 
portion  of  the  empyema  cavity  was  removed.  The  skin 
was  brought  down  over  the  rib  ends  and  the  wound  left 
wide  open  (fig.  16).  It  was  packed  with  vaseline  gauze. 
In  twenty-four  hours  irrigation  was  begun  with  Dakin 
solution,  and  carbon  light  therapy  given  three  times  a week. 
In  three  months  the  wound  had  entirely  healed  up  to  the 
point  of  the  tube  drain  (fig.  17). 

The  upper  portion  of  the  empyema  cavity  still  remained, 
and,  as  during  the  previous  three  months  when  adequate 
drainage  had  been  provided  by  the  first  operation  for  the 
upper  portion  of  the  empyema  cavity,  with  no  reduction 
in  the  quantity  of  the  pus  discharged,  the  upper  portion 
was  now  opened.  At  this  time  an  incision  was  made  from 
the  site  of  the  former  tube  drainage  upward  to  the  upper 
limits  of  the  cavity,  and  section  of  the  fourth,  fifth,  sixth, 
seventh  and  eighth  ribs,  overlying  the  empyema,  were  re- 
moved. The  operative  procedure  was  of  the  same  char- 
acter as  in  the  previous  operation.  The  wound  was  left 
wide  open  and  packed  with  vaseline  and  vioform  gauze. 
Two  and  one-half  months  later  the  wound  had  entirely 


healed  (fig.  18).  The  patient  was  restored  to  full  work- 
ing capacity  six  weeks  later  and  has  been  well  and  strong 
since  that  time  (fig.  19). 

This  case  again  illustrates  the  mistake  of  estab- 
lishing a tube  drainage  immediately  that  a diagnosis 
of  empyema  is  made.  In  this  case  also  the  drain- 
age tube  was  improperly  placed,  as  it  drained  only 
the  upper  portion  of  the  empyema  cavity,  leaving 
a residual  undrained  area  of  more  than  twice  the 
size  of  the  portion  drained.  Dakin  solution  had 
never  been  used  in  this  case,  neither  had  any  effort 
been  made  to  expand  the  lung,  all  of  which  caused 
the  case  to  terminate  in  a chronic  empyema  with 
five  years  incapacity,  necessitating  major  surgical 
procedures  to  bring  about  a recovery. 

Case  6.  Chronic  postpneumonic  empyema  with  pleuro- 
cutaneous  fistula. 

B.  U.  No.  7607.  Female,  age  29  yrs.,  admitted  May  20, 
1931. 
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Fig.  20,  Case  6.  B.  U.,  No.  7607.  Film  showing  almost  com- 
plete collapse  of  the  lung  with  drainage  tube  inserted  too 
high,  leaving  a residual  empyema  pocket.  Note  the  marked 
thickening  of  the  visceral  and  parietal  pleura  with  retraction 
of  the  chest  wall. 

Fig.  21  Case  6.  Same  case  following  extrapleural  para- 
vertebral resection  of  sections  of  the  upper  five  ribs  poster- 
iority. Change  in  contour  and  capacity  of  the  empyema 
cavity  is  shown  after  the  injection  of  100  cc.  of  skalgenol. 

Pig.  22,  Case  6.  Pour  month  after  complete  posterior  thora- 
coplasty showing  48  cc.  skalgenol  injected  into  the  residual 
empyema  pocket. 


Fig.  23,  Case  6.  Exposure  of  the  6th,  7th,  8th  and  9th  ribs 
after  section  of  the  skin  and  superficial  muscles.  The  opel'St- 
ing  high  frequency  electrode  is  seen  in  position  around  the 
pleurocutaneouB  fistula. 

Pig.  24,  Case  6.  After  resection  of  the  6th,  7th,  8th  and 
9th  ribs  over  the  residual  empyema  pocket. 

Fig.  25,  Case  6.  After  complete  undecking  of  the  resi- 
dual pocket,  showing  the  thickened  parietal  pleura. 


The  record  in  this  case  showed  that  the  patient  had 
been  taken  ill  about  the  middle  of  March,  1931,  with 
what  was  diagnosed  as  pneumonia.  She  was  confined  to 
the  hospital  with  high  fever  for  five  weeks,  when  fluid 
was  discovered  and  five  pints  of  seropurulent  exudate  were 
aspirated.  Following  this,  a costal  tube  drainage  was  im' 
mediately  performed.  Since  that  time  the  patient  has  had 
a discharging  chest  wall  sinus  with  no  tendency  for  the 
lung  to  expand.  The  empyema  cavity  capacity  measured 
350  cc.  (fig.  20). 

After  admission  to  the  Portland  Open  Air  Sanatorium, 
which  was  nine  weeks  after  the  beginning  of  her  illness, 
the  pleural  cavity  was  irrigated  with  Dakin  solution  and 
efforts  made  to  reexpand  the  lung.  However,  the  empy- 
ema cavity  capacity  did  not  lessen,  although,  as  the  result 
of  Dakin  treatment,  the  patient’s  temperature  came  to 
normal,  she  gained  in  weight  and  strength  and  her  general 
condition  improved  decidedly. 

Because  of  the  failure  of  the  lung  to  expand,  a phrenic 
neurectomy  was  performed  on  June  12,  1931.  This  did 
not  diminish  the  size  of  the  empyema  cavity.  Consequently, 
on  September  25,  1931,  an  extrapleural  paravertebral  re- 
section of  the  first,  second,  third,  fourth  and  fifth  ribs 
posteriorly  was  undertaken.  This  reduced  the  empyema 
cavity  very  materially,  inasmuch  as  it  then  contained  only 
100  cc.  (fig.  21).  On  October  21,  1931,  an  extrapleural 
posterior  resection  of  the  sixth,  seventh,  eighth,  ninth. 


tenth  and  eleventh  ribs  took  place.  This  reduced  the  size 
of  the  empyema  cavity  to  about  50  cc.  During  the  fol- 
lowing few  months  there  remained  a residual  pocket  of 
40  to  50  cc.,  but  it  showed  no  tendency  to  lessen  (fig.  22). 
Consequently,  on  March  7,  1932,  through  a midaxillary 
incision  with  the  high  frequency  current,  sections  of  the 
sixth,  seventh,  eighth  and  ninth  ribs  over  the  empyema 
pocket  were  removed.  The  rib  ends  were  plugged  with 
bone  wax,  and  the  underlying  muscles,  with  periosteal 
bed  and  thickened  pleura  overlying  the  empyema,  were 
removed;  the  edges  were  leveled  and  the  skin  was  sutured 
to  the  pleura.  The  wound  was  packed  with  vaseline  and 
vioform  gauze,  (figs.  23,  24,  25,  26).  Irrigation  with 
Dakin  solution  and  carbon  light  therapy  was  begun  in 
thirty-six  hours.  After  three  months  she  was  discharged  to 
her  home  and  at  the  present  time  the  wound  has  entirely 
healed. 

This  case,  too,  points  out  the  mistake  of  early 
tube  drainage,  necessitating  major  collapse  proced- 
ures to  close  the  offending  empyema  cavity. 

Case  7.  Chronic  fibrocaseous  cavernous  tuberculosis 
with  empyema  and  bronchopleural  fistula. 

D.  N.  No.  6972.  Female,  age  26  yrs.,  admitted  Jan- 
uary 14,  1930. 

This  patient  gave  a history  of  one  year's  illness.  In 
March,  1929,  she  experienced  a series  of  severe  hemorrh- 
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Fig.  26,  Case  6.  Drawing  showing  the  skin  sutured  to  the 
parietal  pleura  and  the  wound  left  wide  open. 

Fig.  27,  Case  7.  D.  N.,  No.  6972.  Roentgenologic  findings 
upon  admission,  showing  fibrocaseous  cavernous  tuberculosis 
of  right  lung  with  pyopneumothorax. 


Fig.  28,  Case  7.  After  complete  posterior  and  anterolateral 
thoracoplasty,  showing  complete  collapse  of  the  right  lung. 


ages  which  lasted  a week.  Her  temperature  ranged  from 
100°  to  104°  for  several  weeks.  A pneumothorax  was 
instituted  on  her  right  side,  and  hemorrhages  ceased  at 
once,  but  she  continued  to  have  fever,  ranging  up  to 
102°  in  the  afternoon. 

Upon  admission  January  14,  1930,  she  was  very  pale 
and  her  general  condition  was  bad;  weight  110  lbs.;  tem' 
perature  ranged  from  95°  in  the  morning  to  101.3°  in 
the  afternoon.  Examination  revealed  a fibrocaseous  cav- 
ernous tuberculosis  of  the  right  lung.  Roentgenogram 
showed  a fluid  level  above  the  second  rib  in  front  (fig. 
27).  It  was  established  that  there  was  an  empyema  which 
communicated  with  the  bronchial  tree  through  the  broncho- 
pleural fistula.  She  expectorated  daily  from  150  to  190 
cc.  of  sputum  containing  tubercle  bacilli. 

On  January  17,  150  cc.  of  purulent  exudate  were 
aspirated  from  the  right  pleural  cavity,  which  was  then 
irrigated  with  normal  saline  solution.  On  January  24, 
1930,  a phrenic  neurectomy  was  performed,  which  within 
the  course  of  the  next  few  weeks  reduced  the  contents  of 
the  empyema  cavity  to  between  60  and  70  cc.  The 
exudate  was  removed  at  frequent  intervals  and  replaced 
with  5 per  cent  gomenol.  This  procedure  was  continued 
until  the  middle  of  March,  1930,  when  she  accomplished 
complete  drainage  of  the  empyema  through  the  broncho- 
pleural fistula. 

The  patient  continued  to  raise  between  70  and  80  cc. 
of  sputum  which  still  contained  tubercle  bacilli.  On  Jan- 
uary 23,  1930,  a subperiosteal  extrapleural  posterior  resec- 
tion of  the  sixth,  seventh,  eighth,  ninth  and  tenth  ribs 
was  performed.  Following  this  first  thoracoplasty,  her 
sputum  dropped  to  from  20  to  30  cc.  daily. 

Following  her  second  phase  operation,  July  21,  1930,  at 
which  time  sections  of  the  first,  second,  third,  fourth  and 
fifth  ribs  were  removed,  her  sputum  became  reduced  to 
from  15  to  20  cc.  daily  but  still  contained  tubercle  bacilli. 
Following  this  accessory  operation,  an  anterolateral  thor- 
acoplasty was  performed  on  September  1,  1930,  at  which 
time  the  anterior  portions  of  the  second,  third,  fourth 
and  fifth  ribs  were  removed  close  to  the  sternum.  Within 
a month  after  operation  her  sputum  made  a further  drop 
of  from  5 to  10  cc.  and  contained  tubercle  bacilli  only 
after  enrichment  procedures.  The  second  month  after 
operation  her  sputum  became  negative  by  all  methods  of 
examination  and  has  remained  so  since,  having  been  re- 
duced from  5 cc.  to  nothing.  Her  strength  and  weight 
gradually  increased  until,  upon  discharge  in  May,  1931, 
she  weighed  130  lbs.  (fig.  28). 


In  tuberculous  empyema  with  an  underlying 
cavernous  tuberculosis,  complete  collapse  of  the 
chest  wall  by  thoracoplasty  is  the  method  of  choice. 

EARLY  PULMONARY  TUBERCULOSIS* 

E.  A.  Montague,  M.  D. 

LIVERMORE,  CALIF. 

To  diagnosticate  pulmonary  tuberculosis  in  the 
early  stage  and  before  it  has  made  destructive  in- 
roads in  the  human  body  is  to  add  years  of  use- 
fulness and  happiness  to  the  lives  of  those  affheted 
with  this  disease.  One  who  is  able  to  direct  people 
and  have  them  realize  the  fact  that  they  have  tu- 
berculosis before  the  disease  has  reached  the  ad- 
vanced stage,  deserves  credit  for  the  saving  of 
lives  and  prevention  of  suffering.  One  of  the  chief 
reasons  for  detecting  the  disease  before  it  is  ad- 
vanced is  that  statistics  show  that  the  opportunity 
of  complete  recovery  is  much  greater,  where  the 
diagnosis  is  made  early  and  proper  treatment  is 
instituted.  Another  important  reason  is,  if  the 
disease  is  permitted  to  develop  to  an  advanced 
stage  without  detection,  the  patient  will  innocently 
expose  others  to  infection.  Therefore,  physicians 
and  health  workers  who  wish  to  be  of  real  service 
in  this  field  of  work  should  know  when  to  suspect 
early  tuberculosis. 

The  early  recognition  of  this  disease  depends 
upon  several  factors.  Most  important,  and  often 
the  key  to  the  situation,  is  a carefully  taken 
history.  1 The  information  derived  from  this  proce- 
dure is  often  sufficient  to  suggest  the  proper  diag- 
nosis. This  information  is  probably  based  upon 
symptoms  that  lead  a person  to  seek  medical  advice. 
An  accurately  taken  history  should  contain  all 

•Veterans’  Administration  Hospital 
1.  Brener,  M.  J.:  Treatment  of  Early  Cases  of  Tnbercnlosis, 
Am.  Rev.  Tuberc.  22:57-71,  July,  1930. 
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data  directly  or  indirectly  pertaining  to  the  present 
illness.  All  questions  should  be  worded  so  as  not 
to  put  a probable  answer  in  the  patient’s  mind. 
It  is  important  to  know  whether  a diagnosis  of 
any  previous  condition  was  probably  correct.  Par' 
ticular  attention  should  be  paid  to  all  respiratory 
diseases,  including  typhoid,  malaria  and  syphilis 
to  undulant  fever  with  symptoms  of  weakness;*-^ 
loss  of  strength  and  weight  should  be  closely  in' 
vestigated,  and  when  possible  obtain  corroborative 
laboratory  findings  of  these  diseases. 

Question  patient  regarding  occupation  and  as' 
certain  if  he  works  in  dust,  plaster,  granite  or  like 
vocations.  Chest  pains  may  be  the  first  sign  in 
the  patient’s  mind,  when  questioning  may  bring 
out  fatigue  and  other  mild  symptoms.  Always 
record  the  side  affected  with  pleurisy  in  pulmonary 
suspects  and  when  pleurisy  was  present;  also  find 
out  if  fluid  was  found  or  merely  thought  to  be 
present.  Mention  that  the  sputum  has  never  been 
examined  or  was  never  present,  when  either  is 
the  case.  Patients  with  early  pulmonary  tubercu' 
losis  and  the  so'called  concealed  form  are  chronic 
complainers.  Their  symptoms  are  many  and  varied, 
yet  there  is  not  one  symptom  which  should  lead 
to  a suspicion  of  the  early  case.  The  temperature 
and  pulse  shouuld  be  observed  over  a period  of 
time  and  by  the  same  person.  3 Early  cases  fre' 
quently  have  slight  afternoon  elevation  of  tempera' 
ture.  This  accompanied  with  fatigue  would  be 
very  suspicious. 

The  early  cases  are  susceptible  to  colds  and 
rarely  free  from  them  during  the  winter  months. 
Chest  pains,  backache,  neck  pains,  lack  of  endur' 
ance,  anorexia,  mild  cachexia,  nervous  instability, 
all  of  these  symptoms  precede  the  positive  physical 
and  laboratory  findings  of  the  advanced  stage  of 
pulmonary  tuberculosis.  It  is  the  chilling  particu' 
larly  that  aggravates  or  excites  the  forms  of  pleur' 
isy  which  explains  the  neck,  chest  and  back  pains. 
Some  patients  complain  of  lassitude,  gastrointes' 
tinal  disorders,  nervousness  and  flushing  of  the 
body,  and  are  frequently  treated  with  tonics  or 
are  given  a diagnosis  of  neurasthenia  or  hysteria. 

Those  that  have  gastrointestinal  symptoms  are 
frequently  given  a diagnosis  of  appendicitis  or 
nervous  dyspepsia,  either  operated  on  or  treated 
over  a long  period  of  time  until  physical  signs 
and  laboratory  findings  definitely  prove  the  case 

2.  Webb,  Q.  B. : Diagnosis  of  Pulmonary  Tuberculosis. 
Colorado  Med.  28:32-34,  Jan.,  1931. 

3.  Myers,  J.  A.:  The  Care  of  Tuberculosis.  W.  B.  Saun- 
ders Co.,  1924. 


to  be  advanced  pulmonary  tuberculosis.^  Lxiss  of 
weight  in  early  pulmonary  tuberculosis  at  times 
is  rapid  and  is  significant,  and  if  accompanied 
with  fatigue  and  cough,  should  be  considered  pub 
monary  tuberculosis  until  proven  otherwise,  es-- 
pecially  in  the  young  adult.  Pleurisy,  when  it  ap' 
pears  out  of  a clear  sky,  and  if  fluid  accumulates 
in  the  pleural  cavity,  is  usually  due  to  tubercle 
bacilli,  even  if  the  fluid  absorbs  in  a short  time, 
and  the  patient  apparently  promptly  recovers. 

Hemoptysis  may  be  the  first  manifestation  of 
the  disease,  when  the  patient  is  in  apparent  good 
health,  and  physical  signs,  radiograms  and  labora' 
tory  findings  of  infection  are  absent.  5 Some  who 
develop  early  pulmonary  tuberculosis  cough,  a 
hacking  possibly  not  more  than  a clearing  of  the 
throat  and  frequently  described  as  a nervous  cough 
or  by  the  patient  as  just  a cigarette  cough. 

These  symptoms  are  often  accompanied  with 
mild  cachexia  or  night  sweats  which  may  appear 
so  mild  as  to  amount  to  no  more  than  a slight 
moisture  of  the  skin.  In  these  patients  the  roentgen 
ray  and  physical  signs  are  frequently  negative 
and  may  be  misleading  in  that  this  evidence  tends 
to  strengthen  the  impression  of  the  clinician  that 
no  organic  disease  exists.  4. 

In  view  of  the  opinion  that  every  individual  is 
infected  at  some  time  in  life  with  pulmonary 
tuberculosis,  it  is  not  going  too  far  to  consider 
tuberculosis  in  patients  from  fifteen  to  fifty  years 
of  age  who  complain  of  vague  symptoms.  Were 
this  so  there  would  not  be  so  many  advanced  cases 
who  come  under  our  care  today.  At  one  time  they 
were  all  early  cases.  They  never  start  as  “advan- 
ced”. Some  individuals  usually  seek  advice  of  the 
physician  when  the  first  symptoms  begin.  If  pul- 
monary tuberculosis  is  suspected  or  a diagnosis 
can  be  made,  the  patient  should  be  told.  Some 
doctors  hesitate  to  inform  their  patient  that  he 
has  tuberculosis  or  of  his  suspicions  until  it  is 
too  late.  We  have  never  known  of  a patient  dying 
of  shock  upon  being  told  he  has  tuberculosis,  but 
we  have  seen  numbers  die  because  they  were  not 
informed  in  time.  Credit  should  be  given  the 
general  practitioner  who  suspects  tuberculosis  and 
warns  his  patient. 

The  physical  examination  of  the  chest  fails  to 
reveal  the  presence  of  the  first  tubercle  formed  in 
the  lungs,  because  the  small  lesion  is  not  large 
enough  to  interfere  with  the  breath  sounds  or  to 

4.  Gravesen,  J.:  Phases  of  Tuberculosis  and  Their  Treat- 
ment. J.  State  Med.  39:275-280,  May,  1931. 

5.  Jamison,  C. : Experience  with  Recent  Methods  in  Treat- 
ment of  Pulmonary  Tuberculosis.  New  Orleans  M.  & S.  J. 
83:693-697,  April,  1931. 
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change  the  conduction  of  the  lungs.  It  is  no  larger 
than  the  head  of  a pin,  the  areas  are  not  of  suf' 
ficient  density  to  show  any  abnormal  condition 
by  the  roentgen  ray,  but  as  the  infiltration  spreads 
and  becomes  more  dense,  the  roentgenogram  reveals 
the  lesion.  In  these  cases  the  symptoms  are  not 
local  or  pulmonary,  but  are  general  and  consti- 
tutional in  their  manifestations.  They  are  slightly 
toxic,  and  the  patient  knows  there  is  something 
wrong  before  the  roentenographic  chest  findings  are 
definite. 

Up  to  a few  years  ago  it  was  believed  that  the 
foundation  of  all  pulmonary  tuberculosis  is  laid 
well  before  the  twentieth  year  of  life  and  the 
primary  lesion  occurs  in  the  apex  of  the  lung.  It 
is  known  now  that  the  apex  is  a late  lesion,  and 
a decidedly  noteworthy  proportion  of  early  pul- 
monary tuberculosis  is  located  below  the  clavicle 
or  posterior  to  the  axillary  portion  of  the  lung. 

With  no  history  of  previous  pulmonary  com- 
plaints but  subject  to  colds,  tiring  upon  least 
exertion,  sometimes  having  cough  and  night  sweats 
and  the  physical  examination  of  the  chest  not 
clinching  the  diagnosis,  valuable  time  may  be  lost, 
unless  the  spjutum  reveals  tubercule  bacilli  or  the 
roentgen  examination  discloses  a small  soft  cloudy 
patch  isolated  in  apparently  healthy  lung  tissue.® 
The  patient  is  apt  to  be  treated  for  bronchitis, 
gastritis  or  some  minor  ailment.  Only  after  the 
lesion  has  spread  to  the  apex  of  the  lung  and 
physical  signs  are  easily  elicited,  is  the  diagnosis 
of  tuberculosis  made  and  treatment  very  often 
sets  in  after  the  patient  has  developed  to  the  ad- 
vanced stage.  Early  diagnosis  and  immediate  treat- 
ment in  the  early  stages  are  the  ends  for  which 
one  should  strive. 

The  treatment  of  early  tuberculosis  for  obvious 
reasons  cannot  be  handled  in  the  same  way  as  the 
advanced  case.  In  many  respects  the  early  case 
is  more  difficult.  Recovery  is  possible  in  a large 
number  of  these  early  cases.  The  outlook  for  a 
cure  depends  not  only  on  the  pathologic  in- 
volvement but  on  the  patient’s  mental  attitude. 
He  is  likely  to  have  this  problem  to  face  for  many 
months,  possibly  for  the  rest  of  his  life.  He  must 
be  taught  how  to  manage  his  treatment,  of  which 
rest  is  the  soverign  adjuvant.  Fortunately  in  most 
cases  of  this  type,  the  patient’s  natural  tendency 
to  heal  is  a factor  and  if  taken  advantage  of  early, 
will  save  the  day. 

6.  Henske,  A.  C.  and  Ehlers,  C.  W. : Early  Symptoms  of 
Pulmonary  Tuberculosis.  J.  Missouri  M.  A.  28:164-167,  April, 
1931.  > - > 


SUMMARY 

1.  A carefully  taken  history  is  the  most  impor- 
tant factor  in  the  diagnosis  of  an  early  pul- 
monary lesion  and  often  suggests  a proper 
diagnosis. 

2.  Early  pulmonary  tuberculosis  should  be  sus- 
pected and  observed  when  vague  symptoms 
occur. 

3.  The  roentgen  ray  is  the  best  single  method 
at  our  disposal  in  the  diagnosis  of  early  pul- 
monary tuberculosis. 

4.  The  lesion  of  early  pulmonary  tuberculosis 
is  often  located  below  the  clavicle  or  poster- 
ior to  the  axillary  region.  The  lesion  in  the 
summit  of  the  lung  usually  is  the  late  stage 
of  the  disease. 


MODERN  TREATMENT  OF  CARCINOMA 
OF  THE  RECTUM  AND  RECTOSIGMOID* * 
Fred  W.  Rankin,  M.  D. 

ROCHESTER,  MINN 

Failure  to  distinguish  accurately  between  lesions 
of  the  rectum  and  the  rectosigmoid  unquestionably 
has  resulted  in  confusion  in  diagnosis  and  in  selec- 
tion for  treatment  of  carcinoma  in  these  two  situa- 
tions. Undoubtedly  a great  many  considerations  in- 
fluence both  diagnosis  and  treatment  of  carcinomas 
of  the  rectosigmoid  which  are  not  applicable  to  le- 
sions of  the  rectum.  That  they  should  not  be  con- 
sidered all  of  a piece,  I am  confident.  That  the 
diagnosis  of  carcinoma  of  the  rectum  should  be  ac- 
curately made  in  all  cases  seems  almost  axiomatic,  if 
one  will  only  make  a digital  examination.  That  the 
diagnosis  of  most  carcinomas  of  the  rectosigmoid  re- 
quires proctoscopic  visualization  is  equally  true. 

The  rectosigmoid  is  a true  anatomic  segmentation 
of  the  large  bowel.  Here  is  a fixed  point  where  the 
colon  proper  merges  into  the  rectum  and  where,  on 
the  luminal  side  of  the  bowel,  there  is  in  a high  per- 
centage of  cases  a distinct  transformation  of  epithe- 
lium and  anatomic  changes  in  the  mucous  membrane 
which  are  characteristic.  So  far,  a sphincteric 
muscle  has  not  been  accurately  demonstrated  here, 
although  numerous  assertions  as  to  its  presence  have 
been  advanced  and  occasionally  an  enthusiastic  ob- 
server has  felt  that  its  demonstration  has  been  ac- 
complished. The  sigmoid  merges  into  the  rectum 
from  left  to  right  at  a more  or  less  obtuse  angle  in 
the  majority  of  cases,  and  the  longitudinal  bands 
which  are  found  on  the  peritoneal  surface  of  the 
colon  spread  out,  completely  encircling  the  upper 

•From  Division  of  Surgery,  The  Mayo  Clinic. 

*Read  before  the  Tenth  Annual  Meeting  of  Pacific  North- 
west Medical  Association,  Spokane,  Wash.,  Juno  27-29,  1932. 
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part  of  the  rectum.  This,  due  to  fixation  from  lack  of 
mesentery,  gives  a more  or  less  immovable  point  and 
here,  likewise,  there  is  definite  constriction  without 
much  mobility.  This  is  fortunate,  for  in  many  cases 
of  carcinoma  of  that  portion  of  the  bowel  obstruct 
tive  symptoms  intervene  because  of  it. 

In  an  effort  to  locali2;e  accurately  a group  of 
lesions  in  the  rectum  and  rectosigmoid  and  to  dif' 
ferntiate  them  anatomically,  I arbitrarily  selected 
as  the  rectosigmoid  juncture  that  strip  of  bowel 
which  lies  half  intraperitoneally  and  half  retroperi' 
toneally.  namely,  about  3 cm.  on  either  side  of  the 
reflection  of  the  peritoneal  fold  in  the  bottom  of 
the  pelvis.  With  this  anatomic  situation  in  mind, 

1 made  accurate  explorations  in  100  consecutive 
cases  and,  irrespective  of  the  proctoscopic  situation, 
found  that  67  per  cent  of  the  growths  were  in  this 
area;  31  per  cent  were  in  the  rectum  proper,  and 

2 per  cent  were  in  the  anus  or  anal  canal.  The 
significance  of  this  locali2;ation  is  easily  seen,  when 
one  remembers  that  the  lymphatic  drainage  and 
magnitude  of  the  operation  for  removal  of  the 
rectosigmoid  differs  materially  from  that  of  the 
rectum  and  anal  canal.  The  mechanics  of  obstruct' 
ion  are  easily  understood,  and  the  type  of  symptoms 
resulting  from  obstruction  prior  to  the  invasion 
of  the  mucous  membrane  surely  has  an  important 
bearing  on  the  time  at  which  the  lesion  is  suspect' 
ed.  Furthermore,  a great  many  of  such  growths 
in  the  rectosigmoid  may  be  felt  by  the  examining 
finger  and  all  of  them  may  be  viewed  easily  by  the 
proctoscope.  I mention  this  fact  with  emphasis  be' 
cause  I feel  confident  no  operation  for  hemorrhoids 
or  other  lesion  of  the  lower  portion  of  the  bowel 
should  be  undertaken  without  accurate  knowledge 
of  the  condition  of  the  rectum,  rectosigmoid  and 
lower  part  of  the  sigmoid.  The  reason  for  this  is 
that  one  of  five  patients  with  carcinoma  of  the 
rectum  has,  within  the  period  of  his  symptoms, 
been  operated  on  for  hemorrhoids.  In  my  experi' 
ence,  the  symptoms  of  carcinoma  of  the  rectum 
and  rectosigmoid,  in  order  of  their  importance  are: 
(1)  change  in  bowel  habit,  (2)  blood  in  or  on  the 
stool,  and  (3)  pain. 

To  explain  change  in  bowel  habit  is  not  a simple 
matter.  In  the  first  place  a normal  bowel  habit  is 
difficult  to  elicit,  on  direct  examination  of  patients, 
differences  in  bowel  habit.  One  patient  may  have 
from  three  to  ten  stools  in  a day  without  being 
concious  of  any  change  in  bowel  habit,  as  revealed 
by  direct  questioning.  Alternating  periods  of  con' 
stipation  and  diarrhea  are,  perhaps,  the  first  symp' 


toms  noted  of  this  change,  but  it  must  be  re' 
membered  that  bleeding  is  the  chief  complaint  of 
many  patients  and  pain  second.  Buie  noted  bleed' 
mg  as  a chief  complaint  or  associated  symptom  in 
84  per  cent  of  almost  2,000  cases.  Pain  of  various 
types  was  present  in  67  per  cent. 

THE  ASSOCIATION  OF  POLYPS  AND  CARCINOMA  OF 
THE  RECTUM  AND  COLON 

For  several  years  I have  been  particularly  in' 
terested  in  the  association  of  benign  polyps  with 
carcinoma  of  the  rectum  and  colon.  The  frequent 
occurrence  of  polyps,  in  cases  in  which  patients 
died  from  carcinoma  of  the  gastrointestinal  tract 
or  some  intercurrent  disease,  has  been  frequently 
noted  by  numerous  observers.  Robertson  of  The 
Mayo  Clinic,  in  a series  of  100  consecutive  post' 
mortem  examinations  made  as  a routine  on  patients 
aged  twenty  years  or  more,  found  that  twenty'nine 
had  polyps  in  the  colon  or  rectum.  There  were 
thirty'six  cases  of  frank  carcinoma,  fourteen  of 
them  being  in  the  large  bowel.  In  eight  of  these 
fourteen  cases,  multiple  associated  polyps  were 
found.  That  this  is  confirmatory  evidence  of  the 
association  of  the  two  lesions,  I believe,  is  an  ob' 
vious  conclusion. 

The  opportunity  to  study  the  relationship  of 
two  lesions  is  amply  afforded  in  rectal  diseases 
because  about  eight  times  as  many  carcinomas  are 
found  in  the  rectum  and  at  the  rectosigmoid  junc' 
ture  as  occur  in  the  remainder  of  the  large  bowel, 
and  likewise  polyps  are  about  eight  times  as  com' 
mon  in  this  situation  as  in  the  remainder  of  the 
large  bowel.  FriUgibbon  and  I studied  a series 
of  cases  at  the  clinic,  inflammatory  polyps  excluded, 
and  we  were  able  to  trace  the  changes  in  direct 
sequence  through  the  various  steps  from  benig' 
nancy  to  malignancy  and  to  corroborate  the  ob' 
servations  of  Westhaus,  von  Schmieden  and  others, 
of  recent  years. 

The  polyps  were  classified  according  to  three 
groups  which  were  distingushed  by  the  differences 
in  structural  changes. 

In  group  1,  the  epithelium  retains  its  normal 
characteristics  and  the  polyps  are  small,  varying 
in  size  from  pinpoints  to  masses  1 or  2 cm.  on 
cross  section.  Invariably  they  are  pedunculated, 
even  the  smallest  showing  evidences  of  a stalk. 
This  pedicle  formation  is  probably  the  direct  re' 
suit  of  mechanical  factors,  extrinsic  of  the  tumor, 
namely,  peristalsis.  Probably,  also,  these  polyps 
never  or  almost  never  undergo  malignant  changes. 


424 


CARCINOMA  OF  RECTUM — RANKIN 


Vol.  XXXI,  No.  9 


In  group  2,  the  polyps  are  easily  distinguishable 
by  their  abrupt  and  striking  structural  changes  in 
both  the  epithelium  and  connective  tissue  elements. 
The  former  is  characterized  by  widespread  failure 
of  cells  to  differentiate  into  normal  intestinal 
mucosa.  The  cells  are  hypertrophied,  elongated 
and  by  their  very  bulk  compressed  from  side  to 
side.  Frequently,  they  are  arranged  in  single  rows, 
but  in  numerous  places  the  press  of  overgrowth 
piles  them  into  multilayered  buds  that  project  into 
the  tubular  lumen,  and  more  often  into  the 
connective  tissue  matrix.  The  nuclei  are  elon- 
gated;  they  stain  more  deeply  by  the  routine  stains 
and  give  to  the  proliferation  a darker  color.  There 
is  a decided  diminution  in  the  amount  of  mucus  in 
the  cellular  protoplasm.  Corresponding  to  the  epi' 
thelial  proliferation,  there  is  a compensatory  res' 
ponse  in  the  connective  tissue  of  the  underlying 
coat.  The  “pull”  of  the  tumor,  responding  to  the 
peristaltic  action,  begins  to  form  a tiny  stalk 
early.  If  the  growth  is  rapid,  the  connective  tissue 
elements  are  drawn  out  into  treedike  masses.  These 
polyps  likewise  are  pedunculated,  frequently 
become  massive,  and  have  large  pedicles.  Occasion' 
ally  they  may  be  sessile,  overhanging  edges  of 
the  growth  having  concealed  the  stalk.  They 
usually  show  somewhere  evidences  of  inflammatory 
processes. 

It  is  our  opinion  that  the  development  of  card' 
noma  in  polyps  depends  on  the  rate  at  which  the 
tumor  is  driven  to  grow.  In  the  slow  paced  for' 
mations  of  group  1,  there  is  little  if  any  likelihood 
of  carcinomatous  change.  In  the  relatively  more 
rapid  growth  in  the  polyps  of  group  2,  it  is  only 
a question  of  time  until  carcinoma  develops.  Ap' 
parently,  intestinal  epithelium  cannot  proliferate 
indefinitely,  even  at  a moderate  rate,  without  uh 
timately  losing  its  bearings. 

Polyps  of  group  3 strikingly  illustrate  the  rate  of 
development.  In  this  group  there  is  failure  of  the 
epithelium  to  differentiate.  There  is  no  sharp  line 
of  separation  between  polyps  of  group  2 and  those 
of  group  3,  as  there  is  between  those  of  group  1 
and  2.  Polyps  of  group  3 are  but  accentuated 
forms  of  group  2,  in  which  cellular  activity  reaches 
its  height  for  such  tumors.  Then,  too,  there  is 
a “twilight  zone”  in  which  tumors  may  fall,  bear' 
ing  the  characteristics  of  those  of  both  groups  2 
and  3.  Polyps  of  group  3,  like  those  of  other 
groups,  must  start  in  the  overgrowth  of  glandular 
tubules  in  the  mucosa.  Ordinarily  they  become 
about  1 cm.  in  size.  They  are  usually  flat,  and 


the  connective  tissue  stroma  does  not  develop  in 
the  same  ratio  as  the  epithelium.  From  this  group 
come  the  deep'seated,  destructive  carcinomas  of 
the  colon. 

Although  I would  not  go  so  far  as  to  agree 
with  Westhaus  that  every  carcinoma  of  the  colon 
and  rectum  comes  from  preexisting  polyps,  I do 
believe  that  a large  number  of  carcinomas  of  these 
organs  have  their  origin  in  polyps.  On  the  other 
hand,  it  is  not  necessary  that  a polypoid  carcin' 
oma,  as  it  is  seen  on  resection  or  on  proctoscopic 
examination,  was  necessarily  developed  from  a 
polyp  because  the  polypoid  form  which  some  of 
these  carcinomas  take  can  be  the  result  of  many 
factors,  both  intrinsic  and  extrinsic.  However,  the 
very  widespread  presence  of  multiple  polyps  in 
colons  supposedly  normal  does  suggest  the  colon 
as  fertile  soil  for  malignant  degeneration.  What 
the  character  of  the  underlying  initiating  factor  is 
remains  too  moot  a question  for  accurate  con' 
sideration. 

TREATMENT 

Radical  extirpation  with  or  without  treatment 
by  radium  of  carcinomas  of  the  rectum  and  rec' 
tosigmoid  prior  to  metastasis  is  the  operation  pre' 
ferred.  That  it  is  not  the  ideal  type  of  procedure 
is  obvious,  since  the  necessity  of  sacrificing  the 
magnificent  sphincteric  mechanism  is  imperative. 
I would  emphasize  that  in  my  opinion  the  univer' 
sal  acceptance  of  colostomy  has  been  the  greatest 
single  step  in  promoting  a good  prognosis,  fob 
lowing  operation  for  carcinoma  of  the  rectum  and 
rectosigmoid.  It  is  considered,  likewise,  that  one 
may  not  have  a single  standardized  method  of  at' 
tacking  growths  in  either  of  these  situations,  but 
that  a number  of  methods  must  be  at  hand  to 
fit  the  great  variability  of  types  of  patients  who 
are  seen  with  carcinoma  of  the  rectum  and  rec' 
tosigmoid. 

It  should  be  remembered  that  these  patients  usu' 
ally  are  advanced  in  years  and  frequently  have 
some  undermining  concurrent  and  coexisting  dis' 
ease  which  eliminates  the  very  wide  application 
of  a single  standardized  radical  and  formidable 
surgical  procedure.  In  order  to  obtain  the  most 
satisfactory  end'results  surgically,  one  should  have 
at  his  command  at  least  four  types  of  procedure. 
These,  in  order  of  their  importance  and  applicabih 
ity  to  the  patients,  are  in  my  judgment  as  fob 
lows:  (1)  radical  combined  abdominoperineal  re' 
section  in  one  stage;  (2)  combined  abdominoper' 
ineal  resection  in  two  stages;  (3)  colostomy,  fob 
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lowed  by  posterior  resection,  and  (4)  local  ex^ 
cision  of  the  growth,  with  or  without  sacrifice  of 
lesions  are  selected,  for  obviously  this  is  a formid' 
able  procedure  which  cannot  be  withstood  by  devi' 
talized  patients  who  are  the  victims  of  undermin' 
ing  and  debilitating  lesions. 

The  selection  of  the  combined  abdominoperineal 
resection  of  the  rectum  in  two  stages  has  been,  in 
my  hands,  the  most  satisfactory.  I have  employed 
this  operation,  which  embraces  the  fundamental 
principles  of  Miles’  operation,  in  a large  series 
of  cases  with  a satisfactory  operative  mortality, 
and  continued  use  has  influenced  me  in  the  belief 
that  its  applicability  may  be  considerably  broad' 
ened.  The  first  stage  consists  of  exploration 
the  rectal  sphincter. 

For  the  first  group,  only  the  best  risks  and  early 
through  a low  median  line  incision  which  per' 
mits  inspection  of  the  entire  abdominal  cavity  and 
decision  as  to  whether  the  growth  is  removable. 
The  bowel  is  divided  high  in  the  sigmoid  at  this 
time  and  the  proximal  end  is  brought  out  through 
a stab  wound  in  the  groin  and  left  obstructed  by 
a Payr  clamp  for  a period  of  twenty'four  to  forty' 
eight  hours.  No  sutures  are  placed  in  the  bowel 
binding  it  to  the  peritoneum,  but  the  latter  is 
snugged  up  to  the  bowel  in  such  a manner  as  to 
hold  it  tight  and  assist  healing. 

This  type  of  colostomy  has  been  eminently  sat' 
isfactory  to  my  patients.  I am  not  one  of  those 
who  is  hopelessly  pessimistic  about  existence  with 
a colostomy.  Indeed,  I believe  the  mental  attitude 
of  the  laity  in  many  instances,  which  has  been 
largely  fostered  by  a pessimistic  portion  of  the 
medical  profession,  is  entirely  unwarranted.  I 
know  numerous  patients  in  all  walks  of  life  who, 
with  an  anterior  colonic  stoma,  have  carried  on 
their  social  and  professional  duties  without  em' 
barrassment  or  too  much  difficulty.  A properly 
made  colostomy  is  the  answer  to  this  problem  and 
if  one  can  avoid  herniation  of  the  mucous  mem' 
brane  and  formation  of  a hernia  in  the  wound, 
most  of  the  patient’s  difficulties  have  been  avoided. 
This  can  be  accomplished  by  proper  attention  to 
technical  details.  I am  firmly  convinced  that  the 
aversion  to  colostomy  is  based  entirely  on  senti' 
ment  and  not  on  logic,  and  I sympathize  little 
with  the  patient  who  arbitrarily  refuses  colostomy 
when  by  its  acceptance,  plus  secondary  radical 
resection,  the  outlook  for  continued  good  health 
and  longevity  would  be  greatly  enhanced. 

A certain  period  is  allowed  to  elapse  between  the 


colostomy  and  resection  for  two  reasons:  to  rehabili' 
tate  the  patient’s  general  health,  and  to  reduce  in' 
fection  around  the  growth.  Obviously,  in  the  pres' 
ence  of  much  obstruction,  this  type  of  operation 
cannot  be  undertaken,  but  some  drainage  procedure, 
such  as  cecostomy  and  subsequent  resection,  is  iii' 
dicated.  In  the  average  case  one  may  irrigate  the 
lower  segment  of  the  bowel,  reduce  the  infection 
around  the  growth  and  at  resection  find  a perfectly 
clean  bowel  and  much  less  inflammation.  The 
length  of  time  allowed  to  elapse  between  the  first 
and  second  stages  has,  in  my  experience,  gradually 
come  to  be  about  a month;  perhaps  in  some  cases 
about  six  weeks  is  a more  advantageous  selection.  I 
realize  that  it  is  unpleasant  and  frequently  unwise 
to  allow  too  much  time  to  elapse  before  removal  of 
the  carcinoma  following  a drainage  operation,  but  I 
think  the  answer  to  this  objection  is  that  the  patient 
has,  on  an  average,  before  coming  for  advice,  toler' 
ated  the  carcinoma  for  a period  of  ten  to  eleven 
months.  Therefore,  the  additional  time  elapsed  to 
permit  a radical  operation  without  mortality  seems 
quite  reasonable. 

At  the  second  stage  of  the  operation,  the  rectum, 
rectosigmoid  and  lower  segment  of  the  large  bowgl 
are  removed  by  combined  abdominoperineal  resec' 
tion  which  starts  from  behind.  The  rectum  is  mobih 
ized  up  to  the  peritoneal  fold  and  then  is  encased  in 
a rubber  glove  and  thrust  back  into  the  pelvis  and 
the  wound  closed.  This  part  of  the  operation  is 
done  under  sacral  anesthesia.  Following  it,  the  pa' 
tient  is  turned  on  his  back,  a median  line  incision  is 
made,  and  the  inferior  mesenteric  vessels  are  ligated 
close  to  their  origin,  after  both  ureters  have  been 
identified.  Only  at  this  point  is  the  peritoneum 
opened  and  the  whole  segment  of  bowel  removed. 
Peritonization  of  raw  surfaces  consists  of  the  manu' 
facture  of  a new  pelvic  diaphragm.  Drainage  is 
provided  by  taking  out  a couple  of  sutures  in  the 
posterior  part  of  the  wound  and  putting  in  a small 
pack  to  control  oozing.  My  experience  in  a large 
series  of  these  cases  has  been  most  satisfactory.  In 
the  first  series  I operated  in  twenty'three  consecutive 
cases  before  a fatality  occurred. 

The  advantages  of  the  combined  abdominoperi' 
neal  operation  in  one  stage  or  in  two  are  incontesable 
from  the  standpoint  of  prognosis,  the  only  criticism 
being  the  high  mortality  associated  with  such  formid' 
able  procedures.  Increasing  experience  has  taught 
me  to  select  more  accurately  cases  for  operations  and 
operations  for  cases  and  by  the  utilization  of  at  least 
four  types  of  procedure  I have  been  able  to  keep 
my  mortality  around  or  below  10  per  cent.  In 
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about  half  of  the  cases  the  combined  abdominoper- 
ineal  resection  is  done  in  one  stage  or  another,  and 
in  the  others  by  posterior  resection  or  local  excision. 
The  principle  of  removal  of  widespread  areas  of  tis' 
sues  in  juxtaposition  to  the  growth,  thus  removing 
the  lymphatic  drainage  is  the  best  reason  for  the 
radical  operation.  The  distribution  of  the  lymphatic 
vessels  and  the  fact  that  rectal  carcinomas  remain 
local  for  so  long  a time  influence  the  choice  of 
operation  very  materially.  Carcinomas  of  the  rec- 
tum and  rectosigmoid  spread:  (1)  by  direct  con- 
tinuity of  tissue;  (2)  by  means  of  the  venous  sys- 
tem, and  (3)  by  the  lymphatic  system. 

The  w'ork  of  Miles  on  the  anatomy  of  the  lym- 
phatic system  of  the  rectum  has  been  a signpost  in 
this  field  of  surgery.  Dividing  the  lymphatic  vessels 
into  three  zones  of  spread  (dowmward,  lateral  and 
upw’ard),  he  has  showm  the  necessity  of  selection  of 
operative  maneuvers  to  eliminate  most  successfully 
the  different  distributions.  The  downw'ard  zone  of 
spread  comprises  the  structures  in  the  ischiorectal 
fat,  the  external  sphincter  and  the  perianal  skin. 
Growths  w'hich  are  drained  by  this  group  of  vessels 
have  a tendency  to  metastasize  into  the  groin.  The 
second,  or  lateral  zone,  comprises  the  area  around 
the  levator  ani  and  coccygeus  muscle,  the  pelvic  peri- 
toneum, the  prostate  gland,  the  base  of  the  urinary 
bladder,  the  cervix  and  the  base  of  the  broad  Hga- 
ments.  The  upper  zone  of  spread  includes  the  re- 
trorectal tissues,  the  pelvic  mesocolon  and  the  glands 
which  are  situated  in  the  bifurcation  of  the  ihac 
vessels  and  which  anastomose  with  the  gland,  spread- 
ing upward  toward  the  thorax. 

This  compact  epitome  of  the  lymphatic  distribu- 
tion of  the  rectum  and  rectosigmoid  is  very  helpful 
in  visualizing  the  tissues  which  it  is  necessary  to  re- 
move. Most  of  the  glands  beyond  the  immediate 
vicinity  of  the  growth  are  in  fat  which  surrounds 
the  superior  hemorrhoidal  vessels,  and  to  do  a block 
dissection  of  the  pelvis,  one  must  ligate  this  vessel, 
or  better  still,  the  inferior  mesenteric  vessel  from 
which  it  comes,  and  begin  the  dissection  from  there 
downward.  These  extramural  lymphatic  vessels  an- 
astomose with  the  intramural  and  intramediary  net- 
work, the  former  of  which  lies  in  the  submucous 
tissues  between  the  muscular  layers  and  the  latter  of 
w'hich  is  divided  into  two  parts:  a subserous  net- 
work in  the  portion  of  the  rectum  covered  by  peri- 
toneum, and  a lymph  sinus  which  lies  between  the 
muscular  coat  and  perirectal  fat. 

To  extirpate  the  gland-bearing  tissues  of  these 
areas  in  association  wdth  the  local  growth  in  as 
widespread  a manner  as  possible  necessitates  an 


operation  which  sacrifices  the  sphincteric  muscle  and  | 
establishes  a suitable  anus  on  the  abdominal  w'all.  To  | 
do  this,  one  must  not  only  select  cases  that  wall  ' 
withstand  a formidable  operation,  but  at  the  same 
time  increase  by  measures  of  rehabilitation  this 
operative  group  as  far  as  possible.  It  has  proved 
advantageous  to  isolate  these  patients  with  carcinoma 
of  the  rectum  or  colon  in  a single  division  in  The 
Mayo  Clinic  and  not  to  treat  them  as  emergency 
cases,  except  only  the  cases  in  which  acute  intestinal  1 
obstruction  ushers  in  the  symptoms  without  any  pre-  ' 
monitory  warning.  By  this  segregation,  which  util-  | 
izes  many  measures,  including  preoperative  vaccina- 
tion and,  in  the  main,  efforts  at  decompression  of 
the  large  bow’el,  I feel  that  selection  and  operability 
have  been  advanced.  Given  an  adequately  prepared 
patient  with  carcinoma  of  the  rectum,  without  de- 
monstrable hepatic  metastasis,  I believe  that  the  out- 
look following  radical  operation  is  more  favorable 
than  for  other  portions  of  the  gastrointestinal  tract. 

PROGNOSIS 

It  is  a common  belief  among  physicians  and  sur- 
geons that  radical  extirpation  of  carcinoma  of  the 
rectum,  despite  a high  mortality,  has  a favorable 
prognosis.  I believe  this  is  entirely  provable  sta- 
tistically. There  are  a number  of  influencing  fac- 
tors which  must  be  taken  into  consideration,  how- 
ever, in  attempting  to  estimate  the  length  of  life 
following  any  type  of  treatment  for  the  average 
carcinoma  of  the  rectum.  Influences  external  to  the 
growth,  such  as  the  general  condition  of  the  patient, 
the  duration  of  the  lesion,  local  conditions,  such 
as  fixation,  perforation,  size,  mobility,  metastasis,  hy- 
alinization  and  fibrosis,  all  play  a part.  I believe  the 
most  important  factor  which  governs  the  prognosis 
in  carcinoma  in  this  situation,  and  it  might  be  added 
in  other  situations,  is  the  intrinsic  activity  of  the 
malignant  cells.  Expressed  in  terms  of  grading  after 
Broders’  method,  which  recognizes  as  its  basic  funda- 
mental the  differentiation  of  the  cells  from  the  em- 
bryonal to  the  normal,  one  is  able  by  microscopic 
diagnosis  to  estimate  accurately  the  relative  longevity 
of  any  patient  suffering  from  this  type  of  malignancy. 
The  index  is  dependent  on  the  fact  that  the  more  a 
neoplastic  cell  approaches  the  structure  of  a normal 
cell,  the  lower  its  grade  of  malignancy  and,  con- 
versely, the  more  embryonal  the  malignant  cell,  the 
higher  its  malignant  potentiality.  Metastasis  takes 
place  earlier  in  the  more  highly  malignant  cells, 
obviously,  and  this  departure  of  malignant  cells  from 
the  parent  growth  influences  directly  the  operability. 

It  is  easily  shown  that  the  percentage  of  cases  in 
which  metastasis  is  present  rises  in  direct  proportion 
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to  the  grade  of  malignancy  and  that  the  reverse  is 
■equally  true  relative  to  the  absence  of  metastasis. 
This  grading  of  cells  must  necessarily  influence  the 
tendency  of  malignant  lesions  to  remain  local  for  a 
long  time,  since  we  know  that  the  majority  of  car- 
cinomas of  the  rectum  and  rectosigmoid  is  found 
to  be  of  low  or  medium  grades  (1  or  2),  in  con- 
trast to  the  more  cellular  grades  (3  and  4). 

To  estimate  the  good  results,  Broders  and  I studied 
a series  of  598  cases  of  carcinoma  of  the  rectum  and 
rectosigmoid,  in  which  operation  was  performed  at 
The  Mayo  Clinic  between  1916  and  1926,  and 
found  that  the  good  results  were  in  direct  propor- 
tion to  the  intensity  of  the  malignant  cell  and  that 
such  other  factors  as  metastasis  were  influenced 
equally  as  directly.  It  was  noted  that  as  good  re- 
sults were  obtained  after  radical  operation  for  car- 
cinoma of  the  rectum  of  grade  1 with  metastasis,  as 
in  grades  3 and  4,  without  metastasis.  Good  results 
were  not  obtained  when  the  malignancy  was  graded 
4 and  metastasis  was  present.  In  the  whole  group, 
results  were  counted  as  good,  if  patients  lived  for  a 
long  time  without  recurrence  or  metastasis,  and  then 
died  from  some  other  cause,  and  as  bad  if  patients 
died  from  carcinoma,  whether  or  not  the  occur- 
rence was  shortly  after  the  resection.  It  was  found 
that  the  influence  of  metastasis  was  indicated  by 
the  following:  good  results  when  metastasis  was 
present  at  operation,  20  per  cent;  total  poor  results, 
79  per  cent;  when  metastasis  was  absent  at  opera- 
tion, good  results,  57.8  per  cent;  total  poor  results, 
42  per  cent.  In  considering  the  poor  results  in 
which  patients  died  of  carcinoma,  death  in  some 
of  the  cases  occurred  as  long  as  seven  years  after  the 
operation. 

Mortality  figures  and  successful  end-results  fol- 
lowing radical  operation  have  been  largely  influ- 
enced within  the  last  ten  years  by  more  accurate 
diagnosis  as  well  as  better  selection  of  patient  for 
operation  and  operation  for  patient.  Much  is  to  be 
desired  in  the  treatment  of  carcinoma  of  the  rectum 
and  rectosigmoid,  as  is  evidenced  by  the  fact  that 
the  diagnosis  is  still  made  almost  a year  after  the 
initial  symptoms  have  been  observed.  To  shorten 
this  time  and  to  apply  some  type  of  therapeutic 
agent  in  the  earlier  stages  of  the  disease  is,  I believe, 
a profound  responsibility  of  the  medical  profession, 
and  the  obvious  corollary  to  this  is  that  more  satis- 
factory end-results  will  almost  inevitably  be  in  di- 
rect proportion  to  the  promptness  with  which  the 
patients  seek  advice,  the  thoroughness  of  the  examin- 
ation, and  the  radical  type  of  operation  performed. 


DUODENAL  ULCER  FOLLOWING  SKIN 
BURNS* 

REPORT  OF  TWO  CASES  WITH  RECOVERY 

John  H.  Fitzgibbon,  M.D. 

PORTLAND,  ORE. 

In  reporting  an  experience  with  gastrointesti- 
nal ulceration  following  cutaneous  burns,  Novak* 
called  attention  to  the  fact  that  Dupuytren^  first 
described  congestion  of  the  gastrointestinal  mucosa 
in  persons  dying  soon  after  skin  burns,  and  men* 
lioned  the  development  of  inflammation  and  ul- 
ceration in  those  who  lived  for  a time  following 
the  burns.  He  quotes  Dupuytren  as  follows:  “It 
has  been  demonstrated  by  postmortem  observa- 
tion that,  when  an  individual  has  perished  in  a 
general  conflagration,  in  the  midst  of  flames,  or  a 
few  moments  after  being  rescued  from  them,  in- 
flammation has  not  had  time  to  develop  itself  in 
the  intestinal  canal,  but  we  find  there  marks  of 
violent  congestion.  If  some  days  have  elapsed 
since  the  accident,  we  find  on  opening  the  bodies 
all  the  distinctive  marks  of  gastroenteritis.  Finally, 
if  the  patient  has  died  at  a still  more  remote 
period,  we  find  in  the  viscera,  and  particularly 
in  the  digestive  apparatus,  profound  alterations. 
The  mucous  membrane  presents  more  or  less  vivid 
red  patches  and  more  or  less  deep  ulceration.” 

MoynihanS,  in  discussing  the  use  of  the  term 
“Curling’s  ulcer”  for  the  condition  of  acute  ul- 
ceration of  the  duodenum  following  skin  burns, 
reminds  us  that,  “the  first  writer  to  note  and  des- 
cribe with  full  knowledge  the  occurrence  of  duo- 
denal ulcer  in  cases  of  burns  was  neither  Curling 
nor  Dupuytren,  but  Long^  of  Liverpool,”  who 
published  a report  in  1840.  Curling’s^  paper  ap- 
peared in  1841,  but  his  name  has  almost  universally 
been  applied  to  the  condition.  Long  reported  two 
cases  of  perforation  of  a duodenal  ulcer  and  death 
occurring  in  a woman  of  twenty-eight  and  a girl  of 
fourteen  following  extensive  skin  burns.  Both  had 
Deen  quite  well  before  the  accident.  These  patients 
were  seen  in  April  and  May,  1834.  Long  states,  “I 
have  been  induced  to  give  the  two  cases  of  perfora- 
tion in  detail,  as  I believe  they  are  unique;  indeed, 
I am  not  aware  of  any  case  being  recorded  of  per- 

♦Summary  presented  before  Annual  Meeting  of  American 
Gastroenterological  Association,  Atlantic  City,  May  3,  1932. 

1.  Novak,  E. : Gastrointestinal  Ulceration  Following  Cutan- 
eous Burns,  Am.  J.  M.  Sc.  169:119-125,  Jan.,  1925. 

2.  Dupuytren,  G. : Clinical  Lectures  in  Surgery,  1832, 

translated  from  the  French  by  A.  S.  Doane,  Carter  Hender  Co., 
p.  229,  1833. 

3.  Moynihan,  B.  G.  A. : Duodenal  Ulcer,  W.  B.  Saunders 
Co.  p.  24,  1910. 

4.  Long,  James:  London  Medical  Gazette,  new  series  I. 
743,  1840. 

5.  Curling,  T.B. : On  Acute  Ulceration  of  the  Duodenum  in 
Cases  of  Burns,  Med.  Chir.  Trans.  25:260,  1841-42. 
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foration  of  the  gastrointestinal  tube  occurring 
after  a bum,  except  the  one  I quote  from  Liston, 
which  approximates  to  my  two  cases  by  the  perfora  ■ 
tion  being  near  the  pylorus  and  by  the  changes 
which  had  taken  place  in  the  duodenum.”  He  then 
describes  Liston’s  case  of  perforation  in  a girl,  aged 
3,  who  was  severely  burned  and  died  following  a 
perforation  Moynihan  continues:  “This  remarkable 
paper  has  been  overlooked  by  every  subsequent 
writer;  its  perusal  leaves  no  doubt  that  the  credit 
for  priority  in  this  matter  is  due  entirely  to  Long.” 

Various  writers  have  given  Cumin  credit  for 
priority.  Cumin’s  paper,  however,  was  not  con- 
cemed  with  duodenal  ulcer,  but  was  a report  of 
clinical  data  and  autopsy  findings  in  five  cases  of 
skin  burns,  showing  internal  inflammation  involving 
the  meninges,  pleura,  peritoneum  and  intestinal 
mucosa.  He  did  not  mention  duodenal  ulcer,  but 
presented  evidence  to  show  that  although,  “the  muc' 
ous  membranes  participate  in  the  inflammation,” 
“that  of  the  digestive  organs  is  not,  however,  affect' 
ed  in  the  exclusive  manner  which  the  favourers  of 
the  new  French  doctrine  of  Broussais  would  lead  us 
to  believe.”  He  gives  credit  to  Dupuytren:  “I  am 
happy  to  find,  from  a late  edition  of  Sabatier’s  Medi' 
cine  Operatoire,  that  M.  Dupuytren  is  in  the  prac' 
tice  of  promulgating  in  his  lectures  a similar  doc- 
trine; although  he,  or  the  editor  of  that  work,  ap- 
pears to  lean  considerably  to  the  gastroenteric  hy- 
pothesis of  Broussais.” 

In  the  same  issue  as  Cumins’  paper  is  a case  re- 
port by  Swain,''  who  describes  the  autopsy  findings 
in  a five  year  old  boy  who  died  following  a bum. 
“On  opening  the  abdomen,  every  part  appeared 
sound  except  the  stomach,  in  the  villous  coat  of 
which  were  several  spots  and  stripe-like  sloughs, 
extending  deep  and  quite  black.” 

The  question  of  priority  is  not  easy  to  settle  but 
Long  is  apparently  entitled  to  credit  for  empha- 
sizing the  importance  of  duodenal  ulcer  in  skin 
burns.  A report  by  Keate^  tells  of  a six  year  old 
girl  who  lived  for  seventy-five  days  following  se- 
vere bums.  Postmortum  examination  revealed  three 
ulcers  in  the  duodenum.  This,  according  to  Moyni- 
han, is  the  longest  period  of  survival  mentioned  in 
any  of  the  records. 

Hurst^  states  that  nothing  has  ever  been  writ- 
ten on  the  subject  of  duodenal  ulcers  resulting 

6.  Cumin,  William;  Cases  of  Severe  Bum  with  Dissections 
and  Remarks,  Edinburgh  M.  & S.  J.  19:377,  1823. 

7.  Swain,  Joseph;  Practical  Observations,  Edinburgh  M. 
& S.  J.  19:344,  1823. 

8.  Keate:  Path.  Soc.  Trans.  1:258,  1850. 

9.  Hurst,  A.  F.  and  Stewart,  M.  J. : Gastric  and  Duodenal 
Ulcer,  Oxford  University  Press,  p.  144,  1929. 


from  bums  from  the  clinical  point  of  view,  the 
condition  not  having  been  recognized  during  life. 
He  describes  a case  reported  by  himself  and  Dig- 
byio.  “A  previously  healthy  woman  of  thirty- 
five  was  admitted  to  Guy’s  Hospital  in  Febmary, 
1913,  with  the  history  that  four  weeks  before  she 
had  scalded  the  dorsum  of  her  left  foot.  Next 
day  she  felt  weak  and  had  no  appetite,  and  seven 
days  later  she  noticed  she  was  getting  paler.  She 
became  progressively  weaker  and  paler  thereafter, 
in  spite  of  the  fact  that  the  scald  healed  complete- 
ly in  three  weeks  and  did  not  become  septic.  Final- 
ly she  became  so  weak  that  she  could  not  stand 
up  without  fainting.  On  admission  she  was  pro- 
foundly anemic,  with  2,200,000  red  cells  and  6,875 
leucocytes  per  cmm.  and  hemoglobin  25  per  cent. 
The  appetite  was  poor  and  she  was  extremely 
constipated.  There  was  very  slight  tenderness  on 
deep  pressure  on  the  right  side  of  the  abdomen 
at  the  level  of  the  umbilicus.  The  feces  were 
found  to  contain  altered  blood  in  large  quantity. 
She  vomited  during  the  night,  the  vomit  contain- 
ing distinct  traces  of  blood.  Acute  duodenal  ulcer 
resulting  from  bum  of  the  foot  was  diagnosed. 
She  was  treated  in  the  usual  way  and  was  able 
to  leave  the  hospital  seven  weeks  later,  when  the 
red  cells  had  risen  to  3,900,00  cmm.  and  the  hem- 
oglobin to  65  per  cent.  During  the  next  four 
months,  she  had  some  slight  indigestion,  but  in 
October  she  reported  herself  well  and  strong.” 

Having  seen  two  individuals  with  somewhat 
similar  conditions,  I had  not  realized  that  reports 
of  recovery  were  so  rare  in  the  literature  of  ulcer 
following  burns.  A search  of  the  literature,  in 
which  I was  assisted  by  Miss  Hallam,  librarian  at 
the  University  of  Oregon  Medical  School,  disclosed 
many  reports  of  ulcer  following  burns  in  which 
death  had  occurred,  but  a scarcity  of  those  with 
recovery.  Two  other  authentic  cases  with  recov- 
ery were  found  which  will  be  mentioned  below. 
In  addition,  one  case  of  extensive  burns  of  the 
thighs  and  abdomen  with  probable  ulceration  of 
the  intestine  coming  on  more  than  one  hundred 
days  after  the  burns  and  reported  by  Simpson'*^! 
was  found.  The  patient  recovered.  This,  how- 
ever, was  not  said  to  be  duodenal  ulcer,  but  is 
of  interest  because  of  recovery. 

10.  Hertz,  A.  F.  and  Digby,  W.  E.:  Case  of  Recovery  from 
a Duodenal  Ulcer  Produced  by  a Burn.  Guy’s  Hosp.  Rep.,  52: 
157-160,  1913. 

11.  Simpson,  J.  C. : Case  of  Extensive  Burns  of  Thighs 
and  Abdomen,  Probable  Ulceration  of  Intestines,  Recovery, 
Brit.  M.  J.,  2:875-877,  1889. 
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Kirchmayeri2  treated  a boy,  in  whom  there  was 
evidently  a causal  connection  between  chronic 
duodenal  ulcer  and  a preceding  extensive  burn  of 
the  neck  and  back.  The  patient  complained  of 
severe  pain  in  the  stomach  region  at  once  after 
discharge  from  the  hospital  where  the  burns  had 
been  treated,  and  the  attacks  of  pain  had  returned 
off  and  on  for  twelve  years  afterwards.  A com' 
plete  cure  followed  pyloroplasty  plus  gastroenter- 
ostomy.  A large  radiating  scar  was  found  in  the 
horizontal  portion  of  the  duodenum,  with  exten' 
sive  adhesions  binding  it  to  the  liver,  gallbladder, 
pancreas  and  transverse  colon. 

Maesi3  reported  duodenal  ulcer  found  at  au' 
topsy  following  a burn,  and  in  addition  related  an 
experience  with  a patient,  aged  48,  treated  for 
burns  early  in  his  practice.  Symptoms  of  duodenal 
ulcer  were  present.  At  the  age  of  65,  the  patient 
returned  with  symptoms  suggesting  gallbladder 
pathology,  though  malignancy  was  considered.  He 
refused  operation.  Three  years  later,  aged  68, 
he  returned  and  was  operated  upon.  Inoperable 
carcinoma  of  the  pylorus  with  metastasis  was 
found.  The  probability  of  malignancy  developing 
upon  an  ulcer  following  a bum  is  discussed.  In 
this  case  and  the  one  reported  by  Kirchmayer 
there  is  good  clinical  evidence  of  ulcer  following 
skin  burns  and  persisting  over  a long  period  of 
time.  The  patient  seen  by  Hurst  and  Digby  re' 
covered  rapidly. 

The  two  patients  I wish  to  discuss  made  rapid 
recoveries  on  medical  treatment  and  their  progress 
differs  little  from  that  of  the  patient  described  by 
Hurst  and  Digby.  They,  however,  were  medicO' 
legal  problems,  for  both  were  protected  by  accci' 
dent  insurance  and  the  question  of  skin  burns 
being  etiologic  factors  in  production  of  acute 
duodenal  ulcer  was  of  great  importance. 

CASE  REPORTS 

Case  1.  V.  B.,  a physician,  aged  37,  first  consulted 
me  September  9,  1927,  complaining  of  “gas”  distress, 
rumbling  and  gurgling  in  the  abdomen  and  one  to  three 
loose  stools  daily.  Abdominal  distress  was  generalized  and 
not  suggestive  of  ulcer. 

Physical  examination  showed  no  abnormality  except  a 
very  tender  colon. 

Roentenographic  examination  of  the  stomach  and  duo- 
denum disclosed  no  abnormalities.  A barium  enema,  how- 
ever, induced  his  typical  distress  and  revealed  irritability 
of  the  colon. 

Diagnosis  of  irritable  colon  was  made.  Recovery  on 
nonirritating  diet  and  belladonna  was  prompt. 

12.  Kirchmayer,  L. : Chronic  Duodenal  Ulcer  After  a Burn, 
Deutsche  Ztschr.  f.  Chir.  171:109.  June,  1922.  Abstracted 
J.  A.  M A.  79:690,  Aug.  19,  1922. 

13.  Maes,  U.:  Curling’s  Ulcer;  Duodenal  Ulcer  Follow- 
ing Superficial  Burns.  Ann.  Surg.  91:527-532,  April,  1930. 


March  3,  1928,  while  at  the  seashore,  the  patient  was 
severely  burned  about  the  head,  neck  and  forearms  by 
the  explosion  of  a gasoline  stove.  Complete  healing  of  the 
burns  required  about  ten  months.  During  the  second  week 
after  the  injury,  mild  symptoms  of  duodenal  ulcer  ap- 
peared, and  about  the  fifth  week  he  noticed  dark  stools 
and  distress  about  two  o’clock  in  the  morning. 

On  July  28,  he  came  to  my  office  giving  a history  of 
epigastric  distress  at  4 p.m.  and  2 a.m.  Distress  was  re- 
lieved by  food.  During  the  last  few  days,  stools  had  been 
black.  A specimen  of  stool  taken  from  the  rectum  was 
definitely  tarry  and  consisted  almost  entirely  of  blood.  He 
was  sent  to  the  Emanuel  Hospital  where,  after  a few 
days  of  medical  treatment,  he  was  greatly  improved. 
Stools  became  negative  for  occult  blood  after  two  weeks. 
He  left  the  hospital  at  the  end  of  six  weeks  and  has  been 
free  from  ulcer  symptoms  since  that  time.  An  accurate 
Sippy  treatment  was  carried  out  for  over  one  year. 

Roentgenographic  examination,  October  1 9,  1928, 

showed  a slight  distortion  of  the  duodenal  cap.  On  June 
28,  1930,  no  distortion  of  the  duodenum  was  seen. 

Diagnosis  of  hemorrhage  from  acute  duodenal  ulcer  re- 
sulting from  burns  of  the  skin  made. 

Case  2.  A male,  aged  61,  was  referred  to  me  by  the 
Oregon  State  Industrial  Accident  Commission,  October 
27,  1928.  November  19,  1927,  he  was  burned  about  the 
face,  neck,  ears,  scalp  and  forearms  by  a gas  explosion.  He 
was  treated  by  Dr.  W.  O.  Spencer  and  returned  to  work 
December  28. 

May  2,  1928,  he  returned  with  gastrointestinal  symp- 
toms and  Dr.  Spencer  made  a diagnosis  of  peptic  ulcer. 
A roentgenographic  examination  revealed  a distorted 
duodenal  cap.  Because  of  the  history  of  burns,  it  was  con- 
cluded that  the  ulcer  had  resulted  from  the  burns,  as  the 
patient  had  had  no  gastrointestinal  symptoms  before  being 
burned.  He  was  placed  on  ambulatory  treatment  with  im- 
provement for  a time,  but  September  21,  1928,  while  at 
work,  he  fainted  and  later  vomited.  About  twenty  minutes 
later,  he  felt  weak  and  thought  he  would  faint  again. 
After  drinking  two  cups  of  water,  he  again  vomited.  The 
vomitus  tasted  sour,  but  as  he  vomited  in  a dark  toilet,  he 
did  not  examine  the  vomitus.  Stools  were  dark,  but  he 
had  been  taking  bismuth.  After  one  week  in  the  hospital 
he  was  treated  at  home. 

He  described  his  distress  as  “an  aching  burning  sen- 
sation in  the  upper  abdomen.”  It  was  not  present  in  the 
morning  before  breakfast.  Breakfast,  at  6:45  a.m.,  was 
followed  by  distress  about  9 a.m..  This  frequently  con- 
tinued until  noon  and  was  relieved  by  eating.  In  about 
two  hours  the  distress  returned  and  continued  until  the 
evening  meal  which  relieved  until  11  p.m.  He  frequently 
drank  water  or  took  alkali  for  relief. 

In  July,  lower  abdominal  distress  associated  with  cramp- 
ing, rumbling  and  gurgling  sounds  and  mushy  stools  .ap- 
peared. Bowel  movement  or  passage  of  flatus  would  re- 
lieve this  type  of  distress.  The  upper  abdominal  distress 
described  above  had  meanwhile  been  relieved  by  treatment. 
A relatively  large  amount  of  magnesia  had  been  taken  in 
the  ulcer  treatment. 

On  physical  examination,  there  were  no  significant  find- 
ings except  a very  tender  colon  and  slight  epigastric  tender- 
ness. 

Roentgenographic  examination  revealed  a rather  small 
duodenal  cap  with  a distortion  of  the  lesser  curvature. 
The  pyloric  opening  was  near  the  lesser  curvature  side 
of  the  duodenal  cap.  Slight  roughening  of  the  greater 
curvature  of  the  pyloric  antrum  was  thought  to  be  due  to 
adhesions.  A barium  enema  induced  his  typical  lower  ab- 
dominal distress  and  showed  several  diverticula  of  the  de- 
sending colon  and  sigmoid.  This  area  was  the  site  of  his 
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greatest  discomfort,  but  the  distress  did  not  resemble  that 
which  had  come  on  two  hours  after  meals. 

Occult  blood  was  present  in  three  stools  out  of  four 
examined. 

Blood  count  was  as  follows:  Hemoglobin  99  per  cent, 
red  blood  cells,  5,248,000;  white  blood  cells,  13,520; 
polymorphonuclears  48  per  cent,  small  lymphocytes  40 
per  cent,  large  lymphocytes  7 per  cent,  eosinophiles  3 per 
cent,  transitional  2 per  cent. 

Urine  was  normal. 

The  Ewald  test  meal,  showed  free  hydrochloric  acid 
58,  total  acidity  69. 

Diagnosis  of  duodenal  ulcer  resulting  from  skin  burns, 
but  improved  by  treatment,  was  made,  and  he  was  advised 
to  continue  on  accurate  medical  management  over  a pro- 
longed  time. 

The  amount  of  magnesia  taken  was  reduced  to  a mini- 
mum necessary  to  regulate  the  bowel,  as  I felt  that  the 
lower  abdominal  distress  was  due  to  irritability  of  the 
colon  aggravated  by  large  amounts  of  magnesia.  Diverti- 
culosis  and  possible  diverticulitis  may  have  contributed  to 
the  colon  distress. 

SUMMARY 

A search  of  the  literature  discloses  many  re- 
ports of  gastrointestinal  ulceration  and  death  fol- 
lowing skin  bums,  but  only  three  apparently  au- 
thentic cases  of  duodenal  ulceration  with  recovery 
have  been  found.  Two  additional  cases  of  duo- 
denal ulcer  with  recovery  are  reported.** 

COMMENTS 

It  seems  probable  that  this  condition  is  much 
more  common  than  has  been  supposed,  and  that 
ulceration  with  symptoms  of  moderate  severity  may 
be  overlooked  because  of  the  absence  of  hem- 
orrhage or  perforation.  The  addition  of  such 
cases  to  those  already  in  the  literature  would  be  of 
value  in  determining  the  medicolegal  status  of 
cases  of  ulceration  following  burns. 

Of  the  five  reported  cases,  including  the  two 
just  described,  three  responded  well  to  medical 
treatment,  one  was  successfully  operated  upon  and 
one  died  of  carcinoma  twenty  years  after  being 
burned.  Theoretically,  it  seems  likely  that  acute 
ulcers  of  this  type  should  respond  well  to  medical 
treatment  after  recovery  from  the  burns. 

1106  Stevens  Bldg. 

•♦Since  this  paper  was  written  Clements  has  mentioned  a 
case  of  ulcer  following  burns  with  recovery  (Clements,  H.  J.: 
Are  we  up  to  Date  in  our  Treatment  of  Bums,  North.  Med., 
31:209-215,  1932.) 


Olfactory  Disturbances.  Ernest  M.  Seydell,  Wich- 
ita, Kan.  (Journal  A.  M.  A.,  Aug.  20,  1932),  calls  at- 
tention to  the  fact  that  in  patients  with  olfactory  distur- 
bances it  is  advisable  to  make  tests  of  the  acuity  of  the 
sense  of  smell,  nasal  taste,  nasal  tactile  sense  and  the 
gustatory  sense.  Careful  olfactometric  examinations  fol- 
lowed, when  possible,  by  accurate  postmortem  examina- 
tions will  extend  the  knowledge  of  olfaction.  The  co- 
operation of  surgeons  who  come  in  contact  with  numer- 
us  skull  fractures  should  be  sought  to  assist  in  this  prob- 
lem. 


COD-LIVER  OIL  AND  VIOSTEROL* 

USES  AND  ABUSES 

Norman  W.  Clein,  M.D. 

SEATTLE,  WASH. 

The  tremendous  exploitation  of  cod-liver  oil  from 
such  a variety  of  sources  has  created  a very  def- 
inite problem  for  the  average  physician.  Vitamins 
are  very  unique  and  mysterious  food  elements. 
Vitamin  D was  the  first  of  all  the  known  vitamins 
to  be  synthesized  or  manufactured  from  a definite 
chemical  compound.  This  amazing  feat  came  as 
a result  of  long  continued  search,  starting  with  the 
fat'soluable  vitamins  contained  in  cod-liver  oil.  It 
was  at  first  thought  that  vitamine  A had  anti- 
rachitic properties.  Later  it  was  discovered  that 
this  property  of  promoting  the  assimilation  of  cal- 
cium and  phosphorous  and  thus  controlling  bone 
development,  is  due  to  another  fat-soluble  vitamin, 
to  which  was  given  the  name  vitamin  D.  When 
this  became  commercially  available  under  the  trade 
name  of  viosterol  (irradiated  ergosterol) , many 
claims  were  made  as  to  its  advantages  and  dis- 
advantages. There  is  at  present  so  much  confusion 
as  to  the  proper  function  of  cod-liver  oil  and 
viosterol,  that  a few  definite  facts  as  to  their  real 
use,  dosage  and  effects  might  be  of  value  to  the 
practising  physician. 

The  larger  proportion  of  physicians  are  not  vital- 
ly interested  in  the  chemistry  and  physiology  of 
cod-liver  oil  and  viosterol.  With  a never-ending 
retinue  of  detail  men  in  our  offices,  we  hear  many 
conflicting  and  misleading  statements  as  to  the 
merits  of  these  two  products.  I do  not  believe  that 
these  salesmen  are  misrepresenting,  but  they  tell 
only  their  side  of  the  story,  the  part  that  will  help 
sell  their  product.  Then,  how  are  we,  as  physicians, 
to  judge  which  product  is  best,  or  which  is  indicat- 
ed for  a specific  condition  unless  we  know  the  bas- 
ic truths? 

The  vitamins  of  cod-liver  oil  are  fat-soluble  A 
and  D,  of  viosterol,  D only.  Obviously,  vitamin 
D cannot  be  expected  to  cure  a vitamin  A deficien- 
cy nor  can  vitamin  A cure  vitamin  D deficiency; 
that  is,  vitamin  A will  not  cure  rickets,  and 
vitamin  D will  not  cure  xeropthalmia.  Cod-liver  oil 
will  cure  xerophthalmia,  due  to  its  vitamin  A con- 
tent, but  we  certainly  cannot  expect  viosterol  to 
do  the  same. 

This  elementary  example  is  mentioned  to  show 
how  easily  a product  can  be  misrepresented  by 
nonscientific  tests.  Recently  a report  from  Prather 

♦Read  before  a Meeting  of  King  County  Medical  Society, 
Seattle,  Wash.,  April  25,  1932. 
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et.  al4  came  to  the  conclusion  that,  “viosterol  does 
not  demonstrate  the  power  to  stimulate  growth  of 
body  or  prevent  infections,  because  in  animals  with 
a vitamin  A'free  diet,  viosterol  did  not  help,”  a 
ridiculous  experiment. 

Hess2  states  that,  “Preparations  of  irradiated 
ergosterol  have  shown  that  they  are  specific  for 
rickets,  tetany  and  osteomalacia.  As  yet  they  have 
not  proven  of  definite  value  in  other  clinical  con' 
ditions.” 

Viosterol  has  one  and  only  one  function;  that 
is,  solely  the  deposition  of  calcium  in  the  tissues, 
especially  bone  and  teeth.  When  given  as  a tonic 
or  for  preventing  colds,  etc.,  it  is  bound  to  be  dis' 
appointing.  Its  chief  function  is  as  an  antirachitic 
agent  and  fully  90  per  cent  more  of  its  usefulness 
is  in  infants  under  two  years  of  age. 

Cod'liver  oil  possesses  the  above  properties  in 
addition  to  those  of  vitamin  A which  has  been 
known  for  a long  time,  but  was  not  exploited  to 
its  present  degree  until  the  sales  of  viosterol  inter' 
ferred  with  those  ^of  cod'liver  oil.  You  are  all  well 
acquainted  with  the  standing  “battle  cry”  that 
you  must  give  the  babies  cod'liver  oil  instead  of 
viosterol  because  they  need  vitamin  A as  well  as 
D.  Certainly  they  do.  Mellenby  and  other  author' 
ities  have  shown  that  milk  is  one  of  the  richest 
sources  of  vitamin  A,  and  that  infants  will  receive 
more  than  sufficient  of  this  vitamin  from  ordinary 
milk  dilutions.  I believe,  from  rather  extensive 
experience  in  using  viostrol  in  hundreds  of  babies 
in  the  last  three  years,  that  the  growth  and  de' 
velopment  of  their  bones  and  bodies  are  much  finer 
than  those  given  plain  cod'liver  oil. 

Vitamin  A is  obtainable  in  sufficient  quantities 
in  milk,  egg  yolk,  in  leafy  vegetables  and  butter. 
It  is  one  of  the  most  liberal  vitamins  in  natural 
foods.  Vitamin  A is  also  known  as  the  antiinfec' 
tive  vitamin.  Green  and  Mellenby^  showed  that 
laboratory  animals  in  advance  stages  of  A deficien' 
cy  suffer  from  spontaneous  infections.  Boynton 
and  Bradford^  reviewed  the  literature  and  carried 
out  their  experiments  on  the  effect  of  vitamins  A 
and  D on  resistance  to  infection  with  the  following 
summary. 

1.  Prather,  E.  O.,  Jr.,  Nelson,  M.  and  Bliss,  A.  R.,  Jr. 
Viosterol  and  Cod-Liver  Oil;  Comparative  Observations.  Am. 
J.  Dis.  Child.  42:52-56,  July,  1931. 

2.  Hess,  A.  P.,  Lewis,  J.  M.  and  Rivkin,  H. : Status  of 
Therapeutics  of  Irradiated  Ergosterol.  J.  A.  M.  93:661-665, 
Aug.  31,  1929. 

3.  Green,  H.  N.  and  Mellanby,  E. : Rat  Technique  for 
Demonstrating  Interfering  Effects  of  Cereals  on  Bone  Calcifi- 
cation. Biochem.  J.  22:102-112,  1928. 

4.  Boynton,  L.  C.  and  Bradford,  W.  L. : Effect  of  Vitamins 
A and  D on  Resistance  to  Infection.  J.  Nutrition.  4:323-329. 
Sept.,  1931. 


Young  white  rats  were  inoculated  with  organ' 
isms  at  intervals  of  four,  six,  eight  and  ten  weeks, 
while  on  a vitamin  A'free  diet.  They  found  that 
there  was  a markedly  decreased  resistance  to  such 
infection  compared  with  controls  receiving  cod' 
liver  oil.  This  was  demonstrated  before  other  signs 
of  vitamin  A deficiency  appeared. 

No  such  susceptibility  to  similar  inoculations  was 
found  in  young  rats  on  a diet  deficient  in  vitamin 
D,  compared  to  controls  protected  by  irradiated 
ergosterol.  In  other  words,  a lack  of  vitamin  D in 
the  diet  did  not  lower  the  resistance  of  these  ani' 
mals  in  the  same  manner  as  a deficiency  of  A.  The 
two  have  entirely  separate  functions,  yet  every  drug 
store,  many  newspapers  and  maga2;ines  blare  forth 
with  advertisements  telling  how  to  avoid  colds  by 
taking  cod'liver  oil,  “the  bottle  sunshine”.  Too 
vigorous  advertising  has  hindered  many  worth'while 
products. 

Blochs  states  that  a deficiency  of  vitamin  A has 
no  injurious  effects  on  the  formation  and  calcifi' 
cation  of  teeth,  the  same  being  true  for  vitamins  B 
and  C;  also,  that  you  cannot  apply  conclusions  from 
experiments  on  guinea  pigs  to  man  because  of 
hypersensitiven:ss  to  certain  vitamins. 

Harris®  sums  up  the  vitamin  experimentation  by 
stating,  “In  turn  vitamins  A,  D and  B have  been 
regarded  as  the  “growth  promoting  vitamins”.  It 
is  unlikely  that  the  complex  processes  of  growth 
will  be  analyzed  in  terms  of  any  one  vitamin  or 
hormone.” 

Practically  no  proof  has  been  offered  to  show 
that  vitamin  A prevents  colds  and  bronchial  in' 
fections  in  man.  Yet  it  is  safe  to  say  that  about 
one'half  of  our  population  is  taking  cod'liver  oil 
to  prevent  colds.  I can  truthfully  say  that  I have 
yet  to  see  a single  person  among  my  private  or 
clinic  patients,  where  this  result  has  been  obtained. 
I do  not  doubt  that  there  are  rare  cases  where  this 
gives  results. 

About  90  per  cent  of  the  cod'liver  oil  consumed 
in  this  country  comes  from  Norway,  the  remain' 
der  from  Newfoundland.  The  latter  is  supposedly 
a better  oil.  The  imported  oil  represents  that  from 
many  catches  as  well  as  renderings  from  many 
plants.  In  this  country  it  is  handled  by  a few 
manufacturers.  The  extent  to  which  the  oils  are 

5.  Bloch,  C.  E. : Effects  of  Deficiency  in  Vitamins  in  In- 
fancy: Caries  of  Teeth  and  Vitamins.  Am.  J.  Dis.  Child.  42: 
263-278.  Aug.,  1931. 

6.  Harris,  H.  A.:  The  Comparative  Aspect  of  Growth  in 
Children.  Lancet.  220:691-698,  March  28,  1931. 

7.  Nelson,  E.  M.  and  Walker,  R.:  The  Vitamin  Content  of 
Medicinal  Cod-Liver  Oils  and  Related  Products.  J.  A.  M.  A. 
98:1263-1265,  April  9,  1932. 
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blended  tends  to  produce  a more  uniform  product, 
with  a variation  of  not  more  than  25  per  cent  vita' 
min  D potency.  The  vitamin  A is  less  uniform  and 
less  stable.  Therefore,  greater  variations  in  potency 
are  fotmd.  Several  authors  have  concluded  that 
vitamins  A and  D together  have  a synergistic  ef' 
feet  on  the  individual.  But  this  has  lacked  confir- 
mation  by  the  multitude  of  authorities  on  this  sub- 
ject. 

How  can  the  physician  tell  a potent  coddiver 
oil  (speaking  primarily  in  terms  of  vitamin  D)  from 
a poor  one?  We  cannot.  Although  the  therapeu' 
tic  value  of  vitamin  D is  probably  better  established 
in  medicinal  practice  than  that  of  vitamin  A,  there 
is  no  standard  or  method  of  assay  of  this  vitamin 

CHART  I 

U.  S.  GOVERNMENT  LABORATORY  ANALYSES 
Cod'liver  oils,  42  samples. 

Vitamin  A.  Some  oils  contained  six  times  as  much  as 
others. 

Five  oils  were  adulterated  with  other  fish  oils. 

These  were  all  low  in  vitamin  D. 

Vitamine  D.  Thirty'seven  oils  showed  D in  fairly  stand- 
ard amounts,  with  variation  of  25  per  cent. 

Two  oils  were  low  in  vitamin  D. 

Tablets.  29  Samples,  17  brands. 

Practically  all  were  devoid  of  therapeutic  principles 
of  cod'liver  oil. 

Vitamin  D.A.  Only  2 of  17  contained  therapeutic 
quantities  of  A and  D.  in  doses  usually  prescribed. 
Capsules.  7 brands. 

Only  two  were  good.  Others  had  no  A,  and  insig- 
nificant amounts  of  D. 

Hydroalcoholic  Preparations  (Tonics).  28  samples. 

Not  a single  one  was  found  to  contain  the  vitamins 
of  cod'liver  oil  in  significant  quantities. 

Emulsions.  5 Tested. 

Four  contained  as  much  as  expected.  These  average 
20-25  per  cent  cod-liver  oil. 

Concentrates  or  Extracts 

Four  had  fair  amounts  of  vitamins. 

Three  were  devoid  of  A,  and  1-10  quantity  of  D in 
cod -liver  oil. 

Ten  other  vitamin  products  were  examined  and  only 
one  had  significant  amounts  of  the  vitamins  of 
cod'liver  oil. 

(Nelson,  E.  M.  and  Walker,  R.,  Vitamin  Content  of  Medi- 
cinal Cod-Liver  Oils  and  Related  Products.  J.A.M.A.  98:1263- 
1265,  April  9,  1932.) 

in  the  U.S.P.  No.  X.  Nelson  and  Walker  have 
recently  published  a very  impartial  and  striking 
article.  Samples  of  oils,  capsules,  tablets,  etc.  were 
examined  in  the  U.S.  Government  Laboratories 
with  the  results  shown  in  Chart  1.  This  is  quite 
conclusive  evidence  of  the  tendency  to  exploit  the 
therapeutic  properties  of  cod-liver  oil  without  a 
known  vitamin  value. 

A great  deal  has  been  said  about  the  toxicity 
of  viosterol.  It  is  toxic  in  large  doses  and  produces 
untoward  calcification,  but  even  the  most  harmless 
drugs  cannot  be  given  in  unlimited  quantities  with- 
out ill  effects.  A toxic  dose  is  10,000  to  50,000 


times  that  required  to  prevent  rickets.  Hess  states 
it  has  been  found  repeatedly  that,  if  the  prescribed 
dosage  is  observed,  toxic  symptoms  need  not  be 
feared.  Hypercalcemia  can  also  be  induced  experi- 
mentally by  giving  undue  amounts  of  cod-liver  oil. 

Rickets  is  the  chief  factor  to  be  concerned  with  j 
when  discussing  cod-liver  oil  and  viosterol.  It  has 
been  shown  by  Moore  and  others  that  infants  in 
the  Pacific  Northwest  need  larger  amounts  of  vita- 
min D than  the  suggested  dosage.  I have  found 
the  following  schedule  to  be  effective  as  a pro- 
phylactic, as  shown  in  Chart  2. 

These  are  suggested  average  dosages  as  used  in 
private  and  clinic  practice.  Many  babies  require  ( 

much  larger  doses.  The  common  mistake  is  in  not  ■ 

giving  large  enough  amounts.  Five  or  six  drops  j 
of  viosterol  or  one  teaspoonful  daily  of  plain  oil,  ] 

or  one-half  teaspoonful  of  10  D oil  are  of  very  j 

CHART  2. 

SUGGESTED  AVERAGE  DOSAGE  OF  VITAMINE  D FOR  PACIFIC 
NORTHWEST  CLIMATE 

Vitamin  D in  any  form  should  be  started  at  or  before  one 
month  of  age,  in  breast  or  bottle  fed  babies. 

Plain  Cod-Liver  Oil 

4 weeks  to  6 weeks % to  1 teaspoonful  daily 

6 weeks  to  3 months 1 to  2 teaspoonfuls  daily 

3 months  and  over 3 teaspoonfulls  daily 

10  D Cod-Liver  Oil 

4 weeks  to  6 weeks 34  to  % teaspoonful  daily 

6 weeks  to  3 months 3^  to  2 teaspoonfuls  daily 

3 months  and  over 2 teaspoonfuls  daily 

Viosterol  . ( 

4 weeks  to  6 weeks 5 to  10  drops  daily 

6 weeks  to  3 months 10  to  15  drops  daily  I 

3 months  and  over 15  to  25  drops  daily  i 

The  dose  of  vitamin  D must  be  prescribed  for  each  in-  i 
fant  as  a separate  individual. 

Rapidly  growing,  large  and  premature  babies  require 
about  twice  the  above  amounts. 

little  value.  When  prescribing,  give  enough  and 
you  will  not  have  to  retrace.  There  are  many  ba- 
bies in  whom  forty  drops  or  more  of  viosterol  daily 
are  necessary,  where  two  teaspoonful  of  10  D were 
insufficient  and  where  apparently  no  amount  of 
plain  oil  was  of  much  value.  Rapidly  growing, 
premature  babies  and  those  having  infections  need 
much  larger  amounts  than  average. 

The  original  dose  of  viosterol  which  was  recom- 
mended was  three  to  five  drops  daily.  Now  we 
use  ten  to  twenty  drops  of  a solution  two  and  one- 
half  times  as  strong.  In  the  course  of  one  year’s 
clinical  use  of  viosterol,  the  dose  was  increased  ap- 
proximately ten  times  as  a suggested  daily  average 
amount.  In  view  of  this  fact  we  can  readily  under- 
stand why  some  babies  taking  viosterol  two  and 
three  years  ago  developed  rachitic  changes.  Our 
present  standards  are  safe  and  sane,  having  passed 
the  experimental  stage.  Two  years  ago,  when  re- 
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porting  two  cases  of  tetany^,  I suggested  much 
larger  doses  than  were  used  at  that  time. 

The  cost  of  these  different  products  has  deterred 
physicians  from  prescribing  and  patients  from  buy' 
ing  viosterol.  The  average  costs  are 


Cod-liver  oil  Ic  per  dose,  in  16  ounce  bottle 

Viosterol  2c  per  dose,  in  50  cc.  bottle 

10  D Cod-liver  oil 3c  per  dose,  in  12  ounce  bottle 


Many  babies  cannot  tolerate  cod-liver  oil.  This 
is  another  reason  why  they  should  take  viosterol 
which  is  tasteless,  odorless,  does  not  stain  clothes, 
and  has  the  advantage  of  being  given  in  small 
doses. 

Recently  halibut-liver  oil  has  been  put  on  the 
market.  It  has  one  advantage,  namely,  supplying 
vitamins  D and  A in  small  drop  dosages.  It  offers 
another  product  for  those  who  still  fear  that  vio- 
sterol  is  unsafe  because  it  lacks  vitamin  A.  It  is 
too  expensive,  and  tastes  fishy. 

CHART  3 

COMPARATIVE  VITAMIN  D UNIT  VALUES 
An  antirachitic  agent  having  a cod-liver  oil  coefficient  of 
100  shows  by  the 

German  (Holtz)  system 15  clinical  units  per  cc. 

German  (Holtz)  syetem 1500  rat  units  per  cc. 

New  and  Nonofficial  Remedies 

(Steenbock  American  System) 300  D potency 

(Steenbock  American  System). .4000  rat  units  per  gm. 

British  official  (1930)  system..  10,000  rat  units  per  cc. 

Oslo  (Poulson)  system 12,000  rat  units  per  gm. 

Patch  (Holmes)  system 26,500  rat  units  per  gm. 

(Bills,  C.  E.  Honeywell,  E.  M.  Wirick,  A.  M.  and  Nnss- 
meier.  M.  Critique  of  Line  Test  for  Vitamin  D.  J.  Biol. 
Chem.  90:619-636,  Feb.,  1931) 

Inasmuch  as  there  is  not  a recognized  standard 
for  vitamine  D assay,  we  are  met  with  a difficult 
problem.  The  Super  D cod-liver  oil  claims  to  con- 
tain two  to  three  times  as  many  vitamin  D units 
as  other  standard  brands.  This  hardly  seems  true, 
since  chances  are  that  this  oil  came  from  the  same 
place  as  the  others.  Each  firm  apparently  has  its 
own  standard  of  measuring  units,  as  well  as  each 
country  has.  The  following  figures  (Chart  3)  il- 
lustrate this  clearly.  The  same  oil  shows  by  various 
tests  a varying  number  of  vitamin  D units. 

Uses  of  cod-liver  oil  and  viosterol,  except  for 
rickets,  tetany  and  osteomalacia,  are  very  few  and 
limited.  If  vitamin  A is  needed,  it  can  be  supplied 
very  easily  in  the  diet  by  adding  butter,  milk,  egg 
yolk  and  vegetables  (leafy  type),  so  that  it  should 
not  be  necessary  to  use  bottled  medicine.  If  cod-liver 
oil  is  to  be  used,  it  should  be  given  in  pure  form 
from  the  spoon.  Emulsions,  etc.  contain  so  little 
:od-liver  as  to  make  their  use  almost  negligible, 
contrary  to  supposedly  convincing  advertisements 

8.  Clein,  N.  W. ; Infantile  Tetany:  Reports  of  Two  Cases 
Jeveloping  Active  Symptoms  while  Receiving  Viosterol.  North- 
vest  Med.  29:482-484,  Oct.,  1930. 


and  testimonials.  If  doctors  are  going  to  continue 
to  treat  patients,  we  had  better  awaken  to  the  fact 
that  the  fancy  preparations  and  the  highly  adver- 
tised products  are  not  doing  the  physicians,  as  a 
class,  any  good.  They  are  taking  legitimate  trade 
away  from  the  physicians,  encouraging  self-diagno- 
sis and  treatment,  and  resulting  disbelief  as  a con- 
sequence of  errors  bound  to  happen. 

SUMMARY 

My  plea  is  that  we  physicians  adhere  to  plain, 
simple,  scientific  facts,  and  not  be  swayed  by  the 
unending  gems  of  pseudoscientific  claims,  dispensed 
by  some  detail  men,  along  with  their  samples. 
Many  products  have  a great  deal  of  merit;  many, 
as  shown,  have  little  or  none.  We  should  use 
discretion  and  realize  our  limitations.  Cod-liver  oil 
and  viosterol  should  be  prescribed  in  the  same 
manner  as  any  other  therapeutic  agent. 

Cod-liver  oil  and  viosterol  have  primarily  only 
one  real  function,  to  promote  the  assimilation  of 
calcium  and  phosphorus  for  normal  bone  and  body 
growth.  The  all-important  vitamin  D,  vitamin  A 
deficiency  must  be  recognized  and  treated  accord- 
ingly. 


MASTOIDITIS  IN  INFANCY 
Squire  S.  Bozorth,  M.D. 

PORTLAND,  ORE. 

Mastoiditis  in  infancy  is  a comparatively  rare 
condition  and  may  manifest  itself  in  different  ways. 
During  the  past  year,  while  serving  as  resident 
at  the  Doernbecher  Memorial  Hospital,  I observed 
several  cases  in  infants  under  one  year  of  age.  In 
this  paper  I will  give  a complete  case  report  of 
three  of  the  cases,  each  of  a different  type. 

It  seems  somewhat  paradoxical  to  speak  of  mas- 
toiditis in  infants  and  particularly  at  the  ages  of 
these  cases.  Since  it  is  rare  to  find  any  cellular 
development  before  the  age  of  twelve  months,  it 
would  be  much  more  applicable  to  speak  of  it  as 
an  antritis. 

The  anatomy  of  the  auditory  apparatus  in  in- 
fants differs  essentially  from  that  of  the  adult 
and  these  differences  are  reflected  in  the  path- 
ologic and  clinical  pictures  presented.  The  eustach- 
ian  tube  of  the  infant  is  shorter,  straighter  and 
more  patulous  which  permits  easier  access  of  in- 
fection to  the  middle  ear.  In  infants  there  is 
less  resistance  to  pathogenic  bacteria.  The  proxi- 
mity of  infected  adenoid  tissue  in  the  nasopharynx, 
the  embryologic  tissue  which  is  present  in  the  mid- 
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die  ear,  is  an  added  factor.  The  tympanic  mem- 
brane in  early  life  is  thicker  and  much  more  re- 
sistant to  spontaneous  perforation.  This  has  a 
definite  surgical  bearing. 

As  will  be  shown  by  the  case  histories,  which 
are  to  follow,  mastoditis  can  be  of  two  types,  one 
running  an  acute  course  and  the  other  a chronic. 
The  acute  mastoiditis  is  characterized  by  sudden 
onset  with  acute  symptoms  unmistakably  directed 
to  the  middle  ear  and  mastoid  area.  The  latent 
mastoditis  is  quite  different  from  the  acute  form. 
It  is  limited  usually  to  infants  under  eighteen 
months  of  age.  The  onset  is  insidious.  The  con- 
dition is  masked  by  the  severity  of  the  symptoms 
of  the  associated  condition.  This  is  the  so-called 
Marriott  syndrome  and  is  characterized  by  anhy- 
dremia,  vomiting,  diarrhea  and  emaciation.  Exam- 
ination of  the  tympanic  membrane  in  these  cases 
will  show  a dull,  thickened  drum  with  some  bulg- 
ing of  the  posterior  wall.  Myringotomy  is  fol- 
lowed by  the  escape  of  a thick  purulent  discharge 

REPORT  OF  CASES 

Case  1.  Baby  B.,  age  four  months,  was  brought  to  the 
hospital  by  the  county  nurse  who  stated  that  the  baby's 
ears  had  been  draining  profusely  for  two  weeks  and  were 
receiving  no  attention  at  home.  The  appearance  of  the 
baby  substantiated  the  statement  of  the  nurse  as  the  child's 
cheek  and  auricles  were  covered  with  crusting  lesions  and 
the  body  was  unkept.  Examination  with  the  exception 
of  the  lesions  about  the  face  and  ears  was  negative  with 
the  exception  of  a profuse  discharge  from  both  aural 
canals.  Upon  cleaning  away  the  discharge,  both  posterior 
canal  walls  appeared  polypoid  and  were  bulging  to  such  an 
extent  it  was  impossible  to  obtain  a view  of  the  tympanic 
membrane.  The  baby's  temperature  was  noraml. 

Irrigations  of  both  canals  were  ordered  every  three  hours. 
The  discharge  improved  and  the  temperature  remained 
normal  for  three  days  when  a small  fluctuating  tumor  was 
found  behind  the  left  ear.  Operation  revealed  a subperios- 
teal abscess,  the  mastoid  cortex  being  ruptured  immediately 
over  the  antrum.  The  postoperative  recovery  was  unevent- 
ful, the  baby  leaving  the  hospital  on  the  twelfth  day. 

Case  2.  Baby  C.,  age  five  months,  was  admitted  to  the 
out-patient  clinic  of  the  Doernbecher  Memorial  Hospital 
December  5,  1931.  The  chief  complaint  at  this  time  was 
failure  to  gain  weight  since  two  or  three  weeks  of  age, 
vomiting  and  inability  to  retain  food. 

Physicial  examination  revealed  nothing  with  the  ex- 
ception of  a very  emaciated,  dehydrated  child  weighing 
4300  grams.  The  child  was  placed  on  thick  cereal  feedings 
and  small  doses  of  luminal.  Most  of  the  feedings  were 
retained  and  the  child  made  a steady  gain  until  December 
20,  at  which  time  he  developed  a temperature  accompanied 
by  vomiting. 

On  December  25,  the  ears  were  examined  by  Dr.  Morris 
Bridgeman  and  he  found  the  tympanic  membrane  to  be 
dull,  thickened  and  bulging  in  the  posterior  quadrant. 
Myringotomy  was  performed  with  the  escape  of  a thick 
whitish  discharge.  Profuse  drainage  continued  from  both 
ears.  The  establishment  of  drainage  seemed  to  have  no 
influence  upon  the  temperature  or  vomiting.  The  loss  of 


weight  was  steady  until  it  reached  a low  level  of  3600 
grams  on  January  8.  At  this  time  the  baby  was  taken  to 
the  surgery  and  a bilateral  antrotomy  was  performed  by 
Dr.  Ralph  Davis.  Considerable  pus  under  pressure  was  I 

found  in  the  left  antrum,  while  the  right  was  dry.  .■\n  I 

uneventful  recovery  was  made  with  complete  cessation  of 
the  vomiting  and  an  almost  constant  gain  in  weight  was  j 
recorded  until  the  time  of  discharge  on  March  12.  At  I 
this  time  the  baby  weighed  5700  grams.  This  is  an  example  I 
of  the  chronic  type  which  has  been  so  well  described  by  | 
the  men  working  at  St.  Louis  and  Iowa  City. 

Case  3.  Baby  C.,  age  eleven  months,  was  brought  to 
the  out-patient  chnic  of  the  University  of  Oregon  Medi- 
cal School  December  12,  1931.  The  chief  complaints  were  | 
discharge  from  the  right  ear  of  two  weeks  duration,  swell-  \ 
ing  in  front  of  the  right  ear. 

Physical  examination  revealed  a temperature  of  102  F.  | 
(rectal)  and  profuse  discharge  from  the  right  ear.  Upon 
cleaning  the  canal  and  then  applying  pressure  over  the 
swelling  in  front  of  the  ear,  pus  was  seen  coming  through 
a large  anterior  perforation.  The  mass  in  front  of  the  ear 
was  approximately  four  centimeters  in  diameter  and  very 
tender  to  pressure.  Dr.  Ralph  Fenton  was  called  in  con- 
sultation and  he  advised  an  antrotomy.  Considerable  pus 
under  pressure  was  found  in  the  antrum.  The  child's  tem- 
perature dropped  to  normal  limits  on  the  second  postopera- 
tive day  and  was  discharged  on  the  twelfth  day.  The  ear  i 
was  dry  on  the  fifteenth  day. 

CONCLUSIONS 

Besides  the  cases  reported  in  this  paper  we  had  i 
three  others  of  the  type  represented  by  case  2 
admitted  to  the  hospital.  All  three  went  to  the 
surgery  and  had  posterior  drainage  established. 
Two  of  the  cases  made  substantial  gains  in  weight, 
with  cessation  of  the  aural  drainage  and  vomiting 
since  operation.  The  other  case  developed  a post- 
operative pneumonia  and  died  within  a few  days. 
Although  this  type  of  case  has  been  worked  out 
very  thoroughly  by  the  men  at  St.  Louis  and 
Iowa  City,  still  it  is  not  accepted  by  some  men 
as  a clinical  entity. 

Considering  the  pronounced  improvement  shown 
by  these  cases  following  antrotomy,  I thought  it 
worth  while  to  report  them  to  further  substantiate 
the  fact  that  there  is  such  a syndrome.  Case  1 
and  case  3 are  presented  to  show  that  we  also 
have  acute  mastoiditis  and  of  different  types  de- 
veloping in  infancy,  which  can  go  on  to  the  point 
where  complications  develop  such  as  we  find  in 
older  children. 

Clinical  Teaching  of  Preventive  Medicine.  Dwight 
O'Hara,  Boston  (Journal  A.  M.  A.,  Aug.  27,  1932), 
presents  the  fourth  year  teaching  of  preventive  medicine 
at  Tufts  College  Medical  School.  Patients  sick  in  their 
homes  and  cared  for  by  the  fourth  year  students,  under 
supervision,  are  used  as  clinical  material.  The  students 
have  conferences  with  clinicians  who  are  interested  but 
not  specifically  trained  in  the  science  of  public  health. 
The  opportunities  for  and  the  limitation  of  preventive 
measures  are  thus  pointed  out  under  the  actual  circum- 
stances that  confront  the  practicing  physician.  A few 
specific  situations  are  discussed. 
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EXCISION  OF  THE  COCCYX  THROUGH  A 
TRANSVERSE  INCISION* 

William  A.  Millington,  M.D. 

SEATTLE,  WASH. 

It  is  not  my  intention  to  discuss  the  indications 
for  the  removal  of  the  coccyx  but  to  submit  an  out' 
line  of  a technic  for  its  removal.  This  method  ap' 
peals  to  me  because  of  the  ease  of  its  accomplishment 
and  the  relative  freedom  from  postoperative  soiling 
and  secondary  infection  of  the  wound. 

Lifting  a transverse  U'shaped  flap  has  recently 
been  advocated.  Two  patients  operated  upon,  using 
that  technic,  became  infected  and  required  about 
thirty  days  for  the  wounds  to  heal,  although  both 
now  have  satisfactory  results  and  their  scars  are  not 
painful.  Previously  no  mention  of  any  other  ap' 
proach  had  been  made  except  by  a vertical  incision, 
extending  from  the  level  of  the  sacrococcygeal  arti' 
culation  towards  the  anus.  This  and  similar  inci' 
sions  frequently  become  infected  and  painful  scars 
are  likely  to  result. 

Preoperative  preparation  of  the  patient  is  import- 
ant.  He  should  enter  the  hospital  the  day  before 
the  operation.  A soapsuds  enema  is  given,  followed 
by  a full  tub  bath.  The  parts  should  be  shaved. 


♦Read  before  Surgical  Section,  King  County  Medical  Soc- 
iety, Seattle,  Wash.,  May  16,  1932. 


Pig.  1.  Line  of  incision  over  sacrococcygeal  articulation. 
Fig.  5.  Result  three  weeks  after  operation. 


scrubbed  with  green  soap,  followed  by  applications 
of  alcohol  and  painted  with  full  strength  tincture  of 
iodine.  When  the  skin  is  dry,  a sterile  dressing  is 
applied.  Suitable  soporifics  are  prescribed  for  sleep. 
Morphine  and  atropine  are  given  hypodermically, 
one  hour  before  the  operation.  Spinal  anesthesia  is 
employed,  using  75  mg.  of  novocaine,  given  through 
the  second  lumbar  interspace. 

The  patient  is  placed  in  the  ventral  prone  posi- 
tion and  the  table  bent  in  such  a manner  that  the 
thighs  are  flexed  to  an  angle  of  about  forty-five  de- 
grees. The  field  of  operation  is  again  prepared,  us- 
ing ether  followed  by  tincture  of  iodine.  By  palpa- 
tion, through  gau2;e,  the  sacrococcygeal  articulation 
is  located  and  an  overlying  transverse  incision  about 
three  inches  in  length  is  made,  extending  directly 
down  to  the  articulation.  All  bleeding  points  are 
tied  and  protective  towels  are  attached  to  the  wound 
edges.  Two  self-retaining  wire  retractors  are  placed 
in  position.  The  articulation  is  then  divided  with  a 
knife,  care  being  taken  not  to  injure  the  rectum.  A 
strong  vulsellum  forceps,  with  long  ratchet  to  gauge 
its  bite,  is  used  to  grasp  the  coccyx  laterally  when 
making  the  disarticulation  and  beginning  the  separa- 
tion of  the  coccyx  from  the  underlying  tissues.  At 
this  time  the  vulsellum  bite  is  transferred  to  the  an- 
teroposterior posit  on  of  the  freed  end  of  the  coc- 
cyx. A dental  root  elevator  has  been  found  helpful 
in  completing  the  dissection.  Palpation  will  deter- 
mine whether  all  parts  of  the  coccyx  have  been 
removed.  All  bleeding  points  are  carefully  tied  and 
the  wound  rendered  perfectly  dry.  The  walls  of  the 
space  from  which  the  coccyx  was  removed  are 
gently  approximated  with  interrupted  catgut  sutu- 
res. Interrupted  coaptating  dermal  skin  sutures  are 
inserted  with  their  knots  pulled  toward  the  upper 
flap  of  the  wound.  Flexible  collodion  is  poured  on 
the  wound  and  a compression  gauze  dressing  ap- 
plied. 

The  patient  is  instructed  to  use  a commode  at  the 
side  of  the  bed  when  urinating.  On  the  third  post- 


Fig.  2.  Vulsellum  grasp  of  proximal  Fig.  3.  Approximating  dermal  sutures  Pig.  4.  Sutures  tied, 
end  of  coccyx.  Disection  with  root-  in  place, 
elevating  forceps. 
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operative  day,  a soapsuds  enema  is  given  and  the 
commode  is  used.  The  first  dressing  and  the  sutures 
are  then  removed  and  another  flexible  collodion 
dressing  is  applied.  This  dressing  is  subsequently 
removed  and  a similar  one  reapplied  if  it  later  be- 
comes  soiled. 

Two  patients  have  been  treated  in  this  manner. 


Each  remained  in  the  hospital  five  days  and  recover' 
ed  with  primary  healing  of  the  wound. 

The  object  of  the  transverse  incision  is  to  minim' 
ize  the  possible  development  of  a painful  scar.  It  is 
possible  that  some  of  the  unsatisfactory  postoperative 
results  heretofore  recorded  have  been  due  to  painful 
traction  on  the  vertical  scar.  Such  tendencies  are 
minimized  by  the  employment  of  this  method. 


Current  Criticisms  of  Psychiatry.  Sanger  Brown 
II,  Albany,  N.  Y.  (Journal  A.  M.  A..  Aug.  27,  1932), 
divides  current  criticisms  of  psychiatry  into  two  main 
classes.  In  the  one  are  activities  which,  although  more  or 
less  identified  with  the  mental  hygiene  movement,  are  not 
controlled  by  psychiatrists  or  exclusively  of  psychiatric 
nature.  In  this  class  belong  intelligence  tests,  behaviorism 
and,  to  some  extent,  psychoanalysis.  In  the  other  class 
are  activities  of  strictly  psychiatric  origin,  and  psychiatrists 
are  responsible  for  them.  These  include  such  activities 
as  child  guidance,  public  education  in  mental  hygiene,  the 
psychiatric  social  worker  and  expert  court  testimony  by 
psychiatrists.  Mental  hygiene  has  attracted  much  atten- 
tion to  itself  in  recent  years  because  of  the  increasing  in- 
terest of  many  persons  in  the  functioning  of  the  mind. 
A discussion  of  mental  mechanisms,  an  interest  in  self 
analysis  or  in  analyzing  other  persons,  in  investigating  the 
working  of  the  mind  and  in  evaluating  emotions  has  taken 
place  in  the  daily  press,  in  public  addresses  and  elsewhere. 
Biologists,  psychologists,  historians  and  educators,  as  well 
as  journalists,  novelists  and  public  speaker,  have  expressed 
themselves  on  the  subject  of  mental  functions.  It  would 
be  misleading  to  think  that  psychiatrists  and  mental  hy- 
gienists were  the  sole  originators  of  this  movement,  as 
some  critics  seem  to  believe.  Psychiatry  has  been  known 
to  a mere  handful  of  people  until  quite  recently.  The 
present  age  has  brought  with  it  complications  in  society 
which  have  resulted  in  conflicts  affecting  both  classes  and 
individuals.  Where  these  conflicts  seem  to  be  of  mental 
origin,  they  should  be  investigated  and  studied  just  as 
the  causes  of  physical  disease  are  studied.  This  point  of 
view  has  doubtless  increased  the  public's  interest  in  mental 
hygiene.  In  taking  up  this  question  of  mental  health,  psy- 
chiatry is  merely  paralleling  what  general  medicine  has 
done  in  public  health.  If  this  movement  does  not  have 
the  guidance  of  responsible  leaders,  the  field  will  be  left 
open  to  faddists  and  fanatics  who  foist  their  theories  on 
the  public  the  same  as  quacks  have  succeeded  in  doing 
at  times  in  the  treatment  of  physical  diseases.  If  universal 
harmony  existed  in  the  world  today,  a mental  health  pro- 
gram wauld  be  superfluous.  But  more  than  a fair  share 
of  the  ills  of  the  world  arise  from  circumstances  that 
might  be  avoided  through  fuller  understanding  by  man  of 
his  own  psychology  and  mental  outlook.  Society  suffers 
from  mental  as  well  as  from  physical  ills.  Some  day  it  may 
be  possible  to  recognize  these  unhealthy  mental  trends 
more  clearly  than  now.  In  the  meantime,  concrete  evi- 
dences of  lack  of  satisfactory  mental  poise  on  the  part  of 
a considerable  percentage  of  the  population  is  seen  not 
only  in  frank  mental  disease  but  also  in  neuroses,  the  psy- 
choneuroses, emotional  instability,  delinquency,  crime 
problems  in  children,  malajustments  between  married  per- 
sons, and  other  evidences  of  lack  of  sound  mental  health 
in  various  forms.  With  these  conditions  so  prevalent, 
the  need  of  education  in  the  field  of  mental  health  should 
be  evident.  In  fact,  the  advantages  of  teaching  mental 
health  as  a part  of  all  education  may  be  appreciated  in 
the  future.  Members  of  the  medical  profession  and  others 
interested  in  social  welfare  will  render  an  important  ser- 
vice if  they  not  only  refrain  from  ill  considered  criticism 
of  the  mental  hygiene  movement  but  lend  their  support 
to  recognized  mental  agencies. 


Results  in  Treatment  of  Acute  Appendicitis. 
Frank  K.  Boland.  Atlanta,  Go.  (Journal  A.  M.  A.,  Aug, 


6,  1932)  presents  a statistical  study  of  the  results  obtained 
in  the  treatment  of  acute  appendicitis.  The  study  is  based 
on  a review  of  4,270  cases  in  which  treatment  was  given 
by  197  surgeons  in  eight  hospitals  in  Atlanta  during  five 
years,  from  1927  to  1931,  inclusive.  All  except  forty-six 
of  the  patients  were  submitted  to  operation.  The  fact 
that  there  were  no  deaths  among  219  patients  admitted 
within  six  hours  after  onset  demonstrates  the  immense 
value  of  prompt  action.  Most  of  these  patients  were  stu- 
dents and  nurses  under  closer  supervision  than  the  average 
person.  The  author  concludes  that  the  two  outstanding 
factors  in  mortality  and  morbidity  are  delay  in  operative 
treatment  and  the  promiscuous  administration  of  purga- 
tives before  operation.  The  fault  usually  lies  with  the 
patient  or  with  his  family  or  friends,  but  the  attending 
physician  or  surgeon  is  not  always  blameless.  The  error 
may  be  due  to  ignorance  on  the  part  of  the  patient,  but  it 
also  may  accur  with  the  knowledge  and  consent  and  advice 
of  the  medical  attendant.  The  physician's  mistake  is  not 
one  of  ignorance,  but  of  carelessness.  Efforts  must  be 
continued  and  enlarged  in  the  education  of  the  public  as 
to  the  early  care  of  abdominal  pain,  a campaign  that  has 
been  waged  so  vigorously  in  Philadelphia.  The  medical 
profession,  however,  must  not  be  guilty  in  this  respect, 
and  not  let  familiarity  with  the  commonest  of  all  surgical 
diseases  induce  criminal  somnolence. 


Thrombo-Angiitis  Obliterans:  Results  of  Sym- 
pathectomy. Alfred  W.  Adson  and  George  E.  Brown, 
Rochester,  Minn.  (Journal  A.  M.  A.,  Aug.  13,  1932), 
report  that  their  experiences  with  sympathetic  ganglionect- 
omy  and  trunk  resection  in  the  treatment  of  Raynaud's  dis- 
ease due  to  vasomotor  spasm  of  peripheral  arteries  led 
them  to  employ  the  same  surgical  procedure  in  thrombo- 
angiitis obliterans,  when  vasomotor  spasm  was  a contri- 
buting factor  in  the  production  of  symptoms.  They  con- 
sider that  the  real  problem  in  thrombo-angiitis  obliterans 
is  to  select  suitable  cases  for  operation  and  to  decide  when 
operation  is  indicated.  It  is  obvious  that  vasodilation  can- 
not be  produced  in  an  arteriosclerotic  or  occluded  artery, 
and  that  surgical  intervention  is  useless  unless  there  is 
positive  evidence  of  vasospasm  in  the  remaining  non- 
occluded  arteries.  The  operation  is  not  indicated  in  the 
milder  cases  or  in  those  in  which  response  is  quick  and 
favorable  to  medical  treatment.  In  advanced  cases  of 
massive  gangrene  the  condition  is  likewise  non-surgical 
unless  it  is  hoped  to  effect  a lower  amputation  than  other- 
wise would  be  required.  Following  amputation,  sym- 
pathectomy may  be  indicated  to  preserve  the  opposite  ex- 
tremity. The  operation  has  proved  to  be  of  greatest  value 
in  slowly  progressive  cases  and  in  those  in  which  patients 
cannot  afford  or  are  unable  to  sacrifice  the  time  required 
to  rest  in  bed  and  receive  local  heat,  contrast  baths  and 
vaccine  therapy.  The  authors  present  a review  of  100 
consecutive  cases  of  thrombo-angiitis  obliterans  in  which 
they  performed  ganglionectomy.  There  were  eighty-nine 
bilateral  lumbar  sympathetic  ganglionectomies  and  trunk 
resections  and  fifteen  bilateral  cervicothoracic  ganglionec- 
tomies  with  resection  of  the  upper  portion  of  the  thoracic 
trunk.  Operation  was  performed  in  four  cases  of  thrombo- 
angiitis obliterans  involving  both  the  upper  and  lower  ex- 
tremities. which  accounts  for  104  bilateral  operations. 
Ninety-six  patients  were  males  and  four  were  females. 
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AN  OUTLINE  OF  THE  HISTORY  OF 
MEDICINE  IN  THE  PACIFIC 
NORTHWEST 
O.  Larsell,  Ph.  D. 

PORTLAND,  ORE. 

(Continued) 

DR.  ARCHIBALD  MEN2IES 

In  1787  another  and  better  known  physician  and 
naturalist  visited  the  Northwest  Coast  in  the  person 
of  Archibald  Menz;ies  (fig.  1).  This  Scotchman  had 
been  trained  in  botany  at  Edinburgh  under  Dr.  John 
Hope,  and  at  the  same  time  studied  medicine.  After 
some  time  spent  in  botanizing  in  Scotland  and  the 
Hebrides  he  was  appointed  assistant  surgeon  in  the 
Royal  Navy,  and  in  August  of  1786  he  was  ap' 
pointed  surgeon  to  an  exploration  around  the  world. 
Two  vessels,  the  ship  Prince  of  Wales,  Captain  Cob 
nett,  and  the  sloop  Princess  Royal,  were  to  sail 
around  South  America,  then  by  Japan  to  China, 
around  the  Cape  of  Good  Hope  and  home  to  Eng- 
land,  with  the  principal  object  of  trading  in  furs. 
The  voyage  occupied  nearly  three  years,  and  Men' 
zies  is  credited  with  having  brought  back  the  ship’s 
company  in  perfect  health,  only  one  man  having 
died.9 

In  the  preface  to  Menzies’  journal  it  is  stated 
that  the  Prince  of  Wales  left  London  in  September, 
1786,  and  after  forming  a settlement  at  Staten 
Island,  in  the  Straits  of  Magellan,  she  proceeded 
directly  to  Nootka  Sound,  Vancouver  Island, 
where  she  arrived  in  July,  1787.  Here  she  re' 
mained  about  a month,  with  her  consort  The 
Princess  Royal.  In  the  meantime  Menzies  bota' 
nized  in  the  woods.  Early  in  August  the  ships 
sailed  for  Alaska.  They  wintered  at  Hawaii,  and 
on  March  20,  1788,  sailed  for  Prince  William 
sound,  Alaska.  Menzies  botanized  wherever  the 
ship  touched,  sending  home  shipments  of  plants. 
Reference  by  Sir  William  Hooker  and  others  to 
certain  plants  having  been  found  by  Menzies  in 
Bering  Straits  indicate  that  the  expedition  reached 
that  region.  Menzies  returned  to  England  with 
the  ship  on  July  14,  1789. 

In  1790  he  was  appointed  naturalist  to  accom' 
pany  Captain  George  Vancouver  on  the  Discovery 
in  a voyage  around  the  world.  The  surgeon  of 
the  Discovery,  Mr.  Cranstoun,  was  obliged  to 
discontinue  the  voyage  because  of  illness  on  reach- 
ing  the  Northwest  coast,  and  Menzies  was  ap- 
pointed surgeon  in  his  place.  Vancouver  com- 

9.  Newcombe,  C.  F. : Menzies’  Journal  of  Vancouver’s  Voy- 
age, with  biographical  sketch  by  J.  Forsyth.  Archives  of 
British  Columbia  Memoir  No.  V,  1923. 


Fig.  1.  Dr.  Archibald  Menzies. 


mends  Menzies’  medical  skill,  writing  in  the  pre- 
face of  his  journal  10  that  “not  one  man  died  from 
ill  health  between  the  date  of  the  departure  of 
the  expedition  from  Cape  of  Good  Hope  on  the 
way  out  and  that  of  its  return  in  October,  1795”. 
In  this  expedition  Menzies  thus  again  visited  the 
Northwest  coast,  which  Vancouver  explored.  In 
addition  to  his  duties  as  ship’s  surgeon,  he  found 
opportunity  for  further  botanizing.  On  his  return 
to  England  he  had  some  difficulty  with  Captain 
Vancouver  over  his  notes  and  journals,  which  the 
latter  claimed,  as  commander  of  the  expedition, 
but  Menzies  had  received  his  instructions  as  na- 
turalist from  Sir  Joseph  Banks,  and  Vancouver 
had  no  proper  claim  upon  them. 

Menzies  received  the  medical  degree  from  the 
University  of  Aberdeen  in  1799.  He  followed  his 
profession  in  London,  after  retiring  from  the  navy, 
until  his  death  in  1842.  His  publications  were 
all  on  natural  history,  and  he  received  many 
honors  as  a botanist,  serving  for  a time  as  president 
of  the  Linnean  Society  in  London. 

From  the  time  of  Menzies’  second  visit  to  the 
Northwest  coast  with  the  Vancouver  Expedition 
there  is  no  definite  indication  of  a white  medical 
man  in  the  region.  Lewis  and  Clark  had  no 

10.  Vancouver,  George:  A Voyage  of  Discovery  to  the  North 
Pacific  Ocean  and  Round  the  World.  London,  1798. 
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physician  with  them,  but  they  themselves  possessed 
some  medical  knowledge  and  prescribed  for  their 
men  as  occasion  required.  During  their  stay  at 
Clatsop  some  of  the  men  acquired  syphilis  from 
the  native  women,  and  it  is  recorded  in  Lewis's 
journal  that  he  gave  mercury  to  the  point  of  sali' 
vation.ii  He  also  treated  the  Indians  for  various 
disorders,  and  records  one  Clatsop  chief  who,  as 
a fee  for  being  cured  of  some  ailment,  brought  his 
sister  to  the  w'hite  man  as  a reward.  Both  the 
Indian  and  the  sister  w'ere  mortified  that  such  a 
fee  should  be  declined.  The  lax  sexual  morals  of 
the  Chinook  Indians,  often  recorded,  stands  in 
striking  contrast  with  the  women  of  Nootka  Sound, 
a few  hundred  miles  to  the  northward,  where 
James  Strange  states  that  bribes  equivalent  in 
purchase  value  to  50,000  pounds  sterling  were 
refused.  6 

No  physician  was  sent  with  the  Astor  expedition 
in  1811,  a fact  which  Alexander  Ross  bemoans 
with  some  bitterness,  and  to  which  he  ascribes 
much  of  the  distress  of  the  little  company  which 
was  trying  to  establish  a post  in  the  primeval 
wilderness.  12  Sickness,  poor  food  and  injuries  of 
various  sorts  caused  so  much  suffering,  which  a 
physician  could  have  alleviated  at  least  to  some 
extent,  that  the  expedition  found  itself  in  sore 
straits. 

Due  to  the  war  between  England  and  the  United 
States  in  1812,  the  Astorians  found  themselves 
in  such  difficulties  that  they  entered  into  negotia^ 
tions  with  the  representative  of  the  North  West 
Company  which  resulted  in  the  transfer  of  furs, 
merchandise,  etc.,  to  the  latter,  and  the  return  of 
most  of  the  members  of  the  expedition  to  the  States. 
On  December  1,  1813,  the  British  sloop'oLwar 
Raccoon,  Captain  Black,  arrived  at  Astoria  to 
capture  this  important  American  post,  as  it  was 
considered,  but  to  the  captain’s  great  disappoint- 
ment he  learned  that  the  expected  prize  was  al- 
ready in  Canadian  hands.  1 3 He  took  possession 
in  the  name  of  the  king  of  England,  and  renamed 
it  Fort  George. 

During  the  period  when  the  North  West  Com- 
pany had  control  at  Fort  George  several  medical 
men  are  mentioned.  For  a time  a Dr.  Swani3  was 
stationed  at  the  Fort,  but  only  his  name  appears 
to  remain  to  us.  Alexander  Ross  states  that  it 
had  been  a matter  of  comment  among  the  Colum- 

11.  Coues.  Elliott:  The  History  of  the  Lewis  and  Clark 
Expedition.  Vol.  2.  New  York,  1893. 

12.  Ross.  Alexander:  The  Fur  Hunters  of  the  Far  West. 
London,  1855. 

13.  Cox,  Ross:  The  Columbia  River,  Vol.  1.  London,  1832. 


bians  on  how  unfortunate  physicians  and  surgeons 
had  been  on  the  Columbia  during  these  early 
days.  He  refers  to  a Dr.  White  as  the  first  “in 
our  time.’’i2  This  unfortunate  individual  became 
deranged,  threw  himself  into  the  river  and  was 
drowned  shortly  after  his  ship  reached  the  Colum- 
bia. Another  surgeon.  Dr.  Crowley,  who  came 
out  from  Edinburgh  apparently  to  serve  as  medical 
officer  at  Fort  George,  was  sent  home  to  stand 
trial  for  murder,  soon  after  his  arrival.  In  1816 
the  ship  Colonel  Allen  arrived,  in  the  spring,  having 
on  board  a Mr.  Downie  as  surgeon.  This  man 
committed  suicide  on  board  his  ship  while  in  the 
river,  by  shooting  himself.  The  record  during  this 
period  is  very  incomplete,  and  the  medical  men 
mentioned  may  have  been  cited  only  because  of 
the  unusual  circumstances  connected  with  them. 
No  doubt  other  ships  entered  the  river,  with  ship’s 
surgeons  on  board.  Probably,  also,  others  than 
Dr.  Crowley  were  sent  out  by  the  North  West 
Company  to  look  after  their  men,  betw'een  1812 
and  1821,  but  the  record  is  lacking. 

II  Period  of  The  Hudson’s  B.ay  Company 

The  North  West  Company  and  the  Hudson’s 
Bay  Company  were  merged  in  1821  under  the 
name  of  the  latter,  and  in  1824  the  company  sent 
the  ship  'William  and  Ann  on  a fur  trading  expe- 
dition to  the  Northwest  coast.  It  reached  the 
Columbia  River  early  in  1825.  On  this  ship  as 
surgeon  was  John  Scouler,  the  next  medical  man 
of  whom  there  is  any  record  in  the  Pacific  North- 
west. Like  most  of  the  Hudson’s  Bay  Company 
surgeons  who  came  to  Oregon,  Scouler  was  also 
a botanist,  as  is  evident  from  the  numerous  plant 
species  of  the  region  which  bear  his  name.  His 
medical  training  was  received  at  one  of  the  Scot- 
tish universities.  He  spent  some  time  on  the 
Columbia  and  in  the  Puget  Sound  region,  but  was 
not  stationed  at  any  post,  moving  with  his  ship.  He 
has  left  a record  in  his  journal  of  a few  medical 
cases.14  At  Fort  Vancouver  he  found  an  Indian 
of  great  influence  who  applied  for  medical  aid. 
He  was  exceedingly  emaciated  and  was  unable  to 
retain  food.  Scouler  states  that  the  cecum  was  ob- 
viously disturbed  with  purulent  matter,  and  held 
that  there  was  an  accumulation  in  the  intestines 
(%  2).  The  case  was  hopeless,  but  before  the 
Indian  died  he  vomited  an  entire  bulb  of  the  camas 
(Phalengium  esculrntum)  which  was  one  of  the 
principal  foods  of  the  native  tribes.  Scouler  en- 

14.  Scouler.  John:  Journal,  original  manuscript  in  library 
of  Oregon  Historical  Society.  Portland,  published  in  part  in 
Oreg.  Hist.  Quart.  Vol.  6,  1905. 
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more  than  twenty  years.  This  was 
Dr.  John  McLoughlin,  who  reach' 
ed  Astoria  by  the  overland  route 
from  Canada  in  1824.  Dr.  Mc' 
Loughlin  had  been  a Northwester, 
but  after  the  merger  of  the  rival 
companies,  he  was  sent  as  chief 
factor  to  take  charge  of  the  Hud' 
son's  Bay  Company’s  affairs  west 
of  the  Rocky  Mountains.  He 
ruled  with  autocratic  power  an 
empire,  peopled  by  savage  Indians 
and  French  Canadian  trappers  and 
voyageurs,  with  a few  Canadians 
and  Britishers  in  charge. 

DR.  JOHN  MCLAUGHLIN 

Dr.  McLoughlin  was  of  com' 
manding  stature  and  power  physi' 
cally,  and  of  state sman'like  vision. 
These  qualities,  coupled  with  no' 
bility  of  character  and  the  physi' 
cian's  urge  to  relieve  suffering, 
are  the  salient  points  in  the  role 
he  was  to  play  in  the  Paciffc 
Northwest  when  the  American 
missionaries,  and  later,  the  immi' 
grants,  began  to  arrive.  To  these 
phases  of  his  activities  we  shall  re' 
turn  in  a subsequent  paragraph, 
although  they  are  adequately  treat' 
ed  in  many  excellent  historical  ac' 
counts.  None  of  these  accounts, 
however,  give  sufficient  consid.ra' 
t:on  to  the  medical  side  of  “the 
Doctor”,  who  is  usually  regard' 
ed  rather  as  “the  Governor”  and 
autocrat. 


countered  also  a case  of  sev:re  enteritis  in  the 
young  daughter  of  Gervais,  one  of  the  French' 
Canadian  employees  of  the  company.  The  child 
had  no  chance  of  surviving  many  hours,  but  Scouler 
sent  the  father  to  the  fort  with  a note  “for  such 
medicines  as  might  have  a chance  of  being  useful”. 
He  also  described  several  cases  of  apoplexy  among 
the  Indians,  which  he  states  was  not  a rare  disease 
among  the  Chinooks. 

The  year  before  Scouler  came  to  the  Northwest 
another  physician  arrived  who  was  to  play  the 
dominant  role  in  the  history  of  the  region  for 


When  McLoughlin  arrived  in  1824,  Fort  George 
at  the  mouth  of  the  Columbia,  was  the  post  of  the 
Hudson’s  Bay  Company  by  reason  of  the  merger 
three  years  earlier  with  the  North  West  Company. 
S r George  Simpson’s  journal,  recently  published, 
indicates  that  Fort  George  was  considered  un' 
satisfactory  by  the  business'like  governor  of 
Hudson’s  Bay  Company,  who  also  visited  the 
Columbia  at  the  time  of  McLoughlin ’s  arrival,  be' 
cause  of  the  need  of  bringing  much  of  the  food 
for  the  post  from  England.  Sir  George  was  in' 
terested  in  larger  profits  for  the  company,  and  he 
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thought  these  could  be  greatly  increased.  It  was 
determined  to  move  the  post  to  a location  which 
provided  an  opportunity  to  produce  grain  and 
cattle. 

Point  Belle  Vue,  on  the  north  bank  of  the 
Columbia  river,  nearly  opposite  the  mouth  of  the 
Willamette,  was  selected.  The  new  fort  was 
named  for  Captain  George  Vancouver,  one  of 
whose  ships,  under  Lieutenant  Broughton,  had 
passed  the  point  in  the  exploration  of  the  river  in 
1792.  There  are  indications  that  other  factors  than 
its  agricultural  possibilities  played  a part  in  the 
selection  of  the  site  on  the  north  bank  of  the  river. 
Sir  George  states  the  name  of  Vancouver  was 
given  to  recall  the  exploration  under  the  British 
flag  a generation  earlier.  He  was  ambitious  to 
secure  the  entire  region  for  Britain,  and  in  the 
next  tv.-enty'five  years  made  every  effort  to  bring 
this  about. 

Dr.  McLoughlin  himself  gives  no  hint  of  such 
motives.  He  merely  states  w’ith  reference  to  mov- 
ing  the  post,  “We  came  to  the  determination  to 
abandon  Astoria  and  go  to  Fort  Vancouver  as  it 
was  a place  where  wc  could  cultivate  the  soil  and 
raise  our  own  provisions.”i6  Fort  Vancouver  was 
built  in  1825.  Permanent  settlement  and  govern' 
ment  was  now  established  and  the  year  1825  may 
be  regarded  as  initiating  the  second  period  of  me- 
dical  history  in  the  Pacific  Northwest. 

The  period  from  1825  to  1850  is  so  bound  up 
with  the  personality  of  Dr.  McLoughlin  that  a 
more  complete  account  must  be  given  of  this  out' 
standing  figure  in  the  history  of  the  Northwest. 
The  several  excellent  volumes  and  the  numerous 
briefer  biographical  accounts  have  dwelt  too  little 
on  McLoughlin  the  physician.  This  is  no  doubt 
largely  true  because  of  the  poverty  of  information 
on  this  side  of  his  activities.  The  present  account 
can  attempt  only  to  gather  together  material  scat' 
tered  through  numerous  publications,  and  to  con' 
tribute  a small  amount  of  new-  material,  although 
of  a negative  nature,  as  to  McLoughlin's  medical 
training. 

Dr.  John  McLoughlin  was  born  October  19, 
1784,  at  Riviere  du  Loup,  Quebec.  His  father 
was  Irish,  his  mother  was  the  daughter  of  Malcolm 
Fraser,  a Scotchman.  The  father  was  drowned 
while  John  McLoughlin  was  a boy,  and  the  mother 
with  her  tw’o  sons,  John  and  David,  went  to  live 
with  the  grandfather  who  had  been  an  army  offi' 

15.  Merk,  Frederick:  Fur  Trader  and  Empire.  George 

Simpson’s  Journal.  Harvard  Univ.  Press.  1931. 

16.  Document  of  Dr.  John  McLoughlin.  published  in  Trans. 
Oregon  Pioneer  Assoc,  for  1880. 


cer.  At  least  one  brother  of  McLoughlin’s  mother 
was  a physiccian.  It  is  usually  stated  that  after 
preliminary  education  in  Canada  the  boys  were 
sent  to  Scotland  to  study  medicine,  and  it  is  also 
added  in  most  accounts  that  they  probably  also 
studied  in  Paris.i', 18^19^20  These  statements  ap' 
pear  to  be  correct  so  far  as  David  McLoughlin  is 
concerned,  but  there  is  no  evidence  that  John  ever 
studied  at  Edinburgh  or  in  Paris.  Rather  the  evi' 
dence  is  to  the  contrary.  Information  provided 
the  writer  through  the  kindness  of  Professor  J.  H. 
Ashworth,  after  an  examination  of  the  records  of 
the  University  of  Edinburgh,  shows  that  a David 
McLoughlin  from  Canada  entered  the  University 
in  1807  and  graduated  as  Doctor  of  Medicine  in 
1810.  There  is  no  record  of  John  McLoughlin, 
either  in  the  archives  of  the  university  or  in  those 
of  the  Colleges  of  Physicians  and  Surgeons  of 
Edinburgh. 21  David,  the  son  of  Dr.  John  Mc' 
Loughlin,  in  a letter  w’ritten  in  1892  states,  “My 
father  never  w’ent  to  Paris  with  his  brother  David 
to  study,  or  to  Scotland.  My  uncle  David  went  to 
Scotland  to  finish  his  education  and  in  Scotland 
he  joined  the  English  army  under  Wellington  in 
Spain.”  In  the  same  letter  John  McLoughlin’s  son 
w'rites,  “In  the  spring  of  the  year  1833  or  ’34,  I 
was  sent  to  Paris,  France,  where  my  Uncle  David 
resided. ”22  from  these  statements  it  w'ould  appear 
that  John  McLoughlin  carried  on  his  medical  stud- 
ies in  Canada,  but  where  and  when  he  received 
his  medical  degree  is  obscure. 

Shortly  after  receiving  his  medical  degree  an 
incident  occurred  which  possibly  led  him  into  the 
fur  trade,  and  eventually  to  the  Columbia.  He  v/as 
walking  with  a young  lady  and  the  two  had  started 
to  cross  a muddy  stretch  of  ground  on  a plank. 
An  English  officer  rudely  crowded  the  lady  off 
the  plank.  The  hot'blooded  young  escort  soon 
threw  officer,  shining  uniform,  dignity  and  all  into 
the  mud,  but  it  is  hinted  he  was  obliged  to  seek 
security  with  his  uncles,  who  were  important 
figures  in  the  North  West  Company. 

McLoughlin  entered  the  service  of  the  North 
West  Company,  at  first  apparently  as  a medical 
officer.  His  ability,  presence  and  courage  brought 
him  rapid  promotion,  and  he  w’as  soon  in  charge 

17.  Elliott.  T.  C. : Dr.  John  McLoughlin  and  his  Guests. 
Wash.  Hist.  Quart.  Vol.  3,  1908-12. 

18.  Holman.  F.  V.:  Dr.  John  McLoughlin.  Cleveland.  1907. 

19.  Dye.  Eva  Emery:  McLoughlin  and  Old  Oregon.  Chi- 
cago, 1900. 

20.  Munro.  A.  S. : History  of  Medicine  in  British  Columbia. 
Med.  Jour..  Vol.  25,  1931. 

21.  Personal  communication  from  Prof.  J.  H.  Ashworth  of 
University  of  Edinburgh,  who  kindly  had  a search  made  of  the 
records  of  the  university  for  traces  if  John  and  David  Mc- 
Loughlin  for  the  purposes  of  this  history. 

22.  Letter  in  library  of  Oregon  Historical  .Society. 
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of  the  fur  post  at  Saulte  Ste.  Marie.  He  appears 
to  have  been  there  as  early  as  1812.  Later  he  was 
stationed  at  Fort  William,  and  when  the  North 
West  Company  merged  with  the  Hudson’s  Bay 
Company  in  1821,  McLoughlin  was  sent  to  take 
charge  of  the  company’s  interests  west  of  the 
Rocky  Mountains.  It  is  suspected  that  he  was 
sent  as  far  away  as  possible  to  get  him  out  of  the 
way.  His  free  spirit  and  courage  did  not  submit 
tamely  to  the  domination  of  the  ancient  monopoly, 
which  since  the  time  of  Charles  II  had  largely  con- 
trolled the  development  of  Canada. 

On  arriving  on  the  Columbia,  Dr.  McLoughlin 
soon  won  the  respect  of  the  Indians.  He  had  a 
commanding  presence,  with  a stature  variously 
stated  as  from  six  feet  two  to  six  feet  four  inches, 
was  fearless,  quick  in  decision  and  energetic.  His 
long  white  hair  won  for  him  the  name  from  the 
Indians  of  “W^hite  Eagle”.  He  understood  the 
Indian  and  knew  how  to  deal  with  him.  When 
White  Eagle  spoke  the  savage  listened  with  respect. 

Dr.  McLoughlin  was  forty  years  of  age  when 
he  came  to  Oregon  (fig.  3).  From  the  first  his  me- 
dical activities  were  overshadowed  by  executive 
duties,  but  there  appears  to  have  been  no  other 
physician  at  the  fort  permanently  until  1833. 
Munro  is  in  error  when  he  writes  that  Dr.  Forbes 
Barclay  came  with  McLoughlin, for  Barclay  did 
not  come  to  Oregon  until  1840,  and  was  not  ap- 
pointed to  the  service  of  the  Hudson’s  Bay  Com- 
pany, by  his  own  statement,  until  1839.  In  1825, 
however,  there  came  by  sea  Dr.  John  Scouler,  as 
already  stated,  who  remained  with  his  fur  trading 
ship,  the  William  and  Ann.i^  He  spent  some  time 
in  Fort  Vancouver,  and  perhaps  it  was  intended 
that  he  should  aid  in  the  care  of  the  sick.  However, 
for  the  first  eight  years  at  the  fort  most  of  this 
work  appears  to  have  devolved  upon  Dr.  Mc- 
Loughlin. At  first  these  duties  were  probably  not 
heavy,  no  doubt  involving  chiefly  the  surgical  cases 
attendant  upon  the  dangerous  life  of  the  voyageurs 
and  trappers.  But  in  1829  came  the  first  of  the 
great  epidemics  which  swept  the  Columbia  and  its 
tributaries,  taking  heavy  toll  of  the  Indian  popula- 
tion, but  also  affecting  the  whites  in  lesser  degree. 
At  the  fort,  McLoughlin  attended  the  sick,  in  1829 
and  the  following  years,  until  he  himself  was 
stricken.  He  then  instructed  one  of  the  clerks, 
probably  George  T.  Allan,  in  how  to  care  for  the 
sick. 

A letter  by  this  individual  written  in  1833,  des- 
cribes the  situation  and  may  he  quoted,  as  far  as 


Fig.  3.  Dr.  John  McLoughlin  in  his  prime. 


it  applies  to  the  medical  situation ;23  “In  the  fall 
of  1832  the  fever  and  ague  was  very  prevalent 
at  Vancouver  and  at  one  time  we  had  over  40 
men  laid  up  with  it,  and  great  numbers  of  Indian 
applicants  for  La  Medicine,  as  they  called  it,  and 
as  there  was  no  physician  at  the  fort.  Dr.  Mc- 
Loughlin himself  had  to  officiate  in  that  capacity, 
although  he  disliked  it,  as  it  greatly  interfered 
with  his  other  important  duties,  until  he  was  him- 
self attacked  with  this  fever,  when  he  appointed 
me  his  deputy,  and  I well  remember  my  tramps 
through  the  men’s  houses  with  my  pockets  lined 
with  vials  of  quinine  and  making  my  reports  of 
the  state  of  the  patients  to  the  Doctor.  It  proved, 
therefore,  a great  relief,  both  to  him  and  to  me, 
when  the  annual  ship  arrived  from  London,  bring- 
ing out  two  young  medical  men.  Doctors  Gardiner 
(Gairdner)  and  Tolmie,  one  of  whom  was  im- 
mediately installed  in  office  at  Vancouver,  and  the 
other  dispatched  to  the  Northwest  Coast.”  . . . 
“One  day  in  making  my  rounds  ...  I paid  a 
visit  to  a half  breed  Kanaka  boy,  and  handing  him 
a vial  of  quinine  mixture  pointed  with  my  finger 
to  how  much  he  was  to  take  at  one  dose,  but  the 
fellow,  mistaking,  swallowed  the  whole  concern 
at  once — eight  or  ten  doses  in  one.  I was  a good 
deal  alarmed,  but  need  not  have  been  for  he  soon 


23  “Reminiscences  of  Fort  Vancouver,’’  by  George  A.  Allan, 
in  Oregon  Pioneer  Transactions,  1881. 
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got  well,  and  never  had  the  ague  again  as  long  as 
I remained  at  Vancouver.  . . . The  fever  and  ague 
first  broke  out  on  the  river  in  1829  . . the  Indians, 
superstitiously  believed  Captain  Dominis  of  an 
American  ship  introduced  it.  The  first  and  second 
years  of  the  fever  carried  off  great  numbers  of 
natives  . . and  as  there  was  then  no  quinine  in 
the  country,  the  Doctor  being  obliged  to  use  the 
dogwood  root  as  a substitute.” 

The  need  of  a resident  medical  man  who  could 
give  his  full  time  to  the  care  of  the  sick  had  become 
so  great  that  in  1832,  no  doubt  at  McLoughlin's 
urgent  request,  two  young  physicians  were  sent  out, 
as  Allan’s  letter  indicates.  They  arrived  at  Fort 
Vancouver  May  4,  1833,  and  immediately  took  up 
their  medical  duti:s  at  the  post  (fig.  4).  With  the 
exception  of  Dr.  Swan,  stationed  for  a short  time 
at  Ft.  George,  Tolmie  and  Gairdner  were  the  first 
physicians  to  practice  medicine  as  their  primary 
functions  in  the  Pacific  Northwest,  if  the  transient 
ships’  surgeons  and  those  who  came  to  unfortunate 
ends  at  Fort  George  be  left  out  of  consideration,  and 
so  represent  the  real  beginnings  of  medicine  in  this 
region. 

A further  word  should,  however,  be  written  about 
Dr.  McLoughlin.  After  the  arrival  of  the  surgeons 
he  was  freed  from  mdical  cares  and  gave  his  ener- 
gies  exclusively  to  the  affairs  of  the  post  and  the 
larger  community.  The  Americans  were  reaching 
Oregon,  at  first  only  as  individuals  or  as  small  com- 
panies  of  trappers  or  traders,  hut  always  they  consti- 
tuted  problems  for  Dr.  McLoughlin  to  solve 

In  1828  Jedediah  Smith  and  his  band  of  trappers 
and  fur  traders,  on  their  way  to  the  Columbia  from 


California,  were  set  upon  and  mo>t  of  them  killed 
by  the  Umpqua  Indians.  Smith  himself  and  three 
of  his  men  reached  Fort  Vancouver  with  their  tale 
of  robbery  and  slaughter.  Dr.  McLoughlin  sent  an 
expedition  against  the  Indians,  recovered  the  furs 
and  bought  them  from  Smith.  i *5  Four  years  later 
Nathaniel  Wyeth  arrived  to  set  up  a rival  Ameri' 
can  trade  in  furs.  Unfortunately  for  Wyeth’s  ven- 
ture, the  ship  on  which  he  depended  from  Boston 
in  1832  was  wrecked,  but  a second  expedition  in 
1834  began  more  auspiciously.  He  established  him- 
self on  Wapato  (now  Sauvie’s)  Island,  at  the  mouth 
of  the  Willamette  River,  and  across  the  Columbia 
from  Fort  Vancouver.  He  was  soon  forced,  how- 
ever, to  accept  McLoughlin’s  offer  to  purchase  his 
stock  and  the  furs  he  had  collected  and  in  1836  he 
abandoned  the  enterprise  and  returned  to  the  States. 
In  matters  of  business  rivalry  the  Chief  Factor 
served  the  interests  of  his  company,  and  it  was 
against  those  interests  to  allow  rival  traders  to  be- 
come established  on  the  Columbia  or  its  tributaries. 
McLoughlin  and  Wyeth  remained  on  friendly  terms 
and  corresponded  after  the  Yankee’s  return  to 
Boston. 

But  where  American  business  enterprise  had 
failed  twice  to  establish  a foothold,  in  1811  at  As- 
toria, and  in  1834  at  Wapato  Island  and  at  Fort 
Hall,  built  by  Wyeth  on  the  Snake  River,  the  Am- 
erican missionaries,  and  following  them,  the  Ameri- 
can settlers,  succeeded.  That  the  former  failed  was 
due,  in  Wyeth’s  case,  largely  no  doubt  to  Dr.  Mc- 
Loughlin’s management  of  the  affairs  of  his  com- 
pany, and  to  his  abilities  as  a man  of  business.  Much 
as  Wyeth  and  his  fellow  Americans  might  deplore 
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the  business  loss,  it  cannot  be  held  to  Dr.  McLough' 
lin’s  discredit.  He  played  the  game  hard  but  fairly, 
and  he  won.  The  success  at  first,  of  the  missionary 
enterprise,  shortdived  though  it  was,  and  the  per- 
manence of  settlement  by  the  American  immigrants, 
could  scarcely  have  been  accomplished  as  early  as 
they  were  but  for  Dr.  McLoughlin.  The  hearty 
respect  which  the  Indians  came  to  hold  for  the 
“White  Eagle”  made  white  men  generally  safe  from 
their  depredations  after  a few  experiences  which 
taught  the  natives  that  “Bostons”  were  no  more  to 
be  killed  than  Britishers.  The  aid  which  the  doctor 
gave  to  the  weary  immigrant  parties,  on  their  arrival 
at  Fort  Vancouver  for  successive  years,  without  food 
to  last  through  the  winter,  with  clothing  in  tatters, 
and  with  much  of  their  property  strewn  alongside 
the  long  trail  between  the  Platte  River  and  the  Cas- 
cade Mountains,  saved  many  lives  and  much  suf- 
fering. For  extending  such  aid  the  doctor  was  be- 
rated by  officials  of  his  company,  and  was  finally 
placed  in  the  position  where  his  resignation  was 
the  only  possible  course.  He  resigned  as  Chief 
Factor  in  1846,  and  moved  to  Oregon  City,  where 
he  opened  a store  for  general  merchandise. 

At  the  site  of  Oregon  City,  built  at  the  falls  of 
the  Willamette,  McLoughlin  had  in  1829,  with  wise 
foresight,  laid  claim  to  an  area  of  land  about  the 
falls.  16  When  the  Americans  began  to  settle  they 
saw  the  value  of  the  location,  and  laid  counterclaim 
to  it,  contesting  McLoughlin’s  right  on  the  ground 
that  he  was  not  an  American  citizen.  To  the  shame 
of  some  whom  he  had  befriended,  his  claim  was 
ignored  by  the  Government  and  his  land  was  given 
to  others.  McLoughlin,  the  “Father  of  Oregon”, 
who  had  made  possible  American  settlement,  was 
not  only  turned  away  by  the  great  company  he  had 
served  for  more  than  thirty  years,  but  was  also  dis- 
gracefully treated  by  the  Americans  who  owed  him 
much  in  the  land  they  came  to  settle.  He  died  Sep- 
tember 3,  1857,  a tragic  figure,  in  Oregon  City, 
and  is  buried  in  the  churchyard  of  the  Roman 
Catholic  church.  It  is  pleasant  to  add  that  the  gov- 
ernment at  Washington  some  years  after  his  death 
rectified  its  error  and  restored  to  Dr.  McLouglin’s 
heirs  his  rights  in  the  disputed  propety. 

It  is  doubtful  if  Dr.  McLoughlin  ever  did  medical 
work  after  the  arrival  of  Gairdner  and  Tolmie  at 
Fort  Vancouver  in  1833.  His  increasing  administra- 
tive problems  and  duties  probably  kept  him  from 
medical  activities  for  many  years  and  as  physicians 
arrived,  first  at  the  fort,  and  later  in  the  settlements, 
there  was  less  need  for  his  medical  assistance.  He 


Fig.  5.  Dr.  John  McLoughlin  in  later  life. 


probably  forgot  much  of  his  skill,  which  may  ac- 
count for  the  answer  he  gave  to  Dr.  Forbes  Barclay, 
in  1845,  when  the  latter  asked  his  chief  to  assist 
him  in  the  difficult  delivery  of  his  own  first-born 
son.  Dr.  McLoughlin  excused  himself  with  the 
promise,  “I  will  pray  for  you.”  (fig.  5) 

Few  men  have  governed  a larger  empire,  or  with 
more  autocratic  although  benign  power.  He  was 
indeed  the  “Emperor  of  the  West,”  from  the  Rus- 
sian dominions  of  Alaska  to  the  Spanish  domain  to 
the  southward.  For  a time  he  even  had  a trading 
post  in  Yerba  Buena,  now  San  Francisco,  with  his 
son-in-law,  Rae,  in  charge.  The  eastern  boundary 
was  the  Rocky  Mountains.  To  few  individuals 
have  come  the  opportunity  in  so  great  a degree 
to  apply  the  claims  of  a common  humanity  in 
moulding  the  course  of  empire.  The  course  which 
Dr.  McLoughlin  pursued  must  be  held  to  his  ever- 
lasting credit,  and  so  far  as  it  may  have  been  dic- 
tated by  his  medical  bias,  to  the  credit  of  the  pro- 
fession to  which  he  was  trained. 

(To  be  Continued) 


444 


KLAMATH  FALLS — ADLER 


Vol.  XXXI,  No.  9 


ATTRACTIONS  OF  KLAMATH  FALLS. 

George  H.  Adler,  M.D. 

KLAMATH  FALLS,  ORE. 

Klamath  Falls,  the  county  seat  of  Klamath 
county,  is  a beautiful  and  thrifty  little  city  located 
in  the  center  of  a vast  valley  which  is  4100  feet 
above  sea  level.  This  city  has  enjoyed  a phenome' 
nal  growth  in  the  last  few  years.  At  present  its 
population  is  in  excess  of  16,000,  while  the  im- 
mediately  adjacent  districts,  wLen  included,  swell 
this  total  to  approximately  21,000  people. 

Originally  a markedly  isolated  region,  Klamath 
Falls  is  now  served  by  ample  railroad  facilities 
and  perfect  highways.  It  is  rapidly  becoming  an 
important  railroad  center,  with  direct  lines  to 
Portland  and  the  north,  San  Francisco  on  the 
south,  and  Ogden  and  Chicago  on  the  east.  With 
the  recent  entrance  of  the  Great  Northern,  and 
an  anticipated  connection  with  the  coast  at  CreS' 
cent  City  in  a few  years,  it  promises  to  be  the 
center  of  a great  network  of  railroads. 

Since  the  city  of  Klamath  Falls  is  in  the  heart 
of  one  of  the  largest  and  richest  stands  of  pine 
timber  to  be  found  in  the  United  States,  the  ma- 
jor  industrial  activity  is  lumbering.  Many  large 
sawmills,  including  the  second  largest  in  the  world, 
are  located  within  the  city  or  are  in  its  immediate 
surroundings.  Cattle  and  sheep  raising  ranks  a 
close  second  in  importance  as  a major  industry, 
with  thousands  of  acres  of  fertile  range  available. 
Over  two  thousand  cars  of  potatoes  are  shipped 
annually  from  this  district.  They  are  grown  on  the 
many  square  miles  of  ranch  land  which  are  irri' 
gated  writh  water  from  the  government  canal. 
Thousands  of  acres  of  lake  bed,  reclaimed  by  the 
government  in  the  Tule  lake  area,  are  extremely 
fertile.  The  lands  of  Klamath  county  are  second 
to  none  in  production  of  hay,  grain,  alfalfa  and 
potatoes. 

Any  description  of  this  great,  typically  western 
country  would  not  be  complete  without  reference 
to  some  of  its  colorful  history,  Indian  traditions 
and  folklore.  The  Modoc  lava  beds,  located  some 
thirty  miles  southeast  of  Klamath  Falls,  remain 
unchanged  as  a permanant  monument  commemorate 
ing  the  last  stand  made  by  the  Indians,  before  the 
coming  of  the  white  man.  It  was  here,  in  1872, 
that  the  great  Modoc  war  raged,  whth  the  Indians 
holding  a section  of  the  U.  S.  cavalry  at  bay  for 
several  months.  It  was  here  that  Captain  Jack  and 
his  band  of  renegade  Indians  opened  fire  upon 


The  Forest-Lined  Greensprings  Highway 


soldiers  and  settlers,  and  started  a war  that  proved 
to  be  a serious  problem  for  the  government.  Many 
other  points  of  historical  interest  may  be  seen. 

For  those  interested  in  geology,  natural  history 
and  Indian  lore,  this  is  indeed  a treasure  find, 
with  these  great  lava  beds,  honey'combed  as  they  are 
with  one  hundred  or  more  caves  of  great  depths, 
and  subterranean  rivers  of  ice.  In  the  Tule  lake 
area  a few  miles  farther  south,  one  may  see  the 
face  of  great  cliffs  of  sandstone  carved  and  hiero- 
glyphicized  to  preserve  the  picture  story  of  a long 
vanished  and  unknown  people.  Egypt  or  Babylon 
offers  no  greater  nor  intriguing  puzzle  to  the  arche' 
ologist. 

As  a vacation  land,  Klamath  county  is  unexceh 
led.  A myriad  of  beautiful,  forest'iimmed  lakes, 
blue  jewels  of  loveliness,  stud  this  great,  untouched, 
God’s  country.  Great  forests  of  stately  pines, 
sparkling  mountain  streams,  snow-capped  mountain 
peaks  which  in  their  lofty  grandeur  appear  to 
have  been  sculptured  by  some  great  superhuman 
hand,  combine  to  make  this  land  one  of  extreme 
fascination  for  the  lover  of  the  rugged  outdoors. 
The  placid  blue  waters  of  these  timber-shrouded 
lakes  invite  swimming,  boating,  fishing  or  rest  and 
play  upon  their  shores.  Languid  afternoons  and 
cool,  restful  summer  nights  beckon  the  vacationist. 

Supreme  among  Klamath’s  lakes,  and  proclaimed 
by  all  who  have  seen  it  as  one  of  the  world’s  most 
wonderous,  is  Crater  Lake.  The  matchless  and  in- 
conceivably blue  jewel  is  set  in  the  sunken  crater 
of  the  long  quieted  and  collapsed  Mt.  Mazama, 
2,000  feet  deep,  six  miles  in  diameter  with  a 1,000 
foot  rim,  its  surface  reflecting  in  everchanging 
hues,  lazy  clouds  and  mountain  peaks.  This  beauti- 
ful lake,  without  visible  inlet  or  outlet,  holds  one 
spellbound  and  awe-inspired  on  first  sight.  A two 
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hours  drive  from  Klamath  Falls,  along  the  shores 
of  the  forty  mile  long  Klamath  Lake,  up  through 
beautiful  Wood  River  Valley  and  Crater  Lake 
National  Park,  brings  one  to  the  rim  where  excel' 
lent  accommodations  have  been  provided  for  the 
visitor,  including  a modern  lodge  and  camp  ground. 

Situated  as  it  is  in  the  heart  of  the  Cascade 
mountains,  with  its  numerous  lakes,  streams  and 
forests,  Klamath  is  justly  known  as  a sportsman’s 
paradise.  Ducks,  geese,  grouse,  quail,  pheasants  and 
deer  are  plentiful.  Lake  and  stream  fishing  afford 
a wide  variety  to  suit  the  fisherman,  whether  fly 


or  trolling.  Rainbow,  Dolly  Varden,  Mackinaw, 
and  Silverside  trout  or  black  bass  and  other  game 
fish  may  be  found  in  various  places. 

The  United  States  government  has  taken  ad' 
vantage  of  natural  nesting  places  in  this  locality 
to  preserve  America’s  bird  life  and  has  set  aside 
several  sections  as  bird  sanctuaries,  where  nearly 
every  water  fowl  known  in  the  United  States  may 
be  found.  That  queer,  large  bird,  the  pelican,  with 
its  enormous  bill  and  wide  wing'Spread,  protected 
by  law,  may  be  seen  in  great  numbers  to  fascinate 
and  interest  every  visitor. 

The  Klamath  and  Lake  County  Medical  Society, 
composed  of  some  twenty'five  men,  will  be  host  to 
Oregon  State  Medical  Society  in  Klamath  Falls, 
from  September  22  to  24  this  year  for  the  first 
time  and  anticipates  that  their  visitors  cannot  help 
but  enjoy  their  visit  in  this  unusally  attractive 
city,  Klamath  Falls. 

Treatment  of  Pernicious  Anemia  With  Digested 
Liver.  C.  W.  Barnett  and  W.  M.  Thebaut,  Jr.,  San 
Francisco  (Journal  A.  M.  A.,  Aug.  13,  1932),  describe 
experiments  in  which  they  demonstrated  that  the  response 
of  certain  patients  with  pernicious  anemia  to  treatment 
with  liver  and  liver  extract  digested  in  normal  gastric 
juice  differs  in  no  particular  from  what  would  be  expected 
from  the  same  quantities  of  liver  and  liver  extract,  undi- 
gested. 
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as  a publishing  medium  for  these  members  of  the 
profession.  It  is  aimed  to  publish  selected  articles 
of  a high  character.  This  first  issue  carries  out 
this  purpose.  The  contents  present  excellent  papers 
from  southern  surgeons  with  a few  from  northern 
states,  including  Dr.  Coffey  of  Portland.  For  the 
present  this  journal  will  be  published  quarterly. 
As  its  financial  resources  increase  it  is  aimed  to 
issue  it  at  more  frequent  intervals. 


ELIMINATION  OF  DIPHTHERIA 
During  recent  years  the  belief  has  often  been  ex' 
pressed  that  diphtheria  could  he  eliminated,  if  im- 
munit;ation  against  it  could  be  universally  practiced 
among  children.  This  ideal  is  not  likely  to  be  reab 
iced  in  the  presence  of  widespread  indifference  and 
the  active  hostility  of  organizations  determined  to 
counteract  prophylactic  measures  for  reduction  of 
disease.  It  is  encouraging,  however,  to  read  a report 
such  as  has  appeared  for  Illinois*,  stating  that  during 
the  first  seven  months  of  this  year  there  was  a reduc' 
tion  of  thirty'One  per  cent  case  reports  of  diph' 
theria  in  that  state,  compared  with  a corresponding 
period  in  1931.  During  six  weeks  ending  the  middle 
of  July  only  287  cases  were  reported,  compared  to 
double  that  number  for  the  same  period  a year  ago. 
During  the  first  five  months  of  this  year  there  was 
a decrease  of  forty  per  cent  in  deaths  from  this  dis' 
ease  as  compared  with  the  previous  year.  Never  be' 
fore  have  so  many  children  in  Illinois  been  immun' 
ized  against  diphtheria  as  during  the  past  twelve 
months.  This  work  has  been  carried  on  successfully 
in  whole  counties,  some  communities  having  im' 
munized  as  high  as  ninety  per  cent  of  the  susceptible 
population.  Such  results  are  indicative  of  what  can 
be  accomplished  in  every  community,  were  similar 
cooperative  measures  undertaken.  The  public 
should  be  educated  by  suitable  propaganda  to  a real- 
ization that  the  existence  of  this  terrible  disease  is 
dependent  on  their  failure  to  adopt  simple  means  for 
its  eradication 


NEW  SURGICAL  JOURNAL 
The  first  issue  has  appeared  of  The  Southern 
Surgeon,  published  in  Atlanta,  Ga.  The  reason 
given  for  establishing  this  publication  is  that,  aside 
from  various  state  journals  and  one  general  jour' 
nal,  none  are  published  south  of  St.  Louis  and 
Baltimore.  There  have  been  many  distinguished 
surgeons  in  the  southland  in  past  years  and  there 
are  many  notable  ones  of  the  present  generation. 
It  is  believed  that  a surgical  journal  is  justified 


THE  KLAMATH  FALLS  MEETING 

The  fifty'eight  annual  meeting  of  Oregon  State 
Medical  Society  will  convene  at  Klamath  Falls, 
September  22,  for  a three  day  session  which  will 
be  of  scientific  import  and  recreational  interest. 
This  is  the  first  meeting  of  the  Society  in  Klamath 
Falls,  and  bcause  of  this,  unusual  interest  has  been 
aroused  among  physicians  in  southern  Oregon.  A 
full  and  interesting  program  has  been  arranged 
with  twenty'four  papers  to  be  presented  by  mem' 
bers  and  with  two  outstanding  guest  speakers  in 
attendance.  Each  of  the  guest  speakers.  Dr.  Thomas 
E.  Jones,  of  the  Department  of  Surgery  of  Cleve' 
land  Clinic,  and  Dr.  Edward  M.  Livingston,  In' 
structor  of  Surgery  at  University  and  Bellevue 
Hospital  Medical  College  in  New  York  City,  will 
address  the  general  session  on  three  occasions.  Dr. 
Jones  will  speak  on  the  general  subject  of  car' 
cinoma,  and  Dr.  Livingston’s  addresses  will  each 
be  of  outstanding  merit  in  regard  to  his  special 
field. 

A program  of  special  interest  to  the  public  has 
been  arranged.  This  will  be  given  at  a joint  meet' 
ing  of  the  Klamath  Falls  Chamber  of  Commerce 
and  the  various  service  clubs.  The  address  before 
this  group  of  lay  people  will  be  given  by  one  of 
the  leaders  of  the  Oregon  medical  profession. 

In  accordance  with  usual  custom,  there  will  be 
a golf  tournament..  This  year  the  Reames  Golf 
and  Country  Club  will  be  host  to  the  physicians 
of  the  state  who  wish  to  play  on  the  beautiful 
eighteen  hole  course.  Other  features  will  be  the 
breakfast  meetings  of  the  House  of  Delegates,  the 
business  meeting  and  election  of  officers  on  Satur' 
day  and  the  annual  banquet  on  Friday  evening. 

The  Women’s  Auxiliary  of  the  Society  will  hold 
its  annual  meeting  at  the  same  time.  Visiting 
wives  will  find  ample  diversion  in  the  form  of 
golf,  teas,  luncheons,  and  trips  in  and  about  the 
interesting  city  of  Klamath  Falls. 

The  scientific  and  business  sessions  of  the  So' 
ciety  and  Auxiliary  will  recess  Saturday  at  10:00 
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a.  m.,  at  which  time  visitors  and  guests  will  be 
transported  by  auto  to  Crater  Lake  National  Park, 
where  a box  luncheon  will  be  served  by  the  Wo- 
men’s Auxiliary  of  the  Klamath  and  Lake  Medical 
Society.  After  the  luncheon  there  will  be  a short 
scintific  session  held  in  Crater  Lake  Lodge,  where 
the  two  guest  speakers  will  address  the  members  of 
the  Society.  The  remainder  of  the  afternoon  will 
be  spent  in  enjoying  the  world-famous  beauty  of 
Crater  Lake  and  environs. 

PROGRAM 

THURSDAY, 

SEPTEMBER  22 

7:00  a.  m.  Breakfast  Meeting  of  House  of  Delegates, 

Willard  Hotel. 

9:00  Registration,  Elks’  Temple. 

9:3#  General  Scientific  Session,  Main  Hall,  Elk.s' 

Temple. 

1.  Recognition  and  Treatment  of  Postoper- 
tive  Atelectasis,  A.  H.  Ross,  Eugene. 

2.  Differential  Diagnosis  of  Postoperative 
Lung  Complications,  Marr  Bisaillon,  Port- 
land. 

3.  President’s  Address,  E.  L.  Zimmerman, 
Eugene. 

4.  Address,  The  Prevention,  Diagnosis  and 
Treatment  of  Cancer  of  the  Cervix. 
Thomas  E.  Jones,  Cleveland,  Ohio. 

2:00  p.  m.  General  Scientific  Session,  Main  Hall,  Elks’ 

Temple. 

Address,  The  Neurogenic  Basis  in  Abdominal 
Diagnosis,  Edward  M.  Livingston,  New 
York  City. 

3:00  Scientific  Section  Meetings,  Elks’  Temple. 

Medical  Section,  Main  Hall 

1.  Skin  Testing  as  an  Aid  in  the  Diagnosis  of  Allergic 
Diseases.  Merle  W.  Moore,  Portland.  Discussion  to  be 
opened  by  Earl  D.  DuBois,  Portland. 

2.  Blood  Regeneration.  Matthew  C.  Riddle,  Portland. 
Discussion  to  be  opened  by  E.  E.  Osgood,  Portland. 

3.  Differentiation  of  ’Various  Types  of  Mononuclear  Leu- 
cocytes by  the  Supravital  Technic.  Charles  P.  Wilson, 
Portland.  Discussion  to  be  opened  by  John  Straumfjord, 
Portland. 

Surgical  Section,  Banquet  Room 

1.  Nasal  and  Sinus  Disease  as  a Manifestation  of  Sys- 
temic Disorders.  W.  W.  Baum,  Salem.  Discussion  to  be 
opened  by  Ralph  W.  Stearns,  Klamath  Falls  . 

2.  The  Intricacies  of  Osteomyelitis.  J.  Christopher 
O’Day,  Honolulu. 

3.  Congenital  Deformities  and  Anomalies.  Hugh  A. 
Dowd,  Salem.  Discussion  to  be  opened  by  Richard  B. 
Dillehunt,  Portland. 

FRIDAY, 

SEPTEMBER  23 

7 :00  a.  m.  Breakfast  Meeting  of  House  of  Delegates, 

Willard  Hotel. 

9:00  Scientific  Section  Meetings,  Elks’  Temple. 

Medical  Section,  Main  Hall 

1.  Carotid  Sinus.  Homer  P.  Rush,  Portland.  Discussion 
to  be  opened  by  W.  K.  Livingston,  Portland. 

2.  Essential  Hypertension,  Earl  D.  DuBois,  Portland. 
Discussion  to  be  opened  by  Warren  C.  Hunter,  Portland. 

3.  Cirrhosis  of  the  Liver,  a Study  of  the  Incidence, 
Character,  and  Pathology  in  6,500  Autopsies.  Frank  R. 
Menne,  Portland.  Discussion  to  be  opened  by  C.  V. 
Rugh,  Klamath  Falls. 

4.  Case  of  Strangulation  of  Ileum  in  Intersigmoid  Fossa 
with  a study  of  the  Anatomy  of  the  Fossa  in  100  Au- 
topsies. Warren  C.  Hunter,  Portland.  Discussion  to  be 
opened  by  Karl  H.  Marttloff,  Portland. 


Surgical  Section,  Banquet  Room 

1.  Mortality  in  Cystoscopy.  Charles  D.  Donahue,  Eu- 
gene. 

2.  Deep  Alcohol  Injections  in  the  Treatment  of  Intract- 
able Facial  Pain.  A.  J.  McLean,  Portland.  Discussion  to 
be  opened  by  D.  C.  Burkes,  Portland. 

3.  Treatment  of  Joint  Fractures.  Otis  F.  Akin,  Portland. 

4.  The  Well-Leg  Method  of  Treating  Fractures  of  the 
Femur,  Hip,  and  Pelvis.  Roger  Anderson,  Seattle.  Dis- 
cussion to  be  opened  by  Charles  T.  Sweeney,  Medford. 
11:00  a.  m.  General  Scientific  Session,  Main  Hall.. 

Address,  The  Diagnosis  and  Treatment  of 
Cancer  of  the  Colon.  Thomas  E.  Jones, 
Cleveland. 

12:00  Annual  Meeting  of  the  Oregon  Public  Health 

League. 

Luncheon,  Willard  Hotel. 


2:00  p.  m.  Sixth  Annual  Golf  Tournament,  Reames  Golf 
and  Country  Club. 

2:00  General  Scientific  Session,  Main  Hall, 

Address:  A Systemic  Routine  Examination 
for  Viscerogenic  Evidences  of  Intra-ab- 
dominal Disease,  Edward  M.  Livingston, 
New  York  City. 

3:00  Ssientific  Section  Meetings,  Elks’  Temple. 

Medical  Section,  Main  Hall 

1.  Nomyxedematous  Hypothyroidism.  John  R.  Monta- 
gue, Portland.  Discussion  to  be  opened  by  Homer  P. 
Rush,  Portland. 

2.  Progress  of  Patients  with  Hypertension.  G.  W.  IVfil- 
let,  Portland.  Discussions  to  be  opened  by  A.  H.  Rose, 
Eugene. 

3.  Tetanus.  Gordon  B.  Leitch,  Portland. 

4.  Lympho-Sarcoma,  a Clinical  Report,  C.  V.  Rugh, 
Klamath  Falls.  Discussion  to  be  opened  by  Frank  R. 
Menne,  Portland. 

Surgical  Section,  Banquet  Room 

1.  Thickening  of  the  Ileum  with  Mesenteric  Adenitis  in 
Children.  Eugene  W.  Rockey,  Portland.  Discussion  to  be 
opened  by  C.  W.  Brunkow,  Portland. 

2.  Primary  Tumors  of  the  Heart  with  a Case  Report. 
Irvin  R.  Fox,  Eugene,  and  Emil  D.  Furrer,  Eugene. 

3.  Carcinoma  of  the  Stomach.  A Study  Based  Upon  the 
Cases  Seen  in  the  Multnomah  County  Hospital  Over  a 
Period  of  Five  Years.  J.  Earl  Else,  Portland.  Discussion 
to  be  opened  by  G.  A.  Massey,  Klamath  Falls. 

4.  Rectal  Hydrocele,  Diagnosis  and  Surgical  Manage- 
ment. W.  H.  Bueerman,  Portland.  Discussion  to  be  opened 
by  Eugene  W.  Rockey,  Portland. 

7:00  p.  m.  Annual  Banquet  (Informal),  Willard  Hotel. 


SATURDAY, 

SEPTEMBER  24 

7:00  a.  m.  Breakfast  Meeting  of  House  of  Delegates, 
Willard  Hotel. 

9:00  Business  Meeting  and  Election  of  Officers, 

Elks’  Temple. 

10:00  Drive  to  Crater  Lake  National  Park. 

12:00  Box  Luncheon  served  by  the  Women’s  Aux- 

iliary of  the  Klamath  and  Lake  Medical  So- 
ciety, Crater  Lake  Lodge. 

1 :00  p.  m.  General  Scientific  Session,  Crater  Lake  Lodge. 

Address,  The  Diagnosis  and  Treatment  of 
Cancer  of  the  Breast,  Thomas  E.  Jones, 
Cleveland,  Ohio.  Address,  The  Classification 
and  Correlation  of  Abdominal  Findings,  Ed- 
M.  Livingston,  New  York  City. 

3:00  Recreation  at  Crater  Lake  National  Park. 


WOMAN’S  AUXILIARY,  OREGON  STATE 
MEDICAL  SOCIETY 

Plans  are  going  forward  rapidly  for  the  annual 
state  meeting  of  the  Womens’  Auxiliary  to  the 
Oregon  State  Medical  Society  in  Klamath  Falls, 
September  22-24.  Mrs.  George  Merryman  is  in 
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charge  of  arrangements.  Special  attention  is  called 
to  the  attractive  club  house  of  the  Reames  Golf 
and  Country  Club.  In  this  building,  built  in  rustic 
style  from  Klamath  logs  and  overloking  the  golf 
course  and  Klamath  river  and  affording  a magnify 
icent  view  of  Mt.  Shasta,  will  be  a luncheon  and 
card  party.  For  those  who  are  interested  in  golf 
there  will  be  a tournament  with  a trophy  offered. 

Since  Crater  Lake  is  a short  distance  from  Klam- 
ath  Falls  and  there  is  an  excellent  paved  highway 
connecting  the  places,  many  of  the  visitors  are  in' 
eluding  a trip  to  the  lake  in  their  itinerary.  Some 
are  planning  trips  over  the  Wapanitia  Cut'off 
with  an  overnight  stop  at  Bend;  others  are  going 
over  the  McKenzie  pass. 

We  quote  the  invitation  as  written  by  Mrs. 
Ralph  Stearns,  Press  and  Publicity  Chairman  of 
the  Klamath  Falls  Auxiliary: 

“If  I were  the  Secretary  of  the  Chamber  of  Commerce, 
I should  write:  Come  to  Klamath  Falls  in  September!  Here 
we  have  the  shortest  river  in  the  world.  Link  river;  the 
largest  body  of  fresh  water  west  of  the  Mississippi,  upper 
Klamath  lake;  an  unsurpassed  view  of  one  of  the  most 
picturesque  mountains  in  the  world,  Mt.  Shasta;  dozens 
of  mountain  lakes  and  streams  which  lure  fishermen  from 
all  parts  of  the  country.  Diamond  lake,  Odell  lake,  Paul' 
ina  lake.  Fish  lake,  Lake  o'  the  Woods,  Crater  Lake  and 
many  others.  South  of  us  we  have  a glass  monutain,  ice 
caves,  lava  beads,  and  in  the  city  many  of  the  homes, 
apartment  houses  and  public  buildings  are  heated  with 
natural  hot  water  which  comes  from  wells.  When  you 
add  all  of  these  attractions  to  the  fine  program  promised 
by  the  Medical  Society  and  Auxiliary,  you  will  find  it 
hard  to  resist  coming  to  Klamath  Falls  in  September.  How' 
ever,  being  a mere  member  of  the  Auxiliary,  I say,  ‘Come 
to  visit  us  in  September  and  we  shall  be  delighted  to  have 
you.'  ” 

The  annual  meeting  offers  one  of  the  best  op' 
portunities  for  becoming  acquainted  with  doctors’ 
wives  from  all  parts  of  the  state  who  are  inter' 
csted  in  advancing  the  influence  of  the  Auxiliary. 
Discussion  of  mutual  problems  leads  to  better  un' 
derstanding  between  doctors  themselves  and  pro' 
motes  friendliness  and  good  will  among  physicians’ 
wives.  All  doctor’s  wives  are  urged  to  make  spe' 
cial  plans  to  attend  with  their  husbands,  if  pos' 
sible. 

PROGRAM 

Thursday,  September  22 
12:30  p.m. — No-host  luncheon,  M.  E.  Church. 

2:00  p.m. — Registration,  M.  E.  Church. 

Call  to  Order,  Mrs.  Joseph  Pettit,  President. 

Address  of  Welcome:  Dr.  G.  A.  Massey,  President,  Klaoi' 
ath  and  Lake  Counties,  Medical  Society. 

Reports  of  State  Officers:  President,  Joseph  Pettit;  Sec' 
retary,  Mrs.  Earl  DuBois;  Treasurer,  Mrs.  Paul  T.  Neely; 
Auditor,  Mrs.  William  F.  Patrick. 

Reports  of  Districts  by  'Vice-Presidents:  First  Vice-Presi- 
dent, Mrs.  Burton  A.  Myers,  Salem;  Second  Vice-Presi- 
dent, Mrs.  Wilson  D.  McNary,  Pendleton;  Third  Vice- 


President,  Mrs.  Charles  T.  Sweeney,  Medford;  Fourth 
Vice-President,  Mrs.  M.  R.  Charlton,  Tillamook. 
Announcements:  Mrs.  G.  H.  Merryman,  Chairman  of 
Arrangements  Committee. 

8:00  a.m. — Theatre,  Guests  of  Oregojj  Graduate  Nurses 
Association,  District  No.  8. 


Friday,  September,  23 

9:00  a.m. — Registration,  M.  E.  Church. 

9:30  a.m. — Call  to  Order. 

Invocation,  Rev.  Melville  T.  Wire. 

Greetings:  Dr.  E.  L.  Zimmerman,  President,  Oregon  State 
Medical  Society.  Dr.  A.  E.  MacKay,  President-Elect, 
Oregon  State  Medical  Society. 

The  Year's  Activities:  Hygeia,  Mrs.  J.  Earl  Else,  Chair-  ; . 
man;  Public  Relations,  Mrs.  Charles  Edwin  Sears,  Chair-  i 
man;  Program,  Mrs.  Edward  Allen  Pierce,  Chairman; 
Organization,  Mrs.  Robert  C.  Coffey,  Chairman;  Legis- 
lation, Mrs.  A.  E.  MacKay,  Chairman;  Press  and  Pub- 
licity, Mrs.  Arthur  C.  Jones,  Chairman;  Membership, 
Mrs.  A.  G.  Bettman,  Chairman. 

County  Auxiliary  Work  during  the  Year:  Clatsop-Tilla- 
mook,  Mrs.  O.  C.  Hagmeier,  President;  Jackson  County, 
Mrs.  E.  A.  Woods,  President;  Klamath-Lake,  Mrs.  G. 

A.  Massey,  President;  Lane  County,  Mrs.  A.  F.  Barnett, 
President;  Polk-Yamhill-Marion,  Mrs.  Burton  A.  Myers, 
President;  Portland  City  and  County,  Mrs.  Frank  Boy- 
den,  President. 

Report  of  National  Auxiliary  Meeting,  New  Orleans:  Mrs. 
Harry  Irvine,  Portland;  Mrs.  John  O.  Robb,  Hillsboro. 

1 :00  p.m. — No-host  luncheon,  M.  E.  Church. 

2:30  p.m. — Bridge  and  auto  trips.  Country  Club. 

7:00  p.m. — Annual  Banquet  with  Oregon  State  Medical 
Society,  Willard  Hotel  (Informal). 


Saturday,  September  24 

7:15  a.m. — President's  Breakfast;  Treasurers'  Breakfast. 
9:00  a.m. — Drive  to  Crater  Lake. 

11:00  a.m. — Call  to  Order  at  Crater  Lake  Lodge. 
Constitutional  Amendments,  Mrs.  William  Kuykendall. 
Recommendations  of  Nominating  Committee:  Mrs.  Burton 
A.  Myers,  Chairman;  Mrs.  Gavin  C.  Dyott,  Mrs.  W.  F. 
Patrick,  Mrs.  Wilson  Johnston,  President-Elect. 

Election  of  officers. 

Introduction  of  new  officers. 

Plans  for  ensuing  year,  Mrs.  Wilson  Johnston,  President. 
Adjournment. 

Luncheon,  Crater  Lake  Lodge. 


THE  ANNUAL  MEETING  AT  POCATELLO 

Idaho  State  Medical  Association  will  hold  its 
fortieth  annual  meeting  at  Pocatello,  September  16- 
17.  The  accompanying  program  presents  an  attrac- 
tive and  instructive  list  of  papers  by  distinguished 
physicians  from  many  sections.  There  will  be  round- 
table discussion  at  luncheon  at  noon,  September  16. 
On  the  evening  of  this  day  will  occur  the  annual 
banquet  at  Bannock  Hotel.  The  ladies  will  have  a 
luncheon  at  this  hotel  on  September  16  and  a tea 
on  the  same  day  at  5 p.  m.,  at  the  home  of  Dr.  and 
Mrs.  E.  N.  Roberts.  A cordial  invitation  is  extended 
to  physicians  from  adjacent  states  to  attend  this 
meeting. 

PROGRAM 
Dr.  Caroline  McGill,  Butte,  Mont. 

1.  “Menorrhagia,” 

2.  “Tissue  Diagnosis  and  the  General  Surgeon.” 
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Dr.  William  Dock,  Associate  Professor  of  Medicine,  Stan' 
ford  University,  San  Francisco,  Calif. 

1.  “Treatment  of  Cardiac  Irregularity." 

2.  “Some  Suggestions  as  to  Cause  and  Treatment  of 
Chronic  Arthritis.” 

Dr.  Frederick  L.  Reichert,  Professor  of  Surgery,  Stanford 
University,  San  Francisco,  Calif. 

1.  “Interruption  of  Sympathetic  Pathways  for  Relief 
of  Pain  in  the  Extremities.” 

2.  “Neuralgia  of  Certain  Sensory  and  Sympathetic 
Nerves." 

Dr.  P.  W.  Covington,  Western  Representative  of  Rocke- 
feller  Foundation,  Salt  Lake  City,  Utah. 

1.  “State  Health  Departments.” 

Dr.  L.  B.  Kingery,  Clinical  Professor  Dermatology  and 
Syphilology,  University  of  Oregon,  Portland. 

1.  “Ringworm  rnfection.  Clinical  Types,  Diagnosis  and 
Treatment.” 

Dr.  Dorrell  G.  Dickerson,  Seattle,  Wash. 

1.  “Migraine.” 

2.  “Brain  Abscess.” 

Dr.  A.  W.  Adson,  Associate  Professor  of  Surgery,  Uni- 
versity of  Minnesota  Mayo  Foundation,  Rochester. 

1.  “Spinal  Cord  Tumors,  Diagnosis  and  Treatment.” 
Dr.  Albert  Mathieu,  Portland,  Ore. 

1.  “Induction  of  Labor." 

2.  “Diet  in  Its  Relation  to  the  Teeth  of  the  Pregnant 
Woman  and  Her  Offspring.” 

Dr.  Thomas  Jones,  Crile  Clinic,  Cleveland,  Ohio. 

1.  “Cancer  of  the  Uterus.” 

2.  “Cancer  of  the  Breast.” 

3.  “Cancer  of  the  Rectum.” 

Dr.  John  M.  Flude,  Field  Representative  of  American  Soc- 
iety for  the  Control  of  Cancer,  New  York  City  . 

1.  “The  Cancer  Problem  and  the  Individual  Physician.” 


NEW  ADVERTISEMENTS 

Attention  is  called  to  the  following  new  advertisements 
that  appear  in  this  issue.  Cals-i-dine  (page  6),  prepared 
from  marine  algae,  introduces  iodine  into  certain  food 
products.  Electro-Kit  Co.  (page  4)  presents  a convenient 
and  handy  hot  plate  heater.  The  Standard  Linen  Co. 
(page  9)  provides  office  coats  and  garments.  Fagan's 
Grist  Mill  (page  9)  manufactures  whole  grain  cereals 
and  health  foods.  Supply  Laundry  (page  4)  can  be  de- 
pended upon  for  all  office  and  other  laundry. 


MEDICAL  NOTES 

Beware  This  Imposter.  A Portland  physician  has 
written,  advising  the  profession  of  the  Northwest  to  be 
on  guard  against  several  solicitors  for  Pacific  Coast  Auto- 
mobile Association  who,  he  states,  are  selling  fake  member- 
ships. It  is  stated  they  claim  to  appoint  medical  repre- 
sentatives in  various  localities  to  render  professional  ser- 
vices to  the  members.  The  writer  states  that  he  has  been 
swindled  by  such  a representative  and  that  he  knows  oth- 
ers who  also  have  been  victimized.  It  is  advised  that  one 
be  on  his  guard  in  acceping  a contract  of  this  character 
without  carefully  investigating  its  merits. 


Named  on  Cancer  Group.  R.  W.  Hendershott  has 
been  named  the  central  Oregon  member  of  the  state  can- 
cer committee  to  work  in  conjunction  with  J.  E.  Else,  pro- 
fessor of  clinical  surgery  University  of  Oregon  Medical 
School.  Plans  for  the  operation  of  the  state  cancer 
clinic  were  outlined  July  26  by  Dr.  Else,  meeting  with 
a group  of  Bend  physicians.  While  the  clinic  will  he 
operated  in  connection  with  the  medical  school,  no  treat- 
ment will  be  given  there.  Patients  suspected  of  having 


cancer  will  be  sent  there  for  examination  and  returned 
to  their  own  physicians,  unless  the  treatment  must  be  giv- 
en in  Portland.  The  work  of  the  clinic  is  to  be  without 
charge  and  the  examination  of  the  patients  will  deal  part- 
ly with  the  preventive  features. 

Health  Plan.  Benefits  of  adequate  health  protec- 
tion and  medical  attention  for  employed  men  and  women, 
at  moderate  cost,  will  be  provided  under  a plan  for  the 
organization  of  the  Multnomah  Industrial  Health  Associa- 
tion, which  is  being  worked  out  by  a group  of  prominent 
physicians  and  surgeons  of  Portland.  It  is  expected  that 
the  association  will  embrace  eventually  two  hundred  medi- 
cal men  of  the  city.  The  organization  is  described  as  be- 
ing in  acordance  with  modern  development  along  the  line 
of  health  insurance  and  preventive  medicine.  Medical  and 
surgical  costs,  nursing  and  hospitalization  will  be  covered 
under  the  group  policies  which  it  is  proposed  that  the  as- 
sociation shall  issue.  Surveys  indicate  that  there  are  at 
least  twenty-eight  thousand  families  in  Portland  whose 
incomes  are  less  than  one  thousand  dollars  per  year  at 
present. 

County  Medical  Center.  Announcement  was  made 
August  8 by  Paul  Briggs,  manager  of  Corvallis  General 
Hospital  Association,  that  immediately  effective  Corvallis 
General  Hospital  will  be  known  as  Benton  County  Medical 
Center.  It  will  serve  as  the  official  hospital  for  the  state 
industrial  accident  commission  contributors.  In  a letter  to 
them  the  chairman  of  the  industrial  accident  commissiorv 
stated  that  it  has  found  this  action  necessary  at  the  pres- 
ent time  on  account  of  the  rising  cost  of  medical  atten- 
tion and  depression  of  economic  conditions.  It  will  mean 
that  every  workman  within  the  county  in  need  of  medical 
care  or  hospitalization  on  account  of  traumatism  must  re- 
port for  treatment  to  a physician  designated  by  the  as- 
sociation. In  the  past  the  state  industrial  accident  com- 
mission has  had  no  officially  designated  hospital  in  Ore- 
gon. 

W.  P.  Chisholm  of  Marshfield  and  J.  D.  Rankin  of 
Bandon  have  been  designated  by  the  State  Industrial  Ac- 
cident Commission  to  take  care  of  all  employees  in  the 
district  covered  by  the  recently  completed  Wesley  hospital 
contract.  Injured  employees  in  the  Coos  district  are  now 
required  to  consult  with  one  of  the  two  doctors  if  care 
is  to  be  paid  by  the  state,  and  are  also  required  to  enter 
Wesley  hospital  if  such  expense  is  to  be  born  by  the  state 
commission. 

Elected  Health  Officer.  G.  E.  Fortmiller  was 
elected  health  officer  of  Albany  by  the  city  council  July 
27.  He  succeeded  Joseph  Myers,  who  recently  resigned 
on  account  of  his  advanced  years.  Dr.  Fortmiller  also 
holds  the  position  of  county  health  officer. 

L.  A.  Wheelwright,  who  recently  completed  his  in- 
ternship at  Multnomah  County  Hospital,  has  located  at 
Forest  Grove.  He  received  his  medical  education  at  the 
University  of  Oregon  Medical  School. 

L.  A.  Maulding  has  located  in  Gresham.  He  was  grad- 
uated from  the  University  of  Oregon  Medical  School  and 
recently  was  resident  physician  at  Sellwood  General  Hos- 
pital, Portland. 

F.  M.  Day  of  Eugene  left  August  13  for  Puget  Sound, 
where  he  met  his  brother,  Clyde  Day  of  Olympia,  and 
started  a trip  through  the  inside  passage  to  Alaska. 
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T.  E.  Fleschner  has  opened  offices  in  Joseph.  He 
serv'ed  his  internship  at  St.  Vincent’s  Hospital,  Portland. 

Ivan  Bennett,  who  has  completed  his  residency  in  a 
Portland  hospital,  has  located  at  Independence. 

John  Kuykendall  has  joined  the  staff  of  the  Eugene 
Hospital  and  Clinic. 

E.  Ardiel,  recently  of  Portland,  has  established  offices 
in  Seaside. 


WASHINGTON 

Hospital  Campaign.  Ray  Dalton,  president  of  the 
Everett  Chamber  of  Commerce,  was  named  chairman  of 
1 citizens  committee,  July  22,  to  perfect  a permanent  or- 
ganization  to  bring  about  more  active  participation  of 
the  community  in  the  affairs  of  Everett  General  Hospital. 
Mr.  Dalton  said  the  Everett  General  Hospital  is  a com- 
munity project.  It  was  built  in  1923,  with  funds  pub- 
licly subscribed,  at  a cost  of  nearly  one-half  million  dol- 
lars. It  was  opened  in  February,  1924,  with  Henry  Suz- 
zaUo,  former  president  of  the  University  of  Washington, 
as  the  dedication  speaker.  Because  a large  number  of 
residents  believe  its  usefulness  can  be  greatly  increased, 
it  has  been  proposed  to  set  up  a permanent  organization 
whose  object  will  be  to  arouse  and  sustain  a greater  in- 
terest in  its  accomplishments. 

Commemorative  Dinner.  P.  W.  Wilhs  of  Seattle  was 
xiost  at  a dinner  at  the  Rainier  Club,  August  4,  in  cele- 
bration with  old  friends  of  forty  years  of  practice.  His 
guests  were  the  physicians  now  living  who  were  practicing 
in  Seattle  and  King  County,  when  he  located  there  in 
1892.  Attending  the  dinner  were  F.  A.  Churchill,  L.  R. 
Dawson,  C.  A.  Smith  and  E.  W.  Young,  all  of  whom 
came  to  Seattle  in  the  eighties.  Also  attending  were  C. 
W.  Sharpies,  F.  S.  Palmer,  D.  M.  Stone,  John  Wother- 
spoon,  S.  Wright,  H.  Stillson,  J.  B.  Loughary  and  W.  S. 
Johnston  of  this  city.  From  Issaquah  came  H.  R.  Corson 
and  W.  E.  Gibson.  In  addition  was  A.  C.  Smith  of 
Portland,  an  Oregon  pioneer  of  the  eighties.  Those  un- 
able to  come  on  account  of  illness  were  J.  E.  Crichton, 
Montgomery  Russell  and  S.  J.  Holmes.  The  latter  of 
these  three  died  August  15. 

Retires  After  Long  Service.  Forty-five  years  of 
medical  practice  in  Whatcom  County  were  recalled  la.st 
week  by  E.  S.  Clark  of  Sumas  who  has  recently  retired 
after  thirty  years  with  the  American  Immigration  service 
at  the  Port  of  Sumas.  In  honor  of  Dr.  Clark  a reception 
was  held  July  15  at  the  home  of  Chief  Inspector  Fred 
fenkins  of  the  U.  S.  Immigration  Department. 

Physician  Injured.  E.  W.  Stimpson  of  Bellingham 
was  badly  injured  July  23  when  his  automobile  crashed 
into  a large  cedar  stump.  Although  suffering  intense 
pain  he  sat  in  his  demolished  machine  and  instructed  a 
passing  youth  in  the  bandaging  of  his  badly  fractured  leg 
while  awaiting  the  arrival  of  an  ambulance.  At  the  hos- 
pital were  also  discovered  injury  to  a number  of  teeth 
and  a lacerated  right  hand.  It  is  reported  that  he  is  con- 
.•alescing  nicely. 


Indi.\n  Operations  J.  N.  Alley,  superintendent  of  the 
Indian  hospital  in  Tacoma,  visited  among  the  Indians  at 
Toppenish  July  28.  He  performed  twenty  tonsillectomies, 
three  operations  for  trachoma  and  inspected  hospital  con- 
dition. Dr.  H.  J.  Warner  of  Spokane,  medical  officer 
for  the  Indian  service  in  Washington,  Oregon  and  Mon- 
tana, recently  was  on  the  reservation  at  Toppenish  in- 
specting health  conditions. 

Called  North.  B.  F.  Brooks,  formerly  of  LaConner, 
left  for  St.  Paul  Island,  Alaska,  July  29.  He  was  a 
physician  at  Koyukuk  in  1908  and  in  1910  joined  the 
rush  to  Iditarod.  In  1913  he  settled  in  La  Conner.  He 
will  have  charge  of  the  United  States  emergency  hospital. 

Wesley  Frick,  who  was  recently  graduated  from  the 
University  of  Oregon  Medical  School  and  has  completed 
his  internship  at  Harborview  Hospital,  Seattle,  has  pur- 
chased the  practice  of  B.  L.  Phillips  of  Dayton. 

W.  E.  Jones,  recently  of  Spokane,  has  opened  offices 
for  general  practice  in  Kennewick.  He  received  his  medi- 
cal education  at  Rush  Medical  College  and  served  his 
internship  at  St.  Lukes  Hospital,  Spokane. 

H.  W.  McGuinness  of  Yakima  returned  from  a vaca- 
tion of  several  weeks  on  the  coast,  August  14.  M.  E.  Mul- 
linnex  substituted  as  Yakima  County  physician  during  the 
absence  of  Dr.  McGuinness. 

E.  J.  Lewis  has  opened  offices  in  Seattle  recently.  He 
is  a graduate  of  the  University  of  Oregon  Medical  School. 

F.  M.  Gage,  who  has  been  confined  in  the  Shelton 
General  Hospital  for  several  weeks,  is  greatly  improved 
and  expects  to  be  released  soon  and  again  take  up  his 
practice. 

Dr.  Philip  Greene  has  returned  to  Spokane  from 
Vienna,  where  he  has  been  specializing  in  eye,  ear,  no.se 
and  throat  work,  and  will  be  associated  with  his  father. 
Dr.  R.  A.  Greene. 

B.  L.  Phillips  has  opened  an  office  at  Pullman.  He 
is  a graduate  of  University  of  Maryland  Medical  School 
and  practiced  for  several  years  at  Libby,  Montana.  For 
the  past  two  years  he  has  resided  at  Dayton. 

Convalescing.  L.  G.  Woodford,  Everett,  is  conva- 
lescing at  General  Hospital  after  having  recently  under- 
gone a major  operation. 

E.  D.  Smith,  after  practicing  thirteen  years  in  Chelan, 
has  moved  to  Yakima  to  resume  practice.  Prior  to  lo- 
cating in  Chelan,  Dr.  Smith  had  resided  in  Yakima  for 
seven  years. 

F.  B.  Evans,  formerly  practicing  at  Sandpoint,  Idaho, 
has  opened  offices  at  Winslow. 


IDAHO 

Resumes  Idaho  Practice.  R.  T.  Scott,  formerly  as- 
sociated with  A.  B.  Hepler,  Seattle,  in  the  specialty  of 
genitourinary  diseases,  has  returned  to  Lewiston  to  resume 
practice  there.  He  is  a graduate  of  Northwestern  Uni- 
versity Medical  School  and  served  on  the  surgical  staff  of 
Harborview  Hospital. 
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D.  E.  Harris,  formerly  of  Chicago,  has  opened  offices 
at  Montpelier.  He  was  a former  resident  of  Paris,  Idaho, 
and  received  his  medical  education  in  Chicago. 

T.  J.  Jones,  formerly  of  Sandpoint  has  returned  to  that 
city  after  being  away  for  several  years.  For  the  past  year 
he  has  been  practicing  at  Grants  Pass. 

^^-OBITUARIES 

Dr.  Samuel  J.  Holmes  of  Seattle,  Wash.,  died  August 
15,  aged  77  years,  from  pneumonia  following  a period  of 
illness  with  arthritis.  He  was  born  in  Palmyra,  Wisconsin, 
in  1854.  He  graduated  from  Rush  Medical  College  in 
1876  and  the  medical  department  of  University  of  New 
York  in  1877.  Following  internship  in  Charity  Hospital, 
New  York,  he  studied  for  two  years  in  Berlin,  Heidelberg 
and  Vienna.  He  practiced  in  Chicago  for  about  six  years, 
during  which  time  he  was  instructor  at  Rush  Medical  Col- 
lege in  histology  and  pathology,  also  lecturing  at  Woman’s 
Medical  College.  He  located  in  Seattle  in  1888,  where 
he  practiced  until  about  a year  ago  when  disabled  by  ill- 
ness. He  was  president  of  King  County  Medical  Society 
and,  in  the  late  nineties  was  a member  of  the  Seattle 
Board  of  Health.  For  many  years  he  was  one  of  the  best 
known  practitioners  of  the  city  and  was  held  in  high  res- 
pect by  the  medical  profession  and  had  the  affectionate 
regard  of  a large  clientele. 

Dr.  James  G.  McElroy  of  Portland  died  August  4, 
aged  92.  He  was  born  in  1840  in  eastern  Canada.  He 
graduated  from  Laval  University  of  Quebec  and  later  from 
Rush  Medical  College  in  the  class  of  1874.  He  was  as- 
sociated for  several  years  in  practice  with  his  brother,  P. 
H.  McElroy,  in  Chicago.  After  a trip  west  he  accepted 
the  appointment  of  first  physician  in  charge  of  the  new 
government  hospital  for  the  United  States  Marines  in  the 
Presidio.  He  held  this  post  for  several  years  and  resigned 
to  take  a position  on  the  staff  of  the  Mercy  Hospital, 
San  Francisco.  He  had  been  retired  for  several  years  in 
Portland. 

Dr.  Peleg  B.  Wing,  formerly  of  Tacoma,  Wash.,  died 
at  his  present  home  in  San  Diego  August  11,  aged  72 
years.  He  was  born  at  North  Livermore,  Maine,  in  1860. 
At  the  age  of  sixteen  he  taught  school.  When  he  was 
twenty-one  he  received  his  medical  degree  at  Bowdoin  Col- 
lege. Dr.  Wing  came  to  Tacoma  in  1889,  where  he  re- 
mained until  1918  and  then  moved  to  a ranch  in  Califor- 
nia on  account  of  failing  health.  He  was  a charter  mem- 
ber of  Pierce  County  Medical  Society. 

Dr.  Frederick  R.  Hedges  of  Everett,  Wash.,  died 
August  10,  aged  56  years.  He  was  born  in  Oregon  City 
in  1876.  He  was  a member  of  a pioneer  Oregon  family, 
being  a descendent  of  Captain  Hedges  of  “cevered  wagon” 
fame.  He  obtained  his  education  at  the  University  of  Ore- 
gon Medical  School  and  began  practice  at  Conconully, 
Wash.  He  came  to  Everett  in  1901.  Dr.  Hedges  was  a 
staunch  supporter  of  the  democratic  party  and  when  the 
state  elected  Lister  governor  he  was  named  to  the  state 
board  of  public  health. 

Dr.  John  E.  Wallace  of  Seattle,  Wash.,  died  July  31, 
aged  68  years,  after  prolonged  illness.  He  was  born  at 


Macomb,  111.,  in  1864.  He  taught  school  for  a number  of 
years.  He  received  his  medical  degree  from  Missouri  Med- 
ical College  in  1893.  For  twenty-five  years  he  lived  in 
Mexico,  Mo.,  where  he  had  an  extensive  town  and  coun- 
try practice.  He  located  in  Seattle  in  1919,  where  he  de- 
veloped a good  practice.  He  was  the  typical  general 
practitioner,  devoted  to  his  patients  and  profession. 
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TRUTH  ABOUT  MEDICINES 

NIRVANOL.  The  Council  on  Pharmacy  and  Chemis- 
try reports  that  Nirvanol  (distributed  by  the  Hayden 
Chemical  Co.,  New  York)  is  stated  to  be  phenylethylhy- 
dantoin  and  that,  while  it  is  supplied  on  request,  no  propa- 
ganda for  it  is  being  made  by  the  distributor.  At  the 
present  time  Nirvanol  is  proposed  primarily  for  the  treat- 
ment of  chorea.  From  a review  of  the  literature  the  fol- 
lowing conclusions  appear  justified:  (1)  That  a fairly 
large  percentage  of  patients  suffering  from  chorea  are  re- 
lieved by  Nirvanol;  (2)  that  there  is  no  evidence  that  the 
relief  of  chorea  by  Nirvanol  lessens  the  tendency  to  subse- 
quent cardiac  disease;  (3)  that  there  is  no  invariable 
relationship  between  the  appearance  of  the  various  symp- 
toms and  the  therapeutic  effects;  (4)  that  a specific  hyper- 
sensitiveness to  Nirvanol  has  not  been  proved;  (5)  that 
the  side  actions  are  always  disagreeable,  sometimes  alarm- 
ing, and  often  positively  dangerous,  if  not  even  fatal;  (6) 
that  the  treatment  is  too  severe  to  justify  its  use  except 
in  those  cases  that  do  not  yield  readily  to  other  treatment; 
(7)  that  Nirvanol  should  not  be  used  in  the  treatment  of 
chorea  except  in  an  institution  where  patient  is  under 
close  supervision.  The  Council  concluded  that  the  treat- 
ment of  chorea  with  Nirvanol  is  in  the  experimental  stage 
and  that  further  investigation  is  necessary  before  an 
estimate  of  its  value  can  be  reached.  (Jour.  A.M.A , 
July  2,  1932,  p.  33) 

TAR-ME-CIN£  Not  Acceptable  for  N.  N.  R.  The 
Council  on  Pharmacy  and  Chemestry  reports  that  “Tar- 
Me-Cine”  (Tar-Me-Cine  Laboratories,  Inc.)  is  claimed  to 
be  composed  of  chloral  hydrate,  resorcin,  tartaric  acid, 
phenol,  glycerin,  menthol,  camphor,  boric  acid  and  alcohol 
in  stated  amounts  in  a “suitable  emollient  vehicle.”  The 
identity  of  the  ingredients  which  compose  the  “suitable 
emollient  vehicle”  (which  may  be  the  really  important 
part  of  the  mixture)  is  not  declared.  According  to  the 
label,  Tar-Me-Cine  is  “used  in  the  external  treatment  of 
chronic  eczema  and  other  skin  diseases.”  The  Council 
finds  “Tar-Me  Cine”  unacceptable  for  New  and  Non- 
official Remedies  because  the  identity  and  amounts  of  the 
potent  ingredients  are  not  declared  on  the  label;  because 
the  recommendations  on  the  label  for  use  in  specific 
diseases  may  lead  to  the  ill-advised  use  of  the  preparation 
by  the  laity;  because  no  acceptable  evidence  is  offered  for 
the  asserted  efficacy  of  the  mixture;  because  the  name  of 
the  preparation  is  not  descriptive  of  its  composition;  and 
because  it  is  a complex,  unscientific  mixture.  (Jour.  A. 
M.  A.,  July  2,  1932,  p.  34) 

TILTON  FOUND  GUILTY.  Lester  Tilton,  notori- 
ous and  aggressive  promoter  of  a nostrum  for  cancer  was 
found  guilty  of  conspiracy  to  violate  the  medical  practice 
act  of  the  state  of  Illinois.  Similar  verdicts  were  also 
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brought  by  the  jury  against  two  co'defendants  who  aided 
Tilton  in  his  quackery,  Harry  de  Joannis,  a promoter  and 
Joseph  Duffy,  a licensed  physician.  Tilton’s  activities 
have  long  been  a stench  and  a disgrace  to  the  Middle 
West.  Tilton’s  “cancer  cure,"  like  practically  every  other 
humbug  of  the  type,  is  an  escharotic  with  a zinc  salt  as 
the  active  ingredient  in  a base  of  peat  as  the  “mystery" 
element.  (Jour.  A.  M.  A.,  July  2,  1932,  p.  38) 

LAMBERT  CHEMICAL  CO..  INC.,  EXPLOITERS 
OF  PHOS'PHAXiE.  Physicians  have  been  approached  by 
solicitors  or  alleged  solicitors  for  the  Lambert  Chemical 
Co.,  Inc.,  of  Washington,  D.  C.  Physicians  are  invited 
to  share  in  the  profits  which  are  to  result  through  their 
prescribing  of  the  firm’s  “Phos-Phane.”  Phos-Phane  has 
not  been  accepted  by  the  Council  on  Pharmacy  and 
Chemistry.  One  of  the  forms  which  physicians  have  been 
asked  to  sign  is  the  “Trade  Acceptance”  blank.  When 
signed,  this  blank  becomes  for  all  intents  and  purposes,  a 
promissory  note  by  which  the  physician  is  buying  so  many 
bottles  of  Phos-Phane,  agreeing  to  pay  for  them,  and 
helping  to  get  them  placed  in  the  local  drug  store  on  con- 
signment. It  must  be  quite  obvious  that  any  physician 
who  goes  into  this  scheme  is  violating  one  of  the  funda- 
mental tenets  of  his  profession.  No  medical  man  with  a 
proper  appreciation  of  his  responsibilities  will  be  finan- 
cially interested  in  the  exploitation  of  medical  agents  that 
he  may  be  called!  upon  to  prescribe.  (Jour.  A.  M.  A., 
July -2,  1932,  p.  55) 

SODIUM  thiocyanate  (Rhodanate).  Sodium 
rhodanate  in  the  obsolescent  name  of  sodium  thiocyanate 
(sulphocyanate),  a drug  producing  actions  resembling 
those  of  the  iodides.  Publicity  has  recently  been  given  to 
the  work  of  Wilder  D.  Bancroft  and  his  associates  who 
reported  last  year  on  animal  experiments  in  which  they 
had  used  sodium  thiocyanate  to  prevent  withdrawal  symp- 
toms in  morphine  addiction.  Their  work  has  not  prompted 
any  medical  investigator  to  publish  reports  of  confirma- 
tory clinical  trial,  and  it  is  reported  that  preliminary  in- 
vestigation by  the  U.  S.  Public  Health  Service  has  failed 
to  confirm  the  claims  of  Bancroft  and  his  associates. 
(Jour.  A.  M.  A.,  July  2,  1932,  p.  58) 

COMPARATIVE  STUDIES  OP  MERCUROCH- 
ROME-220  SOLUBLE  AHD  OTHER  AHTISEPTICES. 
The  Council  of  Pharmacy  and  Chemistry  reports  that  it 
has  authorized  publication  of  the  report,  “Comparative 
Studies  on  Mercurochrome  and  Other  Antiseptics,”  by 
W.  F.  von  Oettingen,  O.  V.  Calhoun,  V.  A.  Badertsc- 
her  and  R.  E.  Pickett.  In  authorizing  publication  of  this 
report  the  Council  directed  that  it  be  explained  that 
Hynson,  Westcott  ^ Dunning  have  agreed  to  revise  their 
advertising  claims  in  accordance  with  the  findings  of  the 
paper  and  that  the  Counil  had  voted  to  continue  the  ac- 
ceptance of  Mercurochrome-220  Soluble,  and  the  des- 
cription of  the  product  appears  in  New  and  Nonofficial 
remedies,  1932.  From  the  report  of  von  Oettingen,  et  al, 
it  appears  that  Mercurochrome  cannot  be  relied  upon  to 
destroy  bacteria  that  have  penetrated  into  the  living  tissue 
of  a wound  or  of  the  skin;  it  could  do  no  more  than  dis- 
infect the  surface  and  the  necrotic  tissue.  This  limitation 
is  shared  more  or  less  by  all  antiseptics  so  that  no  sub- 
stance can  be  properly  called  a safe  and  certain  wound 


antiseptic.  No  antiseptic  takes  the  place  of  thorough  cleans- 
ing and  surgical  treatment.  When  these  are  not  practical, 
for  “first  aid"  or  for  very  superficial  wounds,  antiseptics 
are  probably  better  than  no  treatment  at  all.  The  antiseptic 
efficiency  of  mercurochrome  is  not  outstanding,  and  for 
skin  disinfection  the  aqueous  solution  is  distinctly  inferior. 
The  absence  of  irritation  may  be  an  advantage,  especially 
with  open  wounds,  and  for  prolonged  treatment;  but  its 
limitations  should  always  be  borne  in  mind.  (Jour.  A.  M. 
A.,  July  9,  1932,  p.  127) 

THE  DILEMA  OF  LISTERIHE.  Not  long  ago  The 
Journal  reported  the  results  of  the  study  of  Listerine  made 
by  the  A.  M.  A.  Chemical  Laboratory  and  the  Bureau 
of  Investigation.  As  a result  of  this  study  the  opinion  was 
stated  that  the  product  cannot  be  considered  in  any  sense 
of  the  word  a real  germicide  and  that  the  claims  made 
for  it  were  hardly  justified  by  available  evidence.  Now, 
however,  the  manufacturer  finds  himself  in  a position 
where  it  is  necessary  for  him  to  determine  exactly  what 
the  product  really  is  good  for.  Various  preparations  are 
taxed  according  to  their  uses.  The  product  called  Lister- 
ine is  sold  largely  as  a gargle  for  sore  throats;  used  in  this 
manner,  it  is  a medical  agent.  Under  the  new  revenue  law, 
medical  agents  are  free  from  tax.  Listerine  has  also  been 
widely  advertised  as  a mouth  wash.  Mouth  washes,  under 
the  new  revenue  law,  are  taxable  at  5 per  cent.  Further- 
more, it  seems  to  have  occurred  to  the  agency  which 
promotes  Listerine  that  it  has  usefulnes — at  least  from  the 
advertising  point  of  view — as  an  after-shaving  lotion  and 
that  its  virtues  for  the  control  of  dandruff  are  extraordin- 
ary. By  such  usage  the  product  becomes  a cosmetic  or 
toilet  article.  The  toilet  goods  tax  is  10  per  cent.  Whether 
it  pays  5 per  cent  or  10  per  cent  is  for  the  authorities 
to  decide,  but  if  it  really  is  to  be  helpful — although  some- 
what indirectly — to  the  people  who  buy  it,  the  bigger  the 
tax  the  better.  (Jour.  A.  M.  A.,  July  9,  1932,  p.  138) 

THE  ZIFFERBLATT  HAT  FEVER  TREATMENT. 
In  May,  a Philadelphia  newspaper  published  an  article 
with  the  headlines:  “Hay  Fever  Stayed  by  Discovery  Here. 
New  Inhalant  Immunizing  Patient  to  Ravages  of  Disease 
Announced.”  The  article  opened  with  the  statement  that 
Philadelphia,  long  noted  as  a center  of  medical  science, 
had  added  another  triumph  to  her  achievements  by  the  dis- 
covery by  one  of  her  research  workers.  Dr.  Arnold  H. 
Zifferblatt,  of  “a  100  per  cent  successful  treatment  for 
hay  and  grass  fever.”  Summed  up,  the  situation  seems  to 
be  that  Dr.  Zifferblatt  and  his  associates  claim  to  have 
developed  a treatment  for  hay  fever  that  will  give  per- 
manent relief  for  the  season;  (2)  that  no  information  re- 
garding this  treatment  has  been  published  in  medical 
literature,  but  the  wildest  publicity  has  been  given  it 
through  the  daily  press;  (3)  that  the  composition  of  the 
drugs  used  and  the  methods  of  administrating  them  arc 
admittedly  secret;  (4)  that  at  least  a proportion  of  the 
public  is  being  charged  for  this  secret  treatment,  which 
is  admittedly  in  the  experimental  stage. 

MOUTH  WASHES  AHD  GARGLES.  The  Ck)uncil  on 
Dental  Therapeutics  of  the  American  Dental  Assodation, 
founded  and  organized  after  the  manner  of  the  Counil  on 
Pharmacy  and  Chemistry  of  the  American  Medical  Associa- 
tion, has  begun  to  secure  order  in  the  complex  and  difficult 
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field  in  which  it  works.  Among  the  most  recent  of  its 
publications  is  a consideration  of  the  subject  of  mouth 
washes.  The  Council  on  Dental  Therapeutics  feels  that 
the  usual  run  of  mouth  washes  are  not  medicines  in  any 
sense  of  the  word  and  really  serve  no  intrinsic  purpose 
than  as  an  aid  in  the  mouth  toilet  in  the  removal  of  loose 
food  and  debris.  While  the  Council  does  not  specifically 
attack  the  claims  made  for  any  widely  advertised  mouth 
wash,  it  does  point  out  that  the  claim  that  a mouth  wash 
removes  mucin  films  is  too  remote  to  warrant  serious  con' 
sideration,  which,  is,  of  course,  a direct  thrust  at  the  claims 
made  for  such  products  as  Mu'Sol-Dent.  It  continues  with 
the  assertion  that  the  same  statement  applies  to  neuraliza- 
tion  of  mouth  acidity;  and  to  halitosis,  which  is  a specific 
indictment  of  the  advertised  claims  for  such  preparations 
as  Listerine  and  Pepsodent.  Before  investing  money  in  any 
of  these  toilet  articles,  therefore,  the  medical  profession, 
the  dental  profession  and  the  public  will  do  well  to  realize 
the  limitations  of  the  products  so  far  as  concerns  their 
value  for  the  prevention  and  treatment  of  disease.  (Jour. 
A.  M.  A.,  July  23,  1932,  p.  310) 

feedihg  formulas  for  ihfahts  ih  lay 

ADVERYISFRIG.  The  Committee  on  Foods  reports  that 
feeding  of  an  infant  by  routine  feeding  formulas  and  in* 
structions  distributed  by  food  manufacturers,  or  according 
to  directions,  printed  material,  or  advise  of  any  person 
other  than  the  attending  physician  who  can  personally  ob- 
serve  the  condition  of  the  baby,  may  seriously  endanger 
the  health  of  the  infant,  and  is  considered  to  be  in  conflict 
with  the  best  experience,  authoritative  judgment,  and  basic 
principles  in  infant  feeding  and  is  not  permissible.  No 
objection  is  taken  to  published  directions  for  the  prepara' 
tion  of  mixtures  for  use  in  infant  feeding.  (Jour  A.  M. 
A.,  July  30,  1932,  p.  391). 

THE  SCOTT  TISSUE  ^UESTIOT^iAlRE.  The  results 
of  an  investigation  by  the  A.M.A.  Chemical  Laboratory 
and  the  Bureau  of  Investigation  on  the  charges  made  by 
the  Scott  Paper  Company  that  two  out  of  three  toilet 
papers  of  660  brands  tested  had  been  found  unsafe  and 
unfit  to  use,  proved  conclusively  that  there  was  no  basis  for 
any  such  charge.  Now  the  medical  profession  is  being  cir- 
cularized by  one  Henry  Legler,  who  writes  on  stationery 
that  carries  no  name  but  does  have  the  address  Room  1018, 
at  420  Lexington  Avenue.  New  York  City  (which  appears 
to  be  a storage  room  for  the  Scott  Paper  Company's 
advertising  agency;.  In  the  combined  letter  and  ques- 
tionarie  that  Legler  sends  to  physicians,  he  states  that 
he  is  “making  a study  of  inferior  toilet  tissues  and  their 
relation  to  health  for  the  Scott  Paper  Company”  and 
inquires  whether  in  their  experience  they  have  found  that 
injury  to  mucous  membranes  may  be  caused  by  inferior 
toilet  paper,  what  characteristics  in  the  paper  itself  would 
be  reasonable  for  these  troubles,  and  what  qualities  they 
consider  most  desirable  in  toilet  tissue.  Few  physicians  in' 
deed  have  had  experience  enabling  them  to  express  a 
scientific  opinion  on  either  of  the  first  two  questions;  the 
third  question,  of  course,  any  physician  could  answer;  so 
could  any  intelligent  layman.  (Jour.  A.  M.  A.,  July  30, 
1932,  p.  393) 


BOOK  REVIEWS 

Edited  by  Kenelm  Winslow,  M.  D. 


Prohibiting  Minds  and  the  Present  Social  and  Econo' 
mic  Crisis.  By  Stewart  Paton,  M.D.,  Lectureron  Psychiatry, 
Johns  Hopkins  University,  Baltimore.  198  pp.  $2.00. 
Paul  B.  Hoeber,  Inc.,  New  York,  1931. 

This  book  is  the  psychiatrist’s  interpertation  of  the 
world’s  present  social  and  economic  crisis.  From  1914  to 
1918  the  foremost  thought  of  man  was  to  kill  his  fellow 
man.  The  war  shocked  our  civilization,  and  men  and  na' 
tions  lost  confidence  in  that  civilization.  We  became  ap' 
prehensive  about  our  personal  affairs,  our  health,  the  state 
of  our  business,  the  changes  going  on  in  the  financial 
and  social  world,  the  uncertainty  of  religious  and  political 
beliefs  and  the  generally  unsettled  outlook  for  the  future 
of  civilization.  This  fear  of  ourselves  has  changed  our 
attitude  from  “do”  to  “don’t”;  we  are  still  trying  to  run 
our  affairs  with  the  engine  at  full  speed,  but  in  place  of 
steering  the  machine  we  are  trying  to  run  it  with  the 
brakes  on. 

This  has  been  made  manifest  in  different  nations  in 
different  ways.  Russia  turned  to  Communism  to  bar  cap' 
ital.  The  Hittlerites  attempt  to  block  democracy  in  Ger' 
many.  The  League  of  Nations  attempts  to  prohibit  war, 
but  have  forgotten  to  foster  peace.  In  America,  through 
the  eighteenth  amendment  we  have  prohibited  alcohol,  but 
have  forgotten  to  teach  temperance.  To  put  the  question 
pointedly,  we  have  developed  fixed  ideas,  which  are  il' 
logical  and  unreasonable,  and  the  world  is  mildly  insane. 
This  prohibiting  mania  robs  people  of  what  confidence 
they  have  in  not  being  able  without  government  interfer' 
ence  to  find  rational  methods  of  satisfying  needs,  crav' 
ings  and  desires. 

We  still  have  faith  in  the  power  of  magic.  We  talk, 
for  example,  about  prohibition  as  if  it  were  the  sovereign 
panacea,  which  would  quickly  cure  every  trouble.  The 
assumption  that  a single  remedy  exists,  which  if  applied, 
will  relieve  us  of  all  our  difficulties  has  not  deminished 
but  has  added  to  our  troubles.  This  childish  notion  has 
kept  us  from  seeing  what  can  be  done  to  help  us  on  our 
way.  Not  having  taken  leisure  to  think  through  our  prob' 
lems,  we  dash  off  to  help  settle  the  affairs  of  other  peo' 
pie.  The  ineffectiveness  of  the  protests  constantly  tends 
to  increase  the  spirit  of  aggressiveness  and  makes  us  eager 
to  persecute  and  prosecute  people  with  whom  we  do  not 
agree.  The  wish  to  meddle  and  the  crusader  spirit  are 
among  the  most  prolific  causes  of  war. 

The  first  step  in  the  recovery  from  the  effects  of  civi' 
lization-shock,  of  which  prohibition  is  a symptom,  is  to 
restore  confidence  and  courage  in  our  ability  to  find  rea' 
sonable  solutions  for  personal  problems.  With  the  ques' 
tion  of  alcohol,  “do”  should  replace  “don’t”,  by  teaching 
the  virtues  of  temperance  and  the  practice  of  self'control. 
To  outlaw  war,  we  should  foster  the  virtue  of  peace 
among  nations,  and  not  stir  up  hate  and  fear  by  prO' 
hibiting  arms.  It  we  wish  to  prevent  insanity,  we  should 
learn  to  live  sanely.  Leibly. 
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Practical  Dietetics  with  Reference  to  Diet  in 
Health  and  Disease.  By  Alida  Francis  Pattee,  Former 
Instructor  in  Bellevue  Training  School  for  Nurses,  New 
York  City,  Eighteenth  Edition.  Completely  revised,  856 
pp.  $2.75.  A.  F.  Pattee,  Mount  Vernon,  N.Y.,  1931. 

The  literature  on  the  application  of  the  principles  of  nu- 
trition to  various  disease  problems  has  grown  in  an  amaz' 
ing  degree  during  the  past  ten  years.  This  book  is  a 
real  contribution  to  this  literature.  It  fills  the  place  of 
the  text  for  nurses  in  training  and  opens  up  for  them 
the  general  principles  of  the  field,  permitting  them  to 
make  applications  in  specific  instances.  It  is  sufficiently 
simple  so  that  it  may  be  readily  grasped,  and  sufficiently 
comprehensive  to  cover  the  field.  As  an  entering  basis 
for  those  trained  in  nursing  into  the  field  of  dietetics  and 
as  a means  of  correlation  of  their  nurses’  knowledge  with 
a good  dietetic  information,  this  book  is  most  excellent. 

It  would  also  be  of  distinct  advantage  to  the  medical 
man  who  wished  to  make  quick  application  of  sound 
principles  of  nutrition  to  well-chosen  entities,  such  as  dia- 
betes, obesity,  tuberculosis,  stomach  and  intestinal  condi- 
tions, nephritis,  anemia  and  myocardial  decompensation. 
Great  abihty  has  been  shown  in  keeping  the  text  very 
close  to  modern  pathologic  interpretations  and  yet  it 
points  the  way  to  the  utilization  of  advantageous  thera- 
peutic measures  of  recent  origin.  The  work  and  opinions 
of  the  leaders  within  the  field  of  medicine  and  nutrition 
have  both  been  very  thoroughly  digested  and  incorporated. 
This  book  would  make  a simple,  sound  entrance  into  the 
field  of  applied  nutrition  for  either  doctor  or  nurse. 

Hofrichter. 

Practical  Treatment  of  Skin  Diseases,  with  Spe- 
cial Reference  to  Technique.  By  Edward  Ahlswede,  M.D., 
New  York  and  Hamburg.  Formerly  Assistant  Physician, 
University  Skin  Department,  Direction  of  Prof.  Unna, 
Eppmdorf  Hospital,  Hamburg.  77  Illustrations.  770  pp. 
$12.00.  Paul  Hoeber,  Inc.,  New  York,  1932. 

This  monograph  fills  a very  definite  place  in  the  med- 
ical library.  It  is  the  most  complete  work  on  dermato- 
logic therapeutics  in  American  literature.  It  is  a 
book  of  equal  value  to  the  dermatologist,  as  well  as  the 
physician  in  general  practice.  The  work  not  only  outlines 
the  general  treatment  of  practically  every  dermatologic  en- 
tity, but  further  details  each  successive  step  in  treatment 
and  the  indications  for  such,  in  diseases  of  most  common 
occurrence.  It  contains  many  valuable  formulae,  and  the 
technique  of  physiotherapy,  including  the  preparations  of 
numerous  baths,  are  given  in  minute  detail. 

The  author  has  utilized  a vast,  personal  experience  in 
dermatologic  therapeutics,  particularly  of  the  European 
school,  and  in  addition,  has  incorporated  the  best  opinions 
of  the  American  dermatologist.  The  only  critism  to  be 
found  is  that  it  perhaps  leans  more  to  local  therapy,  at 
the  expense  of  general  systemic  conditions. 

Parker. 

Fungous  Diseases.  A Clinico-Mycological  Text.  By 
Harry  P.  Jacobson,  M.D.,  Attending  Dermatologist  and 
Member  of  the  Malignancy  Board,  Los  Angeles  County 
General  Hospital.  With  Introductions  by  Jay  Frank 
Schamberg,  M.  D.,  Professor  of  Dermatology  and  Syphil- 
ology,  Graduate  School  of  Medicine,  University  of  Penn- 
sylvania, and  Howard  Morrow,  M.  D.,  Clinical  Professor 
of  Dermatology,  University  of  California  Medical  School 
317  pp.  $5.50.  Charles  C.  Thomas,  Springfield,  111.,  Bal- 
timore, Md.,  1932. 


This  book  is  a comprehensive  monograph  of  clinical 
mycology.  The  information  is  presented  in  a simple,  com- 
pact and  easily  readable  manner.  Nonessentials  are  for 
the  most  part  omitted  from  discussion.  The  cultural  and 
microscopic  appearance  of  disease  producing  fungi  are  des- 
cribed with  considerable  detail,  and  the  subject  of  mycol- 
ogic  technic  is  accorded  special  and  major  attention. 
The  question  of  diagnosis  is  considered  fully  and  thor- 
oughly and  the  aspect  of  therapy  is  accorded  special  and 
up-to-date  attention. 

When  one  realizes  that  mycology  is  an  older  science 
than  bacteriology,  antedating  the  latter  by  several  centur- 
ies, it  is  surprising  that  the  general  practitioner  has  so  little 
information  of  this  particular  branch  of  medicine.  The 
inception  of  mycology  may  be  traced  back  to  1677,  when 
Hooke  discovered  that  the  yellow  spots  frequently  found 
on  rose  leaves  were  due  to  fungi.  This  initial  discovery 
was  followed  by  many  published  articles  and  caused  con- 
siderable discussion  throughout  Europe.  With  the  discov- 
eries of  Pasteur  and  Koch,  bacteriology  came  to  the  fore- 
ground, at  the  expense  of  the  science  of  mycology. 

This  monograph  is  opened  with  the  fundamental  con- 
sideration of  fungus  diseases.  This  plan  is  carefully  car- 
ried on  throughout  the  text.  With  the  consideration  of 
each  disease,  the  organism  is  first  studied.  In  each  in- 
stance of  disease,  the  symptoms  are  carefully  described 
and  fully  illustrated,  prognosis  considered  and  therapy 
fully  outlined.  While  it  is  true  that  many  of  the  mycilial 
infections  are  of  a tropical  and  semitropical  nature,  there 
are  enough  in  our  own  climate  that  we  should  have  an 
understanding  of  their  nature  and  treatment.  The  der- 
matomycoses  are  common  in  this  area,  and  when  diagnosed 
are  usually  readily  treated.  In  addition,  one  should  have 
a knowledge  of  sporothichosis,  blastomycosis,  actinomyco- 
sis, coccidioidal  granuloma  and  aspergillosis.  While  these 
later  infections  are  somewhat  rare,  they  do  occur. 

Leibly. 

Physical  Therapy.  By  John  S.  Coulter,  Assistant 
Professor  of  Physical  Therapy,  Northwestern  University 
Medical  School,  Chicago.  With  15  illustrations,  142  pp. 
$1.50,  Paul  B.  Hoeber,  Inc.,  New  York,  1932. 

This  is  one  of  the  pocketbook  series  of  hand  books 
under  the  title  of  Clio  Medica.  It  presents  a history  of 
the  development  of  physical  therapy  from  the  earliest 
period.  The  ancients  employed  hydrotherapy  and  sun 
treatment,  to  which  many  references  are  made  in  this  his- 
torical review.  Hippocrates  was  the  earliest  physician  to 
use  the  sun  treatment.  The  employment  of  water,  both 
hot  and  cold,  is  mentioned  in  many  historical  references. 
Many  interesting  applications  of  these  physical  measures 
are  enumerated.  The  first  form  of  static  electricity  for 
the  treatment  of  disease  was  the  torpedo  fish,  which  was 
applied  for  the  cure  of  headache  and  of  gout,  the  patient 
afflicted  with  the  latter  placing  his  foot  on  the  back  of 
the  fish.  Guericke,  in  1670,  produced  the  first  friction 
machine  for  treatment  of  disease.  Known  as  the  static 
current  it  had  many  followers  who  developed  it  for  a 
variety  of  treatments.  The  subsequent  discovery  of  the 
galvanic  and  faradic  currents  are  described  and  their  ap- 
plications. Radiant  energy,  employed  as  heliotherapy,  ra- 
dium and  roentgen  rays,  was  perfected  during  the  past 
century.  The  author  calls  attention  to  the  fact  that  quack- 
ery in  physical  therapy  is  as  notorious  as  in  many  forms 
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of  medical  treatment.  This  volume  does  not  feature  the 
application  of  this  form  of  therapy  but  as  an  historical 
publication  is  worthy  of  the  attention  of  all  practitioners. 

American  Illustrated  Medical  Dictionary.  A com- 
plete Dictionary  of  the  terms  used  in  Medicine,  Surgery, 
Dentistry,  Pharmacy,  Chemistry,  Nursing,  Veterinary 
Science,  Biology,  Medical  Biography,  etc.  By  W.  A.  New^ 
man  Dorland,  M.D.,  Member  of  the  Committee  on  Nomen- 
clature and  Classification  of  Diseases  of  the  American 
Medical  Association.  Sixteenth  Edition,  Revised  and  En- 
larged. Octavo  of  1493  pages,  941  illustrations,  279  port- 
raits. Philadelphia  and  London:  W.  B.  Saunders  Com- 
pany, 1932.  Flexible  and  Stiff  Binding,  Plain  $7.00  net; 
Thumb  Index  $7.50  net. 

This  dictionary  is  one  of  the  standard  publications,  long 
recognized  as  authoritative  and  essential  to  the  practice  of 
the  average  practitioner.  This  latest  edition  contains  sever- 
al hundred  words  which  have  never  appeared  in  a medical 
dictionary.  Numerous  illustrations  include  nearly  three 
hundred  portraits  of  men  whose  names  are  associated  with 
medical  terminology.  Physical  therapy  terms  are  included 
according  to  suggestions  of  the  Council  on  Physical  Ther- 
apy of  the  American  Medical  Association.  This  is  not  only 
a book  of  definitions  and  pronunciations,  but  it  contains  a 
wealth  of  general  information.  Tables  of  tests,  stains  and 
methods  of  treatment  present  concise  material  which  would 
consume  much  of  one's  time  if  sought  for  in  textbooks. 
Pronunciation  and  derivation  have  received  careful  con- 
sideration which  merit  the  attention  of  all  physicians,  many 
of  whom  display  a deficiency  of  knowledge  in  the  exact 
pronunciation  of  words.  This  volume  is  of  convenient  size 
and  easy  for  manipulation  on  one's  desk,  where  it  should 
always  be  within  reach  of  the  careful  practitioner. 

Your  Teeth  and  Their  Care.  A Simple  Explana- 
tion of  Dentistry,  Dental  Procedures  and  the  Relation  of 
the  Dentist  to  the  Public.  By  Carl  W.  Adams,  D.D.S., 
San  Bernardino,  Calif.  Illustrated,  141  pp.  $1.25.  The 
C.  V.  Mosby  Company,  St.  Louis,  1932. 

The  author  states  that  this  booklet  will  ser\'e  as  an 
answer  to  questions  patients  are  continually  asking  con- 
cerning dental  conditions  and  procedures.  It  is  not  suf- 
ficiently known  that  most  serious  dental  ills  are  prevent- 
able or  may  be  greatly  minimized  if  subjected  to  early 
treatment.  After  a description  of  the  structure  and  func- 
tion of  the  teeth,  chapters  appear  on  diseases  of  the  teeth, 
pyorrhea  and  diseases  of  the  soft  tissues  of  the  mouth, 
oral  prophylaxis  and  relation  of  diet  to  oral  health.  Any 
layman  seeking  information  on  problems  of  the  teeth 
and  mouth  can  read  this  volume  with  profit. 

Manual  OF  Clinical  and  Laboratory  Technic.  By 
Hiram  B.  Weiss,  A.B.,  M.D.,  F.A.C.P.,  Associate  Profes- 
sor of  Medicine,  College  of  Medicine,  University  of  Cin- 
cinnati, Cincinnati,  Ohio;  and  Raphael  Isaacs,  A.M.,  M.D., 
F.A.C.P.,  Associate  Professor  of  Medicine,  Assistant  Di- 
rector of  the  Thomas  Henry  Simpson  Memorial  Institute 
for  Medical  Research,  University  of  Michigan,  Ann  Arbor, 
Ivlich.  Fourth  Edition,  Reset.  117  pp.,  with  Diet  Table. 
Philadelphia  and  London:  W.  B.  Saunders  Company, 

1932.  Cloth,  $1.50  net. 

This  brochure  presents  in  condensed  form  the  pro- 
cedures employed  in  laboratory  work  with  the  essential 
factors  in  technic.  The  tests  in  most  common  use  are 
presented  in  brief,  more  comprehensive  material  being  re- 
served for  the  larger  text-books.  Under  physical  examina- 
tion, laboratory  examination  and  technical  procedures  are 
classified,  as  well  as  the  usual  routtine  examinations  of  the 


body  secretions  and  the  methods  of  determining  their 
details.  This  is  a handy  volume  for  the  student  as  well  as 
the  practitioner. 

Materia  Medica,  Pharmacology,  Therapeutics  and 
Prescription  Writing  for  Students  and  Practition- 
ers. By  Walter  A.  Bastedo,  Ph.G.,  M.D.,  Sc.D.,  F.A. 
C.P.,  Assistant  Clinical  Professor  of  Medicine,  Columbia 
University,  President,  United  States  Pharmacopoeial  Con- 
vention, 1930-40  etc.  Third  Edition.  Reset.  739  pages 
with  illustrations.  $6.50.  W.  B.  Saunders  Co.,  Phila- 
delphia and  London,  1932. 

This  book  is  based  on  an  adequate  knowledge  of  both 
laboratory  and  clinical  work  and  drugs  are  given  a place 
to  condemn  as  well  as  commend.  Occasionally  the  author 
merely  says  the  drug  is  used  for  certain  conditions  with- 
out commenting  as  to  its  value.  When  a remedy  is  com- 
mended, one  may  be  sure  the  author  is  certain  of  his 
ground.  There  have  been  many  new  articles  added  to  this 
edition  to  bring  it  up  to  date.  The  article  on  digitahs  is 
the  longest  in  the  book  and  gives  adequate  information 
for  the  best  use  of  the  drug.  The  article  on  barbiturates 
seems  especially  good.  The  work  is  practical  and  well 
balanced  and  gives  just  enough  pharmacology.  There  is 
no  better  book  to  have  at  hand  when  one  is  in  doubt  as 
to  treatment.  Griswold. 

Dermatology  and  Syphilis.  Practical  Medicine  Series. 
Edited  by  Fred  Wise,  M.D.,  Professor  of  Dermatology 
and  Syphilology,  New  York  Post-graduate  Medical  School 
and  Hospital  at  Columbia  University,  and  Marion  B. 
Sultzberger,  M.D.,  Associate  in  Dermatology  and  SyphU- 
ology.  New  York  Post-graduate  School  and  Hospital  of  the 
Columbia  University.  Urology.  Edited  by  John  H.  Cun- 
ningham, M.D.,  Associate  in  General  Urinary  surgery, 
Har\'ard  University  Post-graduate  School  of  Medicine.  472 
pp.  $2.25.  The  Year  Book  Pubhshers,  Chicago. 

This  book  offers  a comprehensive  and  concise  review 
of  the  literature  on  dermatology,  syphilology  and  urology 
for  the  year  1931.  The  chapter  on  dermatology  emphasizes 
the  various  phases  of  experimental  work  with  special  refer- 
ence to  sensitization  and  desentization  and  the  allergic 
factors  in  the  various  types  of  infection.  The  chapter  on 
syphilology  presents  nothing  essentially  new.  However,  it 
stresses  the  advisability  of  continuous  treatment  of  syph- 
ilis without  rest  periods.  In  the  chapter  on  urology,  the 
author  reviews  the  most  important  contributions  to  urologic 
work,  among  which  arc  included  intravenous  urography, 
tumors  of  the  bladder,  prostatic  problems  and  the  newer 
conceptions  of  the  functions  and  diseases  of  the  adrenals 
and  kidneys.  Corlett. 

Surgical  Clinics  of  North  America.  (Issued  ser- 
ially, one  number  every  other  month).  Volume  12,  No. 
3.  (Lahey  Clinic  Number — June,  1932)  299  pages  with 
123  illustrations.  Per  clinic  year  (February  1932  to 
December  1932).  Paper,  $12.00;  Cloth,  $16.00  net. 
Philadelphia  and  London:  W.  B.  Saunders  Co.,  1932. 

This  volume  presents  clinical  reports  from  eighteen  sur- 
geons connected  with  the  Lahey  Clinic.  They  include 
case  reports  under  surgery,  anesthesia,  medical,  gastro- 
enterology, orthopedic,  urology  and  ear,  nose  and  throat. 
Lahey  discusses  the  management  of  bihary  tract  diseases, 
while  Clute,  Veal  and  Wilkinson  present  cases  whose  dis- 
cussion considers  various  phases  of  jaundice.  Reports 
deal  also  with  carcinoma  and  other  surgical  pathology  of 
the  gastrointestinal  tract.  A number  of  discussions  ap- 
pear concerning  thyroid  pathology.  This  is  a very  in- 
teresting number  which  will  be  of  benefit  to  every  surgeon. 
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THE  CIRCULATION  AND  ITS 
MEASUREMENTS* 

H.  C.  Bazett,  M.D. 

PHILADELPHIA,  PA. 

In  clinical  work  at  the  present  time  an  exami' 
nation  of  the  circulatory  system  is  mainly  con' 
fined  to  a clinical  examination  of  the  heart,  a 
determination  of  blood  pressure  and  pulse  rate,  and 
to  these  may  be  added  an  electrocardiogram,  vary' 
ing  types  of  roentgen  examination,  and  possibly 
an  estimate  of  venous  or  capillary  pressure  or  a 
measurement  of  circulation  time.  More  valuable 
than  any  of  these  may  be  the  patient’s  reaction  to 
exercise.  One  of  the  weakest  elements  in  the  human 
mechanism  is  apt  to  be  the  circulation,  and  in  a 
great  variety  of  diseases  death  is  perhaps  more 
commonly  determined  by  circulatory  failure  than 
by  any  other  single  factor,  and  yet  we  have  de' 
veloped  no  adequate  method  of  investigation  of  this 
vital  matter.  Although  we  have  in  the  electro' 
cardiograph  an  excellent  means  for  investigating 
cardiac  irregularities,  in  infections  such  as  pneuno' 
mia  none  of  these  methods  are  really  useful  and 
we  have  to  rely  on  such  simple  procedures  as 
counting  the  pulse  rate,  and  to  build  on  this  in' 
adequate  foundation  our  estimate  of  the  circulatory 
condition.  Even  if  the  circulation  fails  and  blood 
pressure  falls,  we  have  no  method  of  distinguish' 

‘From  the  Department  of  Physio.'ogy,  School  of  Medicine 
University  of  Pennsylvania. 

‘Read  before  the  Tenth  Annual  Meeting  of  Pacific  North- 
west Medical  Association.  Spokane,  Wash.,  June  27-29,  1932 


ing  between  the  two  primary  causes — cardiac  and 
vasomotor  failure. 

The  points  we  wish  to  know  are  first  and  fore' 
most : ( 1 ) whether  the  heart  is  expelling  a nor' 
mal  amount  of  blood  per  minute  and  if  so,  is  it 
succeeding  in  this  task  without  any  undue  strain; 
if  the  blood  expelled  is  subnormal,  is  this  due  to 
a failure  of  the  heart  pump,  to  a failure  of  venous 
blood  to  return  and  fill  the  heart  adequately,  or  is 
it  due  to  some  other  mechanism  attempting  to  re' 
lieve  a strained  heart;  is  a normal  blood  flow 
attainable  with  a normal  arterial  blood  pressure, 
and  if  not,  can  the  discrepancy  in  the  peripheral 
resistance  be  estimated  in  any  approximately 
quantitative  manner:  (2)  whether  the  blood  is 

properly  distributed  so  as  to  maintain  an  adequate 
circulation  in  all  areas,  to  insure  an  adequate 
supply  of  oxygen  and  removal  of  carbon  dioxide, 
and  to  maintain  a healthy  capillary  wall:  (3) 

whether  the  regulation  is  such  as  to  maintain  a 
normal  capillary  pressure  and  consequently  a 
proper  fluid  balance  between  the  osmotic  suction 
of  the  blood  proteins  and  the  hydrostatic  pressure 
in  the  capillaries;  are  the  capillary  walls  normal 
and  impermeable  to  most  of  the  blood  proteins: 
(4)  whether  any  additional  load,  such  as  is  im' 
posed  by  exercise,  an  anesthetic  or  by  operative 
procedures  can  be  met  without  imposing  any  un' 
due  strain.  To  all  of  these  questions  we  have  very 
inadequate  answers. 
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Blood  pressure  measurements  in  the  ordinary 
sense  of  the  word  are  of  only  minor  assistance;  we 
determine  approximately  the  systolic  and  diastolic 
pressures  in  the  brachial  artery;  the  mean  value  lies 
somewhere  between  these  two  points,  usually  near' 
er  the  diastolic  level.  But  this  mean  value,  on  either 
side  of  w’hich  fluctuations  occur,  may  be  perfectly 
normal  when  neither  the  circulation  rate  nor  peri' 
pheral  resistance  is  normal;  for  changes  in  one 
may  compensate  for  abnormalities  in  the  other,  and 
in  fact  such  compensation  is  the  rule.  In  an  elastic 
system  such  as  the  aorta  the  mean  pressure  (m)  is 
increased  by  any  increase  in  heart  output,  if  the 
peripheral  resistance  be  unchanged,  or  by  an  in' 
creased  peripheral  resistance,  if  the  heart  output 
be  unchanged.  It  follows  that  an  increased  periph' 
oral  resistance  can  be  compensate  for  a decreased 
cardiac  output  and  maintain  a perfectly  normal 
mean  pressure.  Expressed  in  symbols  it  becomes 
m = K.  Vt  R.  w'here  K is  a constant,  Vt  the  blood 
flowing  per  minute  and  R is  some  value  represent' 
ing  quantitatively  the  resistance  offerred  in  the  per' 
iphery  to  blood  flow. 

The  introduction  of  improved  methods  is,  there' 
fore,  essential.  Laboratory  methods  of  possible 
clinical  usefulness  may  be  classed  under  three 
heads:  (1)  those  so  simple  that  they  may  be  uti' 
lized  in  ordinary  private  practice,  e.  g.,  ordinary 
blood  pressure  measurements;  (2)  more  complicated 
methods  only  adaptable  to  hospital  or  office  use, 
e.  g.,  the  electrocardiograph;  (3)  still  more  com' 
plicated  and  elaborate  laboratory  methods  invalua' 
ble  for  research  work,  but  not  adapted  for  wide' 
spread  use  even  in  hospital  practice.  In  this  cate' 
gory  belong  the  modern  developments  for  measure' 
ment  of  circulation  rate  by  respiratory  methods. 
Of  these  methods  the  one  most  adapted  for  clinical 
investigation  is  probably  Starr  and  Gamble’s  modi' 
fication  of  the  ethyl  iodide  method. i 

The  principles  involved  are  simple  and  may  be 
demonstrated  in  a single  example.  A subject  under 
basal  conditions  breathed  5.1  liters  per  minute  from 
a mixture  containing  5.68  mgm.  of  ethyl  iodide 
per  liter  and  his  expired  air  contained  2.54  mgm. 
per  liter.  He,  therefore,  absorbed  16  mgm.  of  ethyl 
iodide  per  minute.  Examination  of  his  alveolar  air 
and  a sample  of  rebreathed  air  demonstrated  that 
his  venous  blood  returned  to  the  lungs  containing 
3.87  mg.  per  liter  and  left  the  lungs  with  7.68 

1.  Starr,  I.,  Jr.  and  Gamble,  C.  J.,  Improved  Method  for 
Determination  of  Cardiac  Output  in  Man  by  Means  of  Ethyl 
Iodide.  Am.  J.  Physiol.  87:450-473,  Dec.,  1928. 


mgm.  Each  liter  of  blood,  therefore,  carried  from 
the  lungs  to  the  tissues  3.9  mgm.  The  ethyl  iodide 
content  of  arterial  and  venous  blood  w^as  estimated 
by  determining  the  solubility  of  ethyl  iodide  in 
blood  and  the  tension  of  the  gas  in  the  lungs.  An 
equilibrium  between  the  lung  gases  and  the  blood 
was  assumed  (the  method  is  consequently  not  ap- 
plicable w'hen  the  lung  tissue  is  abnormal).  The 
blood  flowing  per  minute  was  therefore  16.0-^ 
3.9  = 4.1  liters,  and  as  the  pulse  rate  w'as  60,  the 
stroke  volume  was  4100=-60  or  68  cc.  per  beat. 
The  normal  value  for  an  adult  under  basal  condb 
tions  is  2.2  liters  per  minute  per  square  meter  of 
body  surface. 

The  actual  manipulations  are,  however,  difficult 
and  laborious.  A simpler  technic,  which  uses  acety' 
lene,  has  been  evolved  by  Marshall  and  Grollman^ 
but  it  requires  cooperation  from  the  subject  and  is 
not  w’ell  adapted  for  hospital  use.  Possibility  of 
errors  in  abnormal  conditions  is  also  greater. 
These  methods,  therefore,  belong  to  the  elaborate 
third  type,  and  are  not  adapted  even  for  general 
hospital  use,  but  they  do  supply  a very  valu' 
able  standard  by  comparison  with  which  simpler 
procedures  may  be  judged. 

Estimates  of  cardiac  output  per  beat  and  conse' 
quently  of  circulation  rate  per  minute  have  also 
been  attained  by  comparing  instantaneous  roent' 
genograms  taken  in  systole  and  diastole.  The 
changes  in  the  site  of  the  heart  shadow  may  be 
utilised  apparently  with  fair  accuracy  in  the  normal 
subject,  but  again  the  technic  is  not  simple.  To 
attain  a proper  timing  of  the  exposures  the  roent' 
gen  machine  must  be  operated  automatically  by  the 
employment  of  a photoelectric  cell  and  amplifier. 
The  photoelectric  cell  must  itself  be  activated  by 
an  electrocardiogram.  Consequently  this  method, 
which  has  given  interesting  results  in  the  hands  of 
McCrea,  Meek  and  Eyster,3  has  only  a limited 
usefulness.  Also  it  may  have  considerable  er' 
rors  in  abnormal  subjects,  for  the  auricles  are  fill' 
ing  at  the  time  the  ventricles  are  emptying,  and 
the  relative  effects  of  the  two  opposite  changes 
on  the  total  heart  shadow  cannot  be  predicted  in 
subjects  with  venous  congestion  and  auricular  di' 
latation. 

Another  method  of  some  value  and  one  adaptable 
for  general  clinical  use  is  a determination  of  the 

2.  Grollman,  A.,  The  Determination  of  the  Cardiac  Outpnt 
of  Man  bv  the  use  of  Acetylene.  Am.  J.  Physiol.  88:432-445. 
April,  1929. 

3.  McCrea,  F.  D.,  Eyster,  J.  A.  E.  and  Meek,  W.  J.,  Effect 
of  Exercise  upon  Diastolic  Heart  Size.  Am.  J.  Physiol.  83: 
678-689,  Jan.,  1928. 
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circulation  time,  that  is  to  say,  the  time  taken  for 
some  substance  to  travel  from  a vein  to  another 
part  of  the  body.  This  method,  particularly  de^ 
veloped  by  Blumgart  and  Weiss^,  has  usually 
measured  the  time  taken  for  substances  to  be  car' 
ried  from  the  antecubital  veins  through  the  pub 
monary  circulation  to  the  brachial  artery  at  the 
elbow.  Weiss  has  employed  radium  C and  an  elec' 
trical  method  for  recording  its  appearance  in  the 
brachial  artery,  but  a small  dose  of  histamine  may 
be  used  for  injection,  and  the  time  determined  for 
the  production  of  a vascular  dilatation.  However, 
the  symptoms  produced  by  histamine  (1  cc.  of  1 
in  10,000),  though  transient,  are  certainly  a dis' 
advantage  in  clinical  use.  A small  dose  of  sodium 
cyanide  has  also  been  used  with  the  hyperpnea 
reaction  as  the  criterion.  The  normal  time  for  pass- 
age  from  one  elbow  to  the  other  is  found  by  Weiss 
to  be  14'24  seconds.  In  subjects  with  an  abnormal 
circulation  the  time  is  often  prolonged  (up  to  55 
secs.)  and  the  prolongation  appears  to  be  related 
to  the  degree  of  decompensation.  Unfortunately 
these  measurements  are  much  dependent  on  the  lo' 
cal  circulation  in  the  arm  veins  and  consequently 
the  values  obtained  vary  with  such  extraneous  fac- 
tors as  room  temperature. 

For  many  years  attempts  have  been  made  to 
estimate  cardiac  output  and  so  circulation  rate  from 
the  fluctuations  in  blood  pressure,  the  pulse  pres- 
sure. They  remain  of  considerable  importance  and 
can  now  be  subjected  to  critical  examination  by 
comparison  with  the  more  absolute  modern  methods. 

The  estimation  of  stroke  volume  from  the  pulse 
pressure  is  dependent  on  the  increase  in  pressure 
necessarily  generated  in  an  elastic  system,  such  as 
the  aorta,  when  an  increased  amount  of  fluid  is 
suddenly  forced  into  it.  The  greater  the  influx  the 
greater  the  rise  of  pressure,  if  the  distensibility  of 
the  system  remains  constant;  if,  however,  the  sys- 
tem be  made  less  distensible,  the  pressure  change 
may  be  increased  without  any  increase  in  cardiac 
output.  The  distensibility  of  the  arterial  system  is 
known  to  vary  considerably  even  in  the  normal 
subject  according  to  the  internal  pressure,  for  it 
becomes  less  and  less  distensible  as  it  is  stretched 
and  as  a greater  proportion  of  the  load  is  carried 
by  white  fibrous  tissues;  in  the  abnormal  the  varia- 
tions are  so  much  the  greater.  In  order  to  take 
account  of  these  variations  in  the  distensibility  the 

4.  Blumgart,  H.  L.  and  Weiss.  S.,  Studies  on  Velocity  of 

Blood  Flow;  Velocity  of  Blood  Flow  in  Normal  Resting  In- 
dividuals and  Critique  of  Method  used.  J.  Clin.  Investigation 
4:1-13,  April,  1927. 


cardiac  output  per  beat  has  been  taken  as  being 
proportional  to  the  pulse  pressure  considered  as  a 
percentage  of  the  diastolic  pressure, 5 of  the  mean 
pressure, 6 of  the  systolic  pressure,'^  or  of  the  square 
of  the  systolic  pressure. 8 The  first  of  these  is  most 
justifiable  on  theoretical  grounds  but  is  the  least 
effective;  the  last  is  purely  empirical.  None  of 
these  methods  are  free  from  serious  errors,  though 
under  certain  conditions  they  may  indicate  fairly 
accurately  changes  in  circulaion  rate. 

Grollman  has  published  many  blood  pressures  ob- 
tained when  the  circulation  rate  was  being  measur- 
ed not  only  in  basal  conditions  but  also  after  meals, 
exposure  to  high  altitudes,  to  cold  and  heat,  and 
also  during  fever  following  a typhoid  vaccination. 
The  changes  in  circulation  rate  in  a single  subject 
are  fairly  well  indicated  after  meals  and  on  expo- 
sure to  an  altitude,  if  Liljestrand’s  method  of  con- 
sidering pulse  pressure  as  a percentage  of  the  mean 
pressure  is  employed.  The  agreement  is  somewhat 
improved,  if  mean  pressure  is  taken  as  the  mid- 
point between  diastolic  and  systolic  pressure,  in- 
stead of  as  the  diastolic  pressure  + 1/3  of  the 
pulse  pressure.  If  pulse  pressure  be  estimated  as 
a percentage  of  the  square  of  the  systolic  pressure, 
the  agreement  is  somewhat  better.  Unfortunately 
exposure  to  temperature  changes  and  fever  modify 
the  circulation  so  greatly  that  both  methods  of 
of  calculation  are  extremely  unreliable.  Similarly 
comparison  of  one  subject  with  another  is  open  to 
considerable  error,  and  is  certainly  hazardous  in 
the  presence  of  fever,  aortic  valve  lesions,  exophthal- 
mic goitre,  as  well  as  probably  in  other  conditions. 
It  is,  therefore,  at  present  not  justifiable  to  express 
the  circulation  rate  in  any  subject  in  absolute  terms 
by  any  such  calculation,  but  these  methods  may  be 
employed  with  advantage  to  determine  changes  in 
circulation  rate  in  any  one  subject,  provided  that 
no  deductions  are  made  in  regard  to  slight  varia- 
tions. 

The  errors  of  such  calculations  depend  partly 
on  errors  in  estimating  blood  pressure,  partly  on 
the  fact  that  variations  in  distensibility  of  the  aorta 
are  very  inadequately  taken  care  of  by  the  equa- 

5.  Stone,  W.  J.,  The  Differentiation  of  Cerebral  and  Car- 
diac Types  of  Hyperartreial  Tension  in  Vascular  Disease. 
Arch.  Int.  Med.  16:775-974,  Nov.,  1915. 

6.  Liljestrand,  G.  and  Zander,  E.,  Vergleichende  Besti- 
mmungen  des  Minutenvolumens  des  Herzens  biem  Menschen 
mittles  der  Stickoxydulmethode  und  durch  Blutdruckmessung, 
Ztschr.  f.  d.  ges  expr.  Med.  59:105-122,  1928. 

7.  Strasburger,  J.,  Klinische  Boebachtungen  uber  Blutd- 
ruck,  pulsatorische  Druckzunahme  (Pulsdruck),  sowie  ihre 
Beziehungen  zur  Pulskurve.  Deutsches  Arch.  f.  klin,  Med., 
85:618-621,  1905-6. 

8.  Bazett,  H.  C.:  Blood  Pressure  Following  Operations. 
Proc.  Roy.  Soc.  90:415-437,  1919. 


460 


THE  CIRCULATION — BA2ETT 


Vol.  XXXI,  No.  10 


tions,  and  partly  on  variations  in  the  character  of 
the  pulse  curve,  particularly  the  relative  durations 
of  the  systolic  and  diastolic  phases.  The  error  pro' 
duced  by  this  last  factor  depends  on  the  loss  of 
fluid  from  the  arteries  into  the  tissues  which  is 
going  on  even  while  the  heart  is  filling  the  aorta, 
for  it  is  clear  that  if  this  leakage  during  systole  is 
great,  the  inflow  from  the  heart  into  the  aorta  is 
less  effective  in  producing  a rise  of  pressure.  This 
was  recognized  in  1906  by  von  Recklinghausen^ 
who  suggested  utilizing  the  pressure  of  the  dicrotic 
wave  and  the  fall  of  pressure  during  diastole  as 
the  keystone  of  any  analysis.  These  principles  are 
being  increasingly  recognized  in  modern  literature. 
The  distensibility  of  the  arteries  may  be  directly 
measured  by  estimating  the  rate  of  transmission  of 
the  pressure  wave,  and,  since  it  is  the  distensibility 
of  the  central  vessels  and  aorta  that  is  most  import' 
ant,  the  velocity  of  transmission  from  the  heart  to 
the  femoral  or  heart  to  the  brachial  artery  should 
be  used,  or  else  that  calculated  by  comparison  of 
the  subclavian  and  femoral  pulses.  This  necessitates 
timing  the  occurrence  of  the  pulse  with  an  ac' 
curacy  of  1/100  second,  which  may  easily  be  ac- 
complished  by  utilizing  photographic  recording  on 
an  electrocardiograph  camera. 

Utilizing  these  principles  and  employing  a spe- 
cial  oscillatory  method  of  blood  pressure  measure- 
ment  which  has  not  yet  been  fully  described,  Bro- 
emser  and  Rankeio  have  developed  equations  which 
they  claim  indicate  the  amount  of  blood  thrown 
out  by  the  heart  per  beat.  The  simplest  form  is 
y.  _ 0.6QT  (Ps  ■ Pd)  s 

~ E D ’ 

where  V is  the  stroke  volume  in  cc.,  Q is  the  cross 
sectional  area  of  the  aorta  in  sq.  cms.,  T the  dura- 
tion of  the  cardiac  cycle,  S/D  the  ratio  of  the  dur- 
ations of  systole  and  diastole,  E the  pulse  wave  vel- 
ocity in  the  aorta,  Ps  systolic  pressure  and  Pd 
diastolic  pressure.  In  a more  complicated  and  more 
accurate  form  the  equation  also  takes  in  considera- 
tion the  pressure  of  the  dicrotic  wave.  Baumann,  H 
1930,  reports  that  this  equation  is  giving  fair  agree- 
ment with  measurements  made  by  the  respiratory 
methods. 

Modern  developments  of  more  elaborate  methods 
of  measuring  blood  pressure  must,  therefore  be 

9.  von  Recklinghausen,  H..  Wasswir  durch  die  Pulsdruck- 
kurve  und  durch  die  Pulsdruckamplitude  uber  den  grossen 
Kreislauf  erfahren.  Arch.  f.  exper.  Path,  u Pharmakol.,  56:1-53, 
1906-7. 

10.  Broemser,  P..  and  Ranke.  O.  F..  Ueber  die  Messung 
des  Schlagvolumens  des  Herzens  auf  unblutigem  Weg.  Ztschr. 
f.  Biol.  90:467-507,  1930. 

11.  Baumann,  H. : Ueber  die  Verwertbarkeit  der  verschied- 
enen  Methoden  zur  Minutenvolumen  bestimmung.  Gesellsch, 
f.  Krislauf  Forschung,  1930,  22,  610. 


judged  not  only  according  to  their  accuracy,  but 
also  according  to  whether  they  supply  additional 
information  of  the  character  of  the  pulse  curve  and 
the  pressure  of  the  dicrotic  wave,  data  which  ap- 
pear essential  for  further  progress,  for  while  it  is 
clear  that  more  elaborate  methods  are  essential  for 
hospital  use  and  must  be  developed,  it  is  also  evi- 
dent that  apparatus  such  as  that  developed  by  the 
Tycos  company  is  as  yet  inadequate. 

The  problem  is  still  further  complicated  by  the 
fact  that  deductions  from  pulse  pressure  depend  on 
this  representing  the  lateral  distension  of  the  vessels, 
but  the  systolic  pressure  measured  by  the  Riva 
Rocci  method  is  dependent  on  the  obstruction  of 
the  blood  flow  with  reflection  of  the  pressure  wave 
and  it  is  consequently  not  a measure  of  lateral  pres- 
sure. The  importance  of  distinguishing  between  end 
and  lateral  pressures  has  recently  been  emphasized 
in  German  literature.  12  The  Riva  Rocci  method 
probably  indicates  lateral  diastolic  pressure,  but 
even  here  the  situation  is  not  simple,  for  King  and 
Garreyi3  have  shown  that  the  reading  obtained 
varies  with  the  rate  of  deflation. 

With  these  points  in  mind  Dr.  L.  Laplace  and  I 
have  recently  investigated  the  accuracy  of  the  Riva 
Rocci  methods,  by  comparing  blood  pressures,  so 
measured  in  the  thigh  of  a dog  with  simultaneous 
measurements  obtained  directly  from  the  other  fem- 
oral artery  by  a modern  optical  system.  In  addition 
direct  measurements  of  lateral  pressure  were  often 
made  by  employing  a special  T-shaped  cannula 
which  did  not  interrupt  the  blood  stream.  It  was 
found  that  in  the  dog’s  femoral  artery  the  systolic 
end  pressure  usually  exceeded  the  lateral  pressure  by 
15  to  17  mm.,  or  by  40  mm.  or  more  in  the  pres- 
ence of  aortic  regurgitation;  end  diastolic  pressure 
might  exceed  the  lateral  by  0 to  13  mm.  The 
errors  possible  in  estimating  pulse  pressure  may  be 
illustrated  by  a single  example:  the  lateral  pres- 
sures directly  recorded  in  the  femoral  artery  were 
137/102  to  143/107  (respiratory  variation),  and 
the  end  pressures  were  154/115  to  162/120.  The 
true  lateral  pulse  pressure  was,  therefore,  36  mm. 
or  less,  but  an  estimate  from  the  highest  end  sys- 
tolic pressure  in  the  respiratory  cycle  and  the  low- 
est lateral  diastolic  pressure  would  have  been  60 
mm. 

Comparison  of  indirect  with  direct  measurements 
showed  that  a double  bag  system,  such  as  that  em- 

12.  von  RecVlintrhausen,  H.,  Npue  Wegp  der  Bliitdruckmps- 
sung.  Funf  Abhandlungen  Tiber  Blutdnick  und  Puls  in  den 
grossen  Arterien  des  Menschen : Theorie  der  unblutigen  Blut* 
druckmpssTine  auf  Grundlage  der  Treppenkurve.  Ztschr.  f.  klin. 
Med.  113:1-90,  1930. 
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ployed  in  the  Tycos  instrument  gives  under  most 
conditions  an  accurate  indication  of  systolic  end 
pressure  (usually  with  an  error  less  than  5 mm). 
The  first  sound  recordable  below  a cuff  usually 
gives  a somewhat  lower  value,  between  the  true 
end  and  lateral  pressures,  and  the  error  probably 
varies  according  to  the  breadth  of  the  cuff  and  the 
character  of  the  pulse  curve.  Lateral  diastolic  pres- 
sure is  probably  indicated  by  the  diminution  of  the 
sounds  and  decrease  in  siz;e  of  oscillations,  if  defla' 
tion  be  carried  out  slowy.  Rapid  deflation,  as  rec' 
ommended  by  King  and  Garrey,i3  gives  by  auscub 
tation  consistent  readings  only  because  they  are 
consistently  wrong;  the  circulation  is  modified  lo- 
caly  by  such  a procedure,  and  the  readings  ob- 
tained are  consistently  too  low.  The  oscillatory  cri- 
terion (rapid  diminution  in  size)  is  often  extremely 
indefinite,  and  the  tendency  for  two  observers  to 
read  different  points  is  great;  readings  are  nearly 
always  made  too  low.  Ausculatory  readings  with 
slow  deflation  are  preferable  to  those  obtained  by 
the  oscillatory  method  except  in  the  presence  of 
aortic  regurgitation,  where  the  latter  method  is 
more  reliable. 

This  study  demonstrated  the  need  of  more  ac- 
curate methods  for  hospital  use,  and  the  principles 
developed  by  von  Recklinghausen  (loc.  cit.)  seem 
to  provide  the  means;  he  claims  that  much  more 
accurate  estimates  may  be  made  by  directing  at- 
tention mainly  to  the  shape  of  the  oscillatory  waves 
in  the  oscillatory  system  and  only  secondarily  to 
their  size.  A modified  system,  designed  to  work  on 
his  principle  has  been  developed,  which  can  be  util- 
ized relatively  easily  in  an  electrocardiographic  de- 
partment. 

A compressing  system  of  three  bags,  one  within 
the  other,  is  employed  (fig.  1).  The  large  outer  bag 
(12.5  cm.  broad)  compresses  the  limb,  as  well  as 
the  two  inner  bags  which  lie  between  it  and  the 
limb;  the  small  innermost  bag  is  connected  to  an 
optical  recording  capsule  and  records  the  pulsations 
of  the  vessel  beneath  it;  the  intermediate  bag  pro- 
tects the  innermost  bag  from  pulsations  transmitted 
from  the  vessels  above  the  cuff  to  the  larger  outer 
bag;  it  is  connected  to  an  air-tight  box  which  en- 
closes the  recording  capsule  and  so  maintains  simi- 
lar pressures  on  the  two  sides  of  the  recording  Cap- 
sule. Between  it  and  the  box  is  a system  of  capil- 
lary tube  resistances  and  an  extra  air  reservoir  to 
diminish  any  pulsations  it  might  itself  transmit. 

13.  King,  C.  E.  and  Garrey,  W.  E.,  A Comparative  Study 
of  the  Criteria  of  Human  Diastolic  Blood  Pressure  Am.  J. 
Physiol.  85:385  June,  1928. 


The  figure  shows  a system  of  three-way  cocks 
which  allow  the  bags  to  be  distended  as  required. 
Initially  the  cocks  are  as  represented,  and  the  two 
inner  bags  are  distended  to  40  or  50  mm.  pressure 
(some  pressure  below  diastolic  pessure) ; the  rigKt 
hand  cock  is  then  completely  closed,  leaving  the  two 
smaller  bag  systems  unconnected  with  each  other, 
and  the  left  is  turned  so  as  to  allow  inflation  or 
deflation  of  the  large  outer  bag.  The  oscillometer 
consists  of  a simple  small  tambour  covered  with 
light  rubber  dam,  and  carrying  a mirror  to  indicate 
the  pulsations.  By  the  use  of  compressed  air  rec- 
ords can  be  taken  either  during  gradual  inflation  or 
deflation.  Interpretation  is  easier,  if  optical  records 
are  also  taken  of  the  pulse  in  the  brachial  below 
the  compressing  cuff. 

When  the  pressure  is  raised  above  systolic  pres- 
sure, the  record  shows  only  a small  impulse  which 
is  presumably  transmitted  through  the  muscle. 
When  the  pulse  is  able  to  reach  the  middle  of  the 
cuff  and  strike  the  innermost  bag,  a definite  sharp 
additional  pulsation  is  recorded,  the  systolic  end 
pressure.  As  the  pressure  is  allowed  to  fall,  the 
pulse  becomes  able  to  pass  the  whole  length  of  the 
cuff  and  to  strike  the  brachial  tambour,  where  it 
produces  an  upstroke  and  sounds.  At  still  lower 
pressures  the  lateral  pressure  of  the  pulse,  which 
reaches  its  maximum  somewhat  after  the  velocity 
effect,i4  exceeds  the  pressure  in  the  bag,  and  is 

14.  Broemser,  P.,  Der  Differentialsphygmograph.  Eine  Me- 
thode  zur  Registrierung  der  Kurve  des  Ablaufes  der  Strom- 
ungsgeschwindigkeit  des  Blutes  in  uneroffneten  Arterien, 
Ztschr.  f.  Biol.  88:264-278,  1928. 
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also  able  to  pass.  The  oscillograph  indicates  this 
point  by  a slight  shoulder  on  the  downward  wave, 
or  by  a double  crest;  the  pulse  tracing  indicates  it 
more  clearly  by  a second  wave  or  sustained  plateau. 
At  lower  pressures,  again,  the  dicrotic  wave  makes 
its  appearance  but  a distinction  between  the  end 
and  lateral  pressures  is  in  this  case  very  difficult  to 
draw.  Lastly,  the  diastolic  pressure  is  indicated 
e.xtremely  clearly,  the  end  pressure  by  the  abrupt 
disappearance  of  a flat  plateau  and  change  to  a 
true  pulse  curve  in  the  oscillograph  record,  the  lat- 
eral pressure  a few  millimeters  lower  by  the  disap- 
pearance in  the  brachial  pulse  of  an  initial  negative 
wave  which  proceeds  the  main  upward  pulsation 
(fig.  2).  This  preanacrotic  wave  has  been  described 
by  Erlangeris  and  by  Bramwell  and  Hickson,!® 
and  its  disappearance  is  considered  as  an  indication 
of  diastolic  pressure.  It  gives  an  extremely  sharp 
indication. 


/ ^ 


Fig.  2.  Diastolic  criteria  during  inflation  are  indicated  in 
a record  from  a subject  with  arteriosclerosis.  A pressure  of 
122  mm.  is  indicated  as  lateral  diastolic  pressure  by  the  de- 
velopment above  this  pressure  of  an  initial  negative  wave  in 
the  brachial  pulse,  of  maximum  size  of  oscillogram  and  of 
sounds  of  full  intensity.  A flattening  of  the  oscillogram  in 
diastole  indicates  end  diastolic  pressure  at  the  same  level. 
Relatively  fast  inflation  at  4 mra.  per  second  prevented  finer 
differentiation  between  end  and  lateral  pressure. 


In  this  way  the  blood  pressures  may  be  read 
with  considerable  accuracy,  usually  with  slow  de- 
flation to  1 or  2 mm.  of  mercury,  and  respiratory 
variations  in  man  can  usually  be.  demonstrated  and 
measured.  The  method  should,  therefore,  prove  in- 
valuable for  exact  measurements  in  the  presence  of 
cardiac  irregularities  with  very  varying  blood  pres- 
sure. 


values  little  effected  by  respiratory  variations,  to- 
tal lateral  pulse  pressure  and  also  the  fall  of  pres- 
sure in  diastole  from  the  level  of  the  dicrotic  wave 
can  be  estimated,  and  from  the  curves  the  relative 
durations  of  the  systolic  and  diastolic  periods  may 
be  determined.  By  graphic  integration  of  the  curves 
estimates  may  be  made  of  the  mean  pressures  for 
the  whole  cycle,  or  for  the  systolic  and  diastolic  pei- 
ods  separately.  In  sujbects  with  very  varying  blood 
pressures,  including  one  arteriosclerotic  with  a 
blood  pressure  of  180/110,  values  obtained  in  this 
way  have  been  subjected  to  analysis  on  a more  or 
less  empirical  basis. 

In  these  subjects  the  circulation  rate  can  be  pre- 
dicted, and  an  agreement  of  + 2 to  5 per  cent 
with  measurements  made  by  ethyl  iodide  obtained, 
if  calculations  are  made  according  to  the  following 
equations: 


V = Vd  -1-  Vs,  Vd= 


2.2  Pi  - Pd 


Vs=^Vd 


S / Ms  \ 
D \ Md  / 


where  V is  the  output  per  beat  in  cc.  per  square 
meter  of  body  surface,  Vd  the  volume  of  blood 
passing  from  the  arterial  system  to  the  capillaries  in 
diastole.  Vs  that  passing  during  systole,  E the  pulse 
w'ave  velocity  from  the  heart  to  the  brachial  artery 
at  the  elbow,  S/D  the  ratio  of  systolic  and  dia- 
stolic durations.  Pi  the  lateral  pressure  of  the  dicro- 
tic wave,  Pd  that  in  diastole,  Ms  and  Md  estimated 
mean  end  pressures  during  systole  and  diastole  res- 
pectively.* 


Since  in  the  calculations  referred  to  constants 
have  been  chosen  which  gave  the  best  possible  agree- 
ment between  such  deductions  and  the  circulation 
rate  observed  with  the  modified  ethyl  iodide  meth- 
od, it  is  probable  that  the  discrepancies  will  be 
much  greater  when  the  method  is  applied  to  a 
larger  series  of  cases,  but  the  possibility  of  estimat- 
ing circulation  rate  in  cases  such  as  pneumonia  ap- 
pears promising. 

If  the  circulation  rate  can  be  determined  ap- 
proximately, whether  by  ethyl  iodide  or  by  deduc- 
tions from  blood  pressure  measurements  the  data 
may  then  be  used  to  estimate  other  factors.  For 
instance,  one  subject  (Table  1,  5)  suffered  from 
arteriosclerosis  and  died  of  cerebral  hemorrhage  a 
few  months  after  the  records  were  taken.  The  cir- 


If the  pressures  are  so  measured  and  averages 
taken  from  several  records  so  as  to  obtain  mean 


15.  Erlanger,  J.,  Studies  in  Blood  Pressure  Estimation  by 
Indirect  Methods;  Movements  in  Artery  under  Compression 
during  Blood  Pressure  Determination,  Am.  J.  Physiol.  55:84, 
Feb.,  1921 

16.  Bramwell,  J.  C.  and  Hickson,  S.  K.:  Relation  of  Pulse 
Form  to  Sound  Production  in  Arteries ; Form  of  Syphygmogram 
during  Decompression,  Heart,  13:109-127,  Aug.,  1926. 


culation  rate  under  basal  conditions  was  subnormal, 
1.4  instead  of  2.2  liters  per  square  meter  per  min- 
ute. This  subnormal  value  may  be  regarded  as  a 
protective  adaptation  lessening  the  load  on  the 

♦Almost  equally  good  correlation  may  be  obtained  by  utiliz- 
ing mean  lateral  pressures  and  varying  the  values  of  the 
constants  used.  Farther  work  is  required  before  the  best 
empirical  equation  can  be  determined. 
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TABLE  I 


CIRCULATION  RATE  AND  BLOOD  PRESSURE 


Basal 

Resting — Probably  not  basal 

After 

Meal 

Pulse 

Calc. 

Mean 

Calc. 

Pulse 

Calc. 

Mean 

Calc. 

Pulse 

Calc. 

Mean 

Calc. 

Rate 

Circ. 

Pres- 

peri- 

Rate 

Circ. 

Pres- 

peri- 

Rate 

Circ. 

Pres- 

peri* 

Subject 

Rate 

sure 

pheral 

Rate 

sure 

pheral 

Rate 

sure 

pheral 

resis- 

resis- 

resis- 

tance 

tance 

tance 

1. 

Me  

73 

2.62 

67.4 

0.66 

77 

3.28 

65.0 

0.51 

77.5 

3.27 

80.5 

0.63 

2. 

Et  

72.5 

2.53 

87.1 

0.88 

81. 

3.22 

91.8 

0.75 

3. 

G 

60 

2.17 

85.0 

1.00 

4. 

S 

56.5 

1.61 

97.1 

1.56* 

69.5 

2.71 

80.6 

0.76 

72.5 

3.66 

72.7 

0.51t 

5. 

K 

61.5 

1.37 

138.7 

2.60 

62.0 

2.48 

138.0 

1.43 

71.5 

2.85 

152.5 

1.27 

6. 

Ste  

67.5 

2.50 

97.5 

1.00 

*Cold  day,  but  subject  not  uncomfortable 
fWarm  day,  but  subject  not  uncomfortable 


heart,  for  under  ordinary  conditions  the  cardiac 
output  was  not  particularly  low  and  there  was  no 
evidence  of  cardiac  disability  or  raised  venous  pres' 
sure.  At  autopsy  the  heart  was  somewhat  enlarged, 
with  moderate  coronary  sclerosis.  The  fact  that  in 
spite  of  the  low  circulation  rate  a high  arterial  pres' 
sure  was  maintained,  is  an  indication  of  a high 
peripheral  resistance,  and  if  the  relationship  be- 
tween  mean  pressure  and  circulation  rate  in  an 
average  normal  subject  (subject  3)  be  taken  as 
unity  (85-^-2.17  = 39=  1.0),  the  increased  periph' 
eral  resistance  may  be  expressed  in  a quantitative 
manner.  It  will  be  seen  that  under  basal  condi- 
tions it  is  at  least  twice  as  great  as  the  average 
normal.  Yet  this  resistance  can  be  and  is  reduced 
considerably  under  other  conditions,  e.  g.,  after  a 
meal  (see  table). 

It  is  known  that  arteriosclerotic  changes  rarely 
affect  the  mesenteric  vessels  to  any  degree,  and  this 
was  observed  to  be  true  in  this  individual  at  au- 
topsy. One  must,  therefore,  conclude  that  under 
basal  conditions  the  mesenteric  pathways  were 
maintained  reflexly  constricted,  and  that  this  was 
regulated  so  as  to  maintain  a high  blood  pressure 
level.  Presumably  this  regulation  was  adjusted  so 
as  to  ensure  adequate  circulation  through  some 
individual  essential  vessels,  in  which  there  existed 
considerable  organic  obstruction;  these  may  have 
been  in  the  kidney,  where  the  vessels  were  defin- 
itely thickened,  or  in  the  brain,  were  cerebral  hem- 
orrhage  indicated  the  presence  of  extensive  disease, 
though  these  vessels  were  not  examined.  Such  an 
analysis,  therefore,  supports  the  theory  of  Bordley 
and  Bakeri'^  that  hypertension  may  result  from  an 
adaptive  mechanism  attempting  to  overcome  organic 
obstruction  to  blood  flow  in  cerebral  vessels. 

The  question  whether  the  circulation  is  main- 
tained with  or  without  undue  strain  on  the  heart 
appears  to  be  most  readily  answered  by  investiga- 
ting venous  pressure.  This  may  be  measured  by 
direct  puncture  of  a vein  and  the  determination  of 

17.  Bordley,  J.  and  Baker,  B.  M.,  Jr.,  Arteriosclerosis  of 
Cerebral  Vessels  and  Pathogenesis  of  Hypertension,  Bull.  Johns 
Hopkins  Hosp.,  39:229-264,  Oct.,  1926. 


Fig.  3.  Venous  pressure  in  a case  described  by  A.  H. 
Clark,  showing  venous  pressure  in  cm.  of  water,  and  blood 
pressures  in  mm.  of  Hg.  A rise  in  venous  pressure  and  de- 
crease in  urine  output  preceded  the  clinical  signs  of  decom- 
pensation. 

the  equilibrium  point  at  which  fluid  neither  leaves 
nor  enters  the  vein,  by  a Hooker  capsule  over  the 
vein,  and  determination  of  the  pressure  at  which 
the  vein  collapses,  more  simply  still  by  raising  and 
lowering  an  arm  and  determining  the  level  at  which 
the  peripheral  veins  collapse.  Simplest  of  all,  though 
less  quantitative,  is  the  method  employed  by  Sir 
Thomas  Lewis.  The  patient  is  made  to  lie  on  a 
couch  with  the  head  support  inclined  at  a definite 
angle.  Fullness  of  the  veins  of  the  neck  to  just 
above  the  clavicle  is  of  no  great  significance,  to 
the  level  of  the  thyroid  indicates  a considerable 
rise  in  venous  pressure,  and  to  above  this  level  a 
great  increase  with  definite  decompensation.  Values 
of  venous  pressure  are  commonly  expressed  in  cms. 
of  water  in  relation  to  an  arbitrary  heart  level,  the 
midpoint  of  the  anteroposterior  diameter  of  the 
body  at  the  costal  angle,  and  measurements  are 
usually  made  with  the  subject  prone.  A normal 
value  should  rarely  exceed  10  cm.,  never  20  cm. 
of  water. 


464 


FOOD  TABLES — MANVILLE  AND  WINCHELL 


Vol.  XXXI,  No.  10 


An  excellent  example  of  the  relationship  of  rais- 
ed venous  pressure  to  cardiac  decompensation  is 
given  by  Clarkis  (fig.  3),  where  as  the  patient 
improved  venous  pressure  fell  to  20  cm.  but  with 
decompensation  rose  again  to  over  40  cm.  This 
rise  of  pressure  represents  an  effort  at  compensa- 
tion, which  may,  by  raising  capillary  pressure  and 
causing  edema,  ultimately  start  a vicious  circle.  The 
heart  can  undoubtedly  function  better  when  it  is 
distended  to  a greater  extent  in  diastole  by  a raised 
venous  pressure,  and  as  the  circulation  begins  to 
fail,  accumulation  of  blood  automatically  brings 
this  compensatory  mechanism  into  play.  But  this 
physiologic  beneficial  dilatation  may  readily  extend 
into  a pathologic  one,  when  the  optimal  heart  size 
is  passed  and  further  dilatation  is  a disadvantage, 
and  in  addition  edema  may  be  induced.  Even  when 
the  dilatation  is  milder  and  the  rise  in  venous  pres- 
sure less  extreme,  the  raised  pressure  still  indicates 
a heart  which  is  unable  to  carry  out  its  functions 
even  under  resting  conditions  without  undue  strain, 
a heart  which  is  already  calling  on  some  of  its  last 
reserves.  A raised  venous  pressure  is,  therefore,  a 
clinical  sign  of  considerable  importance. 

Though  one  must,  therefore,  admit  that  our  me- 
thods are  still  crude  and  inadequate,  one  must  also 
conclude  that  they  are  capable  of  development  to 
a higher  degree  of  accuracy  than  is  at  present  ob- 
tainable. The  newer  methods  for  estimation  of  the 
circulation  rate  by  measuring  pulmonary  exchange 
provide  a means  of  checking  mathematical  analyses 
of  blood  pressure  measurements.  While  it  seems 
likely  that  measurement  of  blood  pressure  by  aus- 
cultation- will  remain  the  method  of  choice  in 
ordinary  clinical  work,  even  though  it  is  relatively 
crude,  it  may  be  possible  to  check  such  readings 
against  more  accurate  methods  and  to  attain  simple 
empirical  rules,  which  while  not  generally  applic- 
able, may  hold  under  certain  stated  conditions. 


18.  Clark,  A.  H.,  A study  of  the  Diagnostic  and  Prog- 
nostic Significance  of  Venous  Pressure  Observations  in  Card- 
iac Disease,  Arch.  Int.  Med.  16:587-604,  1915. 


Sustained  Artificial  Fever  in  the  Treatment  of 
Intractable  Asthma:  Physiologic  and  Therapeutic 
Considerations.  Samuel  M.  Feinberg,  Strafford  L.  Os- 
borne and  Meyer  J.  Steinberg,  Chicago  (Journal  A.  M.  A., 
Sept.  3,  1932),  present  a report  concerning  a group  of 
forty-two  patients  with  intractable  asthma,  70  per  cent  of 
whom  had  complications  such  as  emphysema,  chronic  bron- 
chitis or  bronchiectasis,  and  all  of  whom  had  been  unre- 
lieved by  the  usual  methods  of  treatment.  Fever,  pro- 
duced by  high  frequency  currents  according  to  a described 
improved  technic,  was  tried  in  all  these  patients  and  was 
found  to  be  a safe  procedure. 


FOOD  TABLES  FOR  USE  IN  ACID-BASE 
DIETS* 

Ira  a.  Manville,  M.D. 

Ruth  Winchell 

PORTLAND,  ORE. 

Scientific  dietaries  of  today  are  more  concerned 
with  certain  “balances”  than  with  the  actual  pro- 
portions of  protein,  fats,  carbohydrates  or  with 
the  total  caloric  value.  “Balanced”  dietaries  imply 
certain  relationships  existing  between  the  fatty 
acid  and  glucose  derivatives  of  the  diet,  between 
the  acid  and  base  values  of  the  diet,  and  between 
the  amount  of  nitrogen  intake  as  contrasted  with 
the  output.  The  purpose  of  this  paper  is  to  deal 
more  specifically  with  the  acid-base  balance  of  the 
diet. 

Considerable  interest  has  been  manifested  in  the 
acid-base  balance  of  the  diet  since  Sansum^  and 
Sansum,  Blatherwick,  and  Smiths  published  their 
reports  on  the  beneficial  effects  derived  from  the 
use  of  basic  diets  in  nephritis.  Additional  impetus 
has  been  given  to  this  phase  of  a balanced  diet  by 
the  report  of  Lashmet^.  This  author  uses  a neu- 
tral or  slightly  acidic  diet  along  with  an  addition 
of  ammonium  chloride  or  hydrochloric  acid  in 
the  treatment  of  nephritis. 

The  dietary  treatment  of  epilepsy  depends  also 
to  a considerable  extent  on  the  acid-base  balance 
of  the  diet.  The  modern  treatment  of  epilepsy  by 
dietary  means  depends  to  a large  extent  upon  the 
dehydrating  effort  of  that  diet.  In  general  it  may 
be  stated  that  any  diet  favoring  the  development 
of  an  acidosis,  whether  it  be  due  to  the  accumulat- 
ion of  ketone  bodies  or  to  an  excess  of  acid-ash, 
produces  a condition  in  which  there  is  a marked 
loss  of  fixed  base  and  water  from  the  tissues^. 

Some  of  the  most  recent  work  on  obesity  indi- 
cates that  the  water  balance  is  a determining  factor 
in  weight  loss^.  It  was  shown  that  the  use  of 
subcaloric  diets  alone  would  not  necessarily  cause 
a reduction  in  weight.  If,  however,  the  consti- 
tuents of  the  diet  could  be  selected  in  such  a 
manner  as  to  produce  an  excess  of  acid,  proper 
water  losses  would  occur. 

There  are  other  conditions  aside  from  nephritis, 

1.  Sansum,  W.  D.:  Use  of  Basic  Diets  in  Nephritis.  Calif. 
State  J.  Med.,  20:194-198,  June,  1922. 

2.  Sansum.  W.  D.,  Blatherwick,  N.  R.,  Smith,  F.  H. : Basic 
Diets  in  Treatment  of  Nephritis.  J.  A.  M.  A.,  81.883-886, 
Sept.  15,  1923. 

3.  Lashmet,  F.  H.:  Treatment  of  Nephritic  Edema  by 
Acid.  J.  A.  M.  A.,  97:918  919,  Sept.  26.  1931. 

4.  JfcQuarrie,  I.:  Epilepsy  in  Children;  Relationship  of 
Water  Balance  to  Occurrence  of  Seizures.  Am.  J.  Dis.  Child., 
38:451-467,  Sept.,  1929. 

5.  Newburgh.  L.  H. : Cause  of  Obesity.  J.  A.  M.  A..  97: 
1659-1663,  Dec  5,  1931. 
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epilepsy,  and  obesity,  in  which  it  may  be  advisable 
to  use  diets  with  an  excess  of  acid.  In  rickets  and 
in  the  tetany  associated  with  some  types  of  rickets, 
there  is  reason  to  believe  that  a preponderance  of 
acid'ash  foods  will  be  of  benefit®.  On  the  other 
hand,  it  may  be  advisable  at  times  to  use  diets 
having  an  excess  of  base.  Sansum^  and  Lyon, 
Dunlop  and  Stewart’^,  for  example,  are  convinced 
of  the  value  of  basic  diets  in  hypertension  and 
nephritis.  Stander,  Eastman,  Harrison  and  Cad' 
den®  present  evidence  which  might  be  considered 
as  indicating  the  value  of  basic  diets  in  preeclamp' 
tic  conditions. 

Certainly  the  above  evidence  is  sufficiently 
conclusive  to  warrant  a much  better  understanding 
of  the  acid'base  values  of  foods.  This  information 
is  available  in  the  literature,  but  is  not  easily  ac' 
cessible  to  the  average  person  who  wishes  to  use 
the  acid'base  balance  as  a dietotherapeutic  measure. 
One  of  us  (I.A.M.)  has  had  occasion  for  the  last 
several  years  to  use  such  dietaries  in  the  instruc' 
tion  of  medical  students  and  nurses.  In  order  to 
facilitate  this  work  it  was  found  advisable  to  cob 
lect  information  bearing  on  the  acid'base  values 
of  foods  from  various  sources  and  compile  them 
as  far  as  possible  into  one  table.  In  order  to  ac' 
complish  this,  recourse  was  had  to  the  excellent 
tables  provided  by  Sherman  and  Sinclair®,  Sher' 
man  and  Gettleri®,  and  Shermani^. 

The  tables  compiled  by  Sherman  are  based  on 
complete  ash  analysis,  showing  the  percentages  of 
calcium,  magnesium,  sodium,  potassium  (basic  ele' 
ments),  phosphorus,  chlorine  and  sulphur  (acidic 
elements) . Other  elements,  such  as  iron,  man' 
ganese,  aluminum  and  silicon,  were  not  included 
since  they  are  relatively  weakly  acidic  or  basic 
and,  except  for  silicon,  are  present  in  very  small 
amounts.  Phosphoric  acid  was  calculated  as  a 
dibasic  acid.  The  quantities  of  these  elements  in 
100  grams  of  the  edible  portions  of  foods  was  de' 
termined  and  stated  in  terms  of  cubic  centimeters 
of  a normal  solution,  hydrochloric  acid  or  sodium 
hydroxide  as  the  case  might  be. 

6.  Zucker,  T.  P.,  Johnson.  W.  C.  and  Barnett,  Marion:  The 
Acid-Base  Ratio  of  the  Diet  in  Rickets  Production.  Proc.  Soc. 
Exp.  Biol,  and  Med.,  20:20,  Oct.,  1922. 

7.  Lyon,  D.  M.,  Dunlop,  D.  M.  and  Stewart,  C.  P.:  The 
Effect  of  Acidic  and  Basic  Diets  in  Chronic  Nephritis.  Edin- 
burgh M.  J.,  38:  87-108,  Feb.,  1931. 

8.  Stander,  H.  J.,  Eastman.  N.  J.,  Harrison,  E.  P.  H.  Jr. 
and  Cadden,  J.  F. : Acid-Base  Equilibrium  of  Blood  in  Eclamp- 
sia. J.  Biol.  Chem.  85:233-243,  Dec.,  1929. 

9.  Sherman.  H.  C.  and  Sinclair,  J.  E.:  The  Balance  of 
Acid-Forming  and  Base-Forming  Elements  in  Foods.  J.  Biol. 
Chem.,  3:307-309.  1907-8. 

10.  Sherman,  H.  C.,  Gettler,  A.  O.:  The  Balance  of  Acid- 
Forming  and  Base-Forming  Elements  in  Foods  and  its  Rela- 
tion to  Ammonia  Metabolism.  J.  Biol.  Chem.,  11:323-338, 
1912-13, 

11.  Sherman,  H.  C. : Food  Products,  New  York,  The  Mac- 
millan Company,  1915  and  1924. 


Sherman  pointed  out  that  the  estimation  of  ex' 
cess  acid  or  base  by  the  incineration  method  leads 
to  error  because  of  the  volatile  nature  of  some  of 
the  elements,  such  as  sulphur  and  chlorine.  Sher' 
man,  therefore,  based  his  tables  on  the  quantitative 
analysis  of  the  elements  above  referred  to.  Freari2 
points  out,  however,  that  the  tedious  method  of 
quantitive  analysis  can  be  dispensed  with  and 
the  incineration  method  employed,  if  certain  pre' 
cautions  are  used  to  prevent  the  escape  of  the  vola' 
tile  elements.  The  method  he  proposed  is  less  time 
consuming  and  mush  easier  of  accomplishment  and 
the  results  obtained  compare  very  favorably  to 
those  of  Sherman. 

The  foods  listed  are  arranged  in  alphabetical 
order  and  tabulated  (table  1 ) in  such  a way  as 
to  give  the  following  information:  (a)  100  gram 

portions  in  terms  of  household  measures;  (b)  ex' 
cess  acid  and  excess  base  in  terms  of  cubic  centi' 
meters  of  normal  solution;  (c)  foods  containing 
benzoic  acid  indicated  by  one  asterisk;  (d)  foods 
containing  oxalic  acid  indicated  by  two  asterisks 
and  (e)  foods  containing  salicylic  acid  indicated 
by  three  asterisks. 

The  three  most  common  foods  containing  ben' 
zoic  acid  are  cranberries,  plums  and  prunes.  As 
will  be  seen  in  the  table,  these  foods  have  an  ex' 
cess  of  base.  Nevertheless,  if  used  in  the  diet,  they 
will  tend  to  increase  the  acidity  of  the  urine.  This 
is  due  to  the  conversion  of  benzoic  acid  into  hip' 
puric  acid.  This  point  is  mentoned  in  order  that 
those  who  follow  the  reaction  of  the  urine  as  an 
indication  of  the  acid'base  balance  may  not  be 
misled  when  these  three  foods  in  particular  are  in 
the  diet. 

It  was  thought  advisable  to  include  a table 
(table  2),  giving  the  content  of  oxalic  acid  of  the 
foods  indicated.  This  was  done  because  of  the  fact 
that  oxalic  acid  combines  with  calcium  to  produce 
insoluble  calcium  oxalate  crystals  and  thus  not 
only  remove  calcium  from  the  body  but  have  a 
deleterious  effect  on  the  renal  tissues.  There  is 
some  reason  to  believe  that  the  foods  containing 
salicylic  acid  are  of  benefit  in  those  conditions 
where  the  salicylates  are  being  employed. 

The  ability  of  foods  to  combine  with  acid  or 
alkali  without  changing  their  reaction  is  spoken  of 
as  the  “buffer  value”.  Some  foods  have  a low 
buffer  value,  while  others  have  a high  value.  Foods 
of  a low  buffer  value  would  be  effective  in  com 

12.  Frear,  D.  E.:  Method  for  Estimation  of  Acid-Base 
Balance  in  Ash  of  Plants.  J.  Biol.  Chem.,  88:675-681,  Oct.. 
1930. 
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TABLE  1 

TABLE  GIVING  THE  EXCESS  OF  ACID  OR  BASE  OF  COMMON  FOODS. 


FOOD  MATERIAL 

Almonds  

Apples,  fresh  

Apricots,  fresh***  

Asparagus,  fresh  

Bacon,  smoked  

Bananas  

Barley,  pearled**  

Beans,  baked,  canned**  

Beans,  dried**  

Beans,  lima,  canned**  

dried**  

fresh**  

string,  canned**  

fresh**  

kidney,  canned**  

dried**  

Beef,  brisket  

chuck,  average  

corned  

cross  ribs,  average  .... 

dried,  salted,  smoked  

flank,  lean  

fore  quarter,  lean  

fore  shank,  lean  

heart  

hind  quarter,  lean  

hind  shank,  lean  

hind  shank,  fat  

juice  

kidney,  cooked  

liver 

loin  

neck,  lean  

neck,  medium  

plate,  lean  

porter  house  

rib,  rolled,  lean  

ribs,  lean  

ribs,  fat  

roast  

round,  lean  

round,  no  visible  fat  

rump,  fat  

rump,  lean  

sides,  lean  

shoulder  and  clod,  lean  

shoulder  and  clod,  medium 

sirloin  

Beets,  fresh,  cubed**  

Blackfish  

Bluefish  

Bread,  white,  average**  

whole  v.'heat**  

Buckwheat  flour**  

Butterfish  

Buttermilk 

Cabbage,  fresh  

Catfish  

Carrots,  fresh**  

Cauliflower**  

Celery,  raw 

Chard  

Cheese,  chaddar  

Cherries,  fresh**  ***  

Chestnuts,  dried  

fresh  

Chickens,  broilers  

Citron  

Cocoa**  

Cocoanut,  fresh  

Cod,  dressed  

salted  

Corn,  green  

Cornmeal**  


HOUSEHOLD  MEASURE 
(100  gram  portions) 

.100  nuts  

.1  medium  

.3  medium  

.8  stalks  4 inches  

.10  slices  

.1  medium  

.10  tbsps 

M cup  

.10  tbsps 

.V2  cup  

.10  tbsups 

.%  cup  

.%  cup  

.2/3  cup  

.V2  cup  

.10  tbsps 

.1  slice  4%x2%x%  

.1  slice  4%x2l4x%  

.1  slice  4x3x1  

.1  slice  4%x2%x3^  

.6  slices  4x5  

.1  slice  43^x2%x34  

.1  slice  434x236x3^  

.1  slice  43ix234x3^  

.1  slice,  2x3x1  

.1  slice  43^x23^x36  

.1  slice  436x236x36  

.1  slice  436  x 236  x 36  

.36  cup  

.2  (cooked)  

.3  slices  2x1x34  

.1  pc.  2x3x2  

.1  pc.  2x3x2  

.1  pc.  2x3x2  

.1  pc.  2x3x2  

.1  pc.  2x3x2  

.1  pc.  2x3x2  

.1  pc.  2x3x2  

.1  pc.  2x3x2  

.4  slices  436x236x36  

.1  pc.  2x3x2  

.1  pc.  2x3x2  

.1  slice  436x236x36  

.1  slice  436  x236  x 36  

.1  slice  436x236x36  

.1  slice  436  x 236  x 36  

.1  slice  436x236x36  

..1  slice  436  x 236  x 36  

cup  

cup  

cup  

..3  slices  3 x 3 36x1  

..3  slices  3 x 3 36x1  

..10  tbsps 

..1  pc.  4x136x1  

..36  cup,  scant  

..1 36  cup  

..1  pc.  4x136x1  

cup  

..2/3  cup  

..4  stalks  

..2/3  cup  

..3  cubes,  1 36  inch  square 

..25  small;  2/3  cup  

..40  roasted  

..40  nuts  

..2  slices  4x4x36  

..3.3  ounces  

..14  tbsps 

..3  slices  2x2x36  

..%  cup;  1 pc.  4x136x1  ... 

3.3  ounces  

% cup;  1 medium  ear  ... 
..13  tbsps 


ACID 


5.00 

10.30 


7.74 
8.25 
7.64 
. 7.81 

14.80 
10.37 

9.44 

11.00 

9.14 

10.00 

10.09 

10.00 

2.20 

8.22 

10.12 

11.15 

10.64 

9.77 

7.67 

10.81 
10.00 
. 9.02 
. 7.30 
.11.72 
.10.52 
11.49 
■ 10.20 
. 8.07 

- 9.60 

■ 10.13 

■ 9.82 
. 9.51 

. 9.3  1 

■ 9.73 
. 7.10 

■ 7.31 
. 6.89 

- 8.64 


7.31 


5.45 


10.76 


5.55 

12.60 

1.81 

5.35 


BASE 


12.00 

3.76 

6.4 

0.81 

5.56 

6.40 

17.20 

9.23 

41.65 

14.02 

2.66 

5.39 

3.01 

8.62 


10.87 


2.17 

5.67 

10.85 

5.50 

7.81 

15.68 

6.09 

12.80 

7.58 

9.67 
0.50 
7.05 
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Crackers,  soda  

Cranberries*  

Cream  18.5%  fat  .... 

40%  fat  

Cucumber,  fresh  

Currants,  dry***  **  

Dates  

Eggs,  whole  

whites  

yolk  

Eels,  dressed  

Figs,  dried**  

Flounder,  dressed  

Flour,  wheat,  entire  

patent  

Fowls  

Frog’s  legs  

Goose,  young  

Grapes***  

juice***  

Haddock,  dressed  

smoked  

Halibut,  smoked  

steaks  

Ham,  fresh,  lean  

medium  fat  

smoked,  lean  

medium  fat  

boneless  

deviled  

Herring,  smoked  

whole  

Koumiss  

Lamb,  breast  

chop,  broiled  

forequarter  

hind  quarter  

leg,  medium  fat  

loin  

neck  

shoulder  

side  

tongue  

Lemons**  

juice**  

Lentils  

Lettuce**  

Mackerel,  fresh  

salt  

canned  

Marmalade,  orange**  ***  , 
Milk,  condensed,  sweetened 

unsweetened  

skimmed  

whole  

Molasses  

Mushrooms  

Muskmelons  

Mutton,  chuck  

flank,  medium  fat  

fore  quarter  

hind  quarter  

hind  leg,  lean  

medium  fat  

loin,  medium  

neck,  medium  

shoulder,  medium  

side  

....atmeal,  rolled  oats  

Olives  

Onions  

Oranges**  ***  

Oysters,  fresh  solids  

Parsnips  

Peaches,  canned***  

fresh***  

Peanuts  


TABLE  i — Continued 

.16  

,.2/3  cup  

cup,  scant  

cup,  scant  

.34  medium,  10  slices  

.34  cup  

,.15  small  

.2  average  

4 

.6  

3.3  ounces  

.6  

, 1 pc.  4x1x1  

.10  tbsps 

.10  tbsps 

,.2  slices  4x4x34  

.3.3  ounces  

.3  slices  3x3x34  

. 1 small  bunch;  24  

.34  cup,  scant  

. % cup;  1 pc.  4x134x1  

. 1 pc.  4x134x1  

. 1 pc.  334x234x34  

. 1 pc.  1x234x1  

.2  slices  234x134x34  

.2  slices  234x134x34  

.4  slices  434x4x34  

.4  slices  434x4x34  

.1  pc.  434x234x34  

.15  tsps  

.34  fish;  1 pc.  1x234x1  

.1  small  

.34  cup  scant  

.4  slices  434x2x34  

. 1 large,  or  2 medium  

.1  pc.  434x2x34  

.1  pc.  434  x 2x  34  

. 1 pc.  434x2x34  

.1  pc.  434  x 2x  34  

.1  pc.  434  x 2x  34  

.1  pc.  434  x 2x  34  

.1  pc.  434x2x34  

.3.3  ounces  

.1.3  

.34  cup;  7 tbsps 

.34  cup;  4 tbsps 

.10  leaves;  1 small  head  

.1  pc.  434x134x1  

.1  pc.  434x134x1  

.3.3  ounces  

.234  tbsps 

.6.66  tbsps 

.6.66  tbsps 

.34  cup,  scant  

.34  cup,  scant  

.434  tbsps 

.2/3  cup,  or  4 large  

.34  small;  34  cup  cubed  

. 1 pc.  3x4x34  

-1  pc.  3x4x34  

.1  pc.  3x4x34  

.1  pc.  3x4x34  

.1  pc.  3x4x34  

-1  pc.  3x4x34  

. 1 pc.  3x4x34  

.1  pc.  3x4x34  

.1  pc.  3x4x34  

.1  pc.  3x4x34  

. 1 cup,  heaping  

.10  large  

.3  medium  

-1  medium  

-34  cup,  scant  

■7  medium  

• % cup  sliced;  1 large  

.2  large  halves  

-1,  2 inch  

.90  


8.35 


11.03 

4.84 

25.00 

9.37 

3.23 

12.22 

9.64 

10.22 

7.83 

7.69 


8.70 

11.62 

10.21 

9.02 

12.25 

7.42 
9.73 

8.33 

6.96 

9.61 
18.00 

9.57 

9.42 
10.71 

9.09 

9.75 

9.54 

9.33 
8.82 

8.96 

8.61 
6.50 


5.16 

9.30 

8.48 

9.68 


3.90 

7.64 

8.00 

8.62 

8.06 

9.61 

9.52 

7.85 

8.56 

8.74 

8.33 

12.00 


15.15 


3.88. 


1.72 

0.58 

0.38 

7.91 

5.80 

11.03 


100.93 


2.69 

4.00 


1.50 


5.22 

4.31 

7.36 


3.44 

4.51 

4.60 

1.83 

1.79 

59.43 

7.59 


56.96 

1.51 

5.64 

6.20 

11.81 

4.69 

5.04 
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Pears,  fresh  

canned  

Peas,  canned  

dried  

green  

Perch  

Pineapple,  fresh***  

Plums*  **  ***  

Porgy,  whole  

Pork,  loin  chop,  lean  

Medium  fat  

salt,  fat  

side,  not  lard,  and  kidney 

shoulder,  smoked  

sausage  

tenderloin  

Potatoes**  

chips**  

sweet  

Prunes,  dry*  **  

Pumpkin  

Radishes  

Raisins  

Raspberry  juice**  ***  

Rhubard**  

Rice  

flour  

Salmon,  fresh  

canned  

Sausage,  bologna  

frankfort  

summer  

Sardines  

Shad  

Shredded  Wheat  

Smelt 

Spinach**  

Squash  

Sturgeon,  ant.  section  

Tomato,  fresh**  

Trout,  salmon  

Turkey  

Turnips  

Veal,  breast,  lean  

medium  fat  

shank,  lean  

medium  fat  

flank,  medium  fat  

kidney  

leg,  lean  

medium  fat  

hver  

loin,  lean  

medium  fat  

neck  

rib,  medium  fat  

rump  

shank,  fore  

hind  

shoulder,  lean  

medium  fat  

Walnuts  

Watermelon  

Weakfish  

Wheat,  cracked  

Whitefish  


TABLE  1 — Continued 

,1  small  

.2  halves  

cup,  scant;  4 tbsps 

,12  tbsps 

cup;  4 tbsps 

.3.3  ounces  

. 1 slice  % inch  thick  

.3  average  

.3.3  ounces  

.1  large  

.1  large  

. 1 cube  1.7  inches  square 

.3.3  ounces  

.3.3  ounces  

.1  pc.  2x3x1  

.1  pc.  4^x2%x^  

.34  cup;  1,  2x4  inches  

.6  heaping  tbsps 

.34  cup;  1,  2x4  inches  

.634  

. 34  cup,  cubed  

. 1 ? medium  

.100  

. 34  cup  

-1  cup,  1 inch  pc 

-10  tbsps 

.634  tbsps 

.%  cup  1 pc.  4x134x1  

.%  cup;  1 pc.  3x  234  x 234  

.3.3  ounces  

-3,  434  inch  sausages  

-1  pc.  3x2x1  

-12  small,  6 large  

-%  cup;  1 pc.  4x134x1  

-3.3  biscuits  

-6  

-34  cup;  4 rounding  tbsps 

-34  cup;  4 rounding  tbsps 

-3.3  ounces  

-1  medium  

.1  pc.  4x134x1  

-1  pc.  4x4x34  

-34  cup,  cubed;  4 tbsps,  mashed 

-1  pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

• 1 pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

-1  pc.  434x234x34  

20  

-34  cup  cubed;  1 pc-  234x2x134 

-3.3  ounces  

-10  tbsps 

-%  cup;  1 pc.  4x134x1  


6.32 


9.39 

10.00 

8.33 

0.77 

4.21 

7.85 

6.36 

9.42 


, 9.31 
9.64 
11.02 
10.78 
9.30 
9.75 
12.50 
11.35 
9.35 
12.22 
8.70 


8.92 

8.84 

10.58 

10.46 

9.60 

10.19 

9.10 

9.66 

8.37 
10.74 
10.00 

9.38 

10.13 
9.82 

10.14 
10.27 
10.00 
10.26 
10.24 
10.24 

9.79 
, 7.86 

, 8.88 
,11.71 
11.34 


3.54 

1.72 
0.82 
5.36 
1.20 

6.72 
6.18 


7.16 

22.94 

6.66 

24.24 

1.46 

2.86 

23.44 

4.88 

8.54 


27.03 

2.81 

5.57 


2.70 


2.90 


♦Benzoic  Acid.  Some  foods,  such  as  cranberries,  plums  and  prunes,  have  an  alkaline  ask  but  because  they  contain  benzoic 
acid,  which  is  secreted  in  the  urine  as  hippuric  acid,  they  increase  the  acidity  of  the  urine.  . 

•♦Oxalic  Acid.  The  following  foods  contain  oxalic  acid.  This  acid  is  combined  with  calcium  in  the  body  to  produce  in- 
soluable  calcium  oxalate  crystals.  An  appreciable  amuont  of  this  acid  taken  into  the  body  over  a period  of  time  will  not  only 
tend  to  deplete  the  bodies’  reserve  of  calcium,  but  will  also  result  in  renal  injury  due  to  trauma  produced  by  the  small 

^ ♦♦♦Salicylic  Acid.  The  following  foods  contain  saliylic  acid  as  a methyl  ester.  For  this  reason  they  might  be  employed 
with  benefit  in  cases  of  rheumatism;  Apricots,  blackberries,  cherries,  crab  apples,  currants,  grapes,  mulberries,  oranges, 
peaches,  pineapple,  plums,  raspberries  and  strawberries. 


ditions  in  which  the  gastric  pH  is  relatively  high,  diseases  and  other  conditions  in  which  there  is 

such  as  in  malnutrition,  infectious  and  deficiency  a low  amount  of  acid  in  the  stomach.  On  the 
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THE  OXALIC 

TABLE  2 

ACID  CONTENT  OF  FOOD.S 

FOOD  MATERIAL 
Barley  meal  

PARTS  PER  1000 
0.039 

Beans,  common  

0.158 

french  

0.060  to  0.212 

haricot  

0.312 

Beans  

0.390 

Bread,  good  

Brussel’s  Sprouts  

0.047 

0.020 

Carrots  

0.027 

Cauliflower  

0.003 

Cherries  

0.025 

Chicory  

0.103 

Cocoa  powder  

3.520  to  4.500 

Coffee  

0.127 

Crumb  

0.120 

Crust 

0.130 

Currants  

0.130 

Endive  

0.017 

Figs,  dried  

0.270 

Flour,  buckwheat  

0.171 

maize 

0.033 

Gooseberries  

0.070 

Greens,  beets  (15)  .... 

4.16+  to  6.92+ 

dandelion  

0.000 

mustard  

0.000 

turnip  

0.000 

Kale  

0.000 

Lemons  

0.030 

Lettuce  

0.016 

Oranges  

0.030 

Parsley  

0.006 

Pepper  

3.250 

Plums  

0.070 

Potatoes  

0.046 

Prunes  

0.120 

Raspberries  

0.062 

Rhubarb  

2.466 

Salsify  

0.070 

Sorrel  

2.740  to  3.630 

Spinach  

4. 86  to  6.92  (15) 

Spinach,  New  Zealand 

(15) 

4.86  + + to  6.92++ 

Strawberries  

0.012 

Tea,  black,  infused  5 

min.  , 

2.060 

Tomatoes  

0.002  to  0.052 

other  hand,  considerable  benefit  might  be  derived 
by  using  foods  with  a high  buffer  value  in  those 
conditions  in  which  it  seems  desirable  to  keep  the 
gastric  acidity  at  a low  level.  For  these  reasons 
we  wish  to  incude  the  table  (table  3),  prepared 
by  Kugelmass  and  Grcenwaldis.  The  buffer 
values  of  the  foods  listed  are  in  terms  of  the 
amount  of  N/10  HCl  required  to  change  the  pH 
of  one  gram  of  food  one  unit.  It  will  be  observed 
from  the  table  that  cereals  and  vegetables  are  low 
in  buffer  value,  while  milk,  eggs  and  meat  are 
high.  Cooking  and  processing  food  seem  to  lower 
its  buffer  value.  It  should  be  pointed  out  that  the 
low  buffer  value  of  fruits  and  vegetables,  along 
with  their  high  base  value,  makes  them  especially 
valuable  in  correcting  disturbances  of  acid-base 
equilibrium. 


SUMMARY 

Reference  to  the  tables  giving  the  excess  acid  or 
base  of  foods  will  show  that  foods  may  be  classed 

13,  Kugelmass,  I.  N.  and  Greenwald,  E. : Buffer  Values  of 
Foods.  Am.  J.  Dis.  Child.,  41:1377-1379,  June,  1931. 


TABLE  3 

THE  BUFFER  VALUE  OF  FOODS 
FOOD  MATERIAL  C.C.  N/10  HCl 

Bacon,  cooked  6.0 

raw  29.6 

Beans,  green  1.4 

Lima  1.8 

Beef,  cooked  9.7 

juice  20.3 

raw  17.3 

Beets  0.8 

Cabbage  0.8 

Carrots  ’ 1.5 

Chicken,  cooked  8.5 

raw  18.8 

Corn  meal  0.5 

Eggs,  raw  11.6 

Kidney,  cooked  10.1 

raw  44.1 

Liver,  cooked  11.2 

juice  29.1 

raw  28.4 

Milk,  boiled  5.5 

lactic  acid  2.6 

protein  2.6 

raw  7.7 

Oat  Meal  0.7 

Orange  juice  5.1 

Peas  1.3 

Potatoes  2.5 

Rice  0.9 

Spinach  1.6 

Spleen,  cooked  12.9 

raw  29.6 

Squash  1.9 

Tomatoes  2.3 

Wheat,  Cream  of  O.i 

Wheatena  0.7 


into  three  main  groups.  Excess  acid-ash  foods: 
meat,  fish  and  cereals.  Some  nuts,  such  as  walnuts 
and  peanuts  and  some  fruits  such  as  plums,  prunes 
and  cranberries,  may  be  considered  in  this  group. 
Excess  alkaline-ash  foods — most  fruits,  most  vege- 
tables, milk  and  some  nuts  such  as  almonds.  Neu- 
tral food — butter,  cornstarch,  cream  and  for  the 
most  part  most  cooking  fats  and  oils  and  pure 
carbohydrates  such  as  sugar  and  tapioca. 

A survey  of  the  table  giving  the  buffer  values  of 
food  will  reveal  the  following  facts:  Those  foods 
having  the  lowest  buffer  values  are  the  cereals; 
those  of  intermediate  value  are  the  fruits  and  vege- 
tables; while  those  having  the  highest  values  are 
the  flesh  foods.  Notice  should  also  be  taken  of  the 
fact  that  cooking  reduces  the  buffer  value  to  as 
much  as  one-third  of  its  raw  value. 

The  use  of  the  acid-base  tables  will  for  the  most 
part  lie  in  those  dietotherapeutic  regimes  where 
dehydration  is  desired  as,  for  example,  in  epilepsy, 
nephritis  with  edema  and  obesity.  The  table  on 
buffer  values  will  be  useful  in  the  dietary  care  of 
individuals  suffering  either  from  an  excess  or  a 
deficiency  of  hydrochloric  acid  in  the  stomach.  It 
will  also  be  of  value  in  the  supervision  of  the  diet- 
aries of  young  children,  whose  gastric  acidity  has 
not  yet  reached  that  of  the  adult. 
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ELECTROCOAGULATION  OF  THE 
TONSILS. 

IS  IT  A COMMENDABLE  AND  WORTHWHILE 
PROCEDURE* 

Frederick  B.  B.almer,  Ph.  G.,  M.S.,  M.D. 

CHICAGO,  ILL. 

A very  apparent  interest  is  being  manifested  by 
the  physician  and  the  public  regarding  the  sub' 
ject  of  electrocoagulation  of  the  tonsils,  no  doubt 
due  mainly  to  the  publicity  given  this  subject 
through  various  channels.  The  patient  has  heard 
of  the  newer  procedure  and  to  him  it  is  ideal.  He 
remembers  what  he  prefers  to  remember  and  ac' 
cepts  it  as  a bloodless,  safe,  method;  free  from 
shock,  discomfort  and  pain,  and  is  very  likely  to 
insist  on  electrocoagulation  where  surgery  would 
be  preferable.  It  is  frequently  necessary  to  disiL 
lusion  the  patient  and  often  the  physician  as  to 
the  merits  and  indications  for  this  newer  thera- 
peutic agent.  My  interest  in  this  matter  is  to  pre- 
sent to  my  colleagues  the  results  of  my  investiga- 
tions and  observations,  devoid  of  speculation  and 
overenthusiasm. 

At  present  men  of  unquestioned  reputation  and 
ability  have  either  sanctioned,  condemned,  or  are 
awaiting  developments  of  the  procedure.  I appre- 
ciate the  fact  that  there  are  those  who  say  surgery 
is  adequate  under  any  and  every  circumstance,  no 
contraindications,  either  general  or  local.  Also 
that  their  patients  never  refuse  surgery  and  they 
have  no  postoperative  complications,  etc.  I have 
not  been  so  fortunate.  Many  of  our  own  calling 
and  specialty  come  from  a distance  and  insist 
that  electrosurgery  be  used.  It  is  very  essential  that 
the  surgeon  be  the  sole  judge  as  to  the  method 
which  is  advisable.  He  should,  therefore,  be 
equipped  accordingly. 

Unfortunately  the  laity,  as  well  as  the  physic- 
ian, is  not  satisfied  with  the  status  of  the  tonsil 
problem.  The  hazards  encountered  are  to  well 
known  to  require  emphasis.  One  need  only  consult 
the  Medicus  Indicus  and  observe  the  noticeable 
abundance  of  articles  dealing  with  the  tonsil  prob- 
lem and  its  complications.  There  is  a consumer 
demand  for  this  newer  procedure  and  we  should 
at  least  acquaint  ourselves  with  it  in  order  to  dis- 
cuss the  method  intelligently,  even  though  we  may 
not  desire  to  employ  it  until  further  proven  work 
has  been  accomplished.  I can  feel  kindly  to  one 
who  has  taken  the  time  to  investigate  a procedure 

•This  investigation  aided  by  a grant  from  the  Council 
on  Physical  Therapy  of  The  American  Medical  Association. 

♦Summary  of  address  delivered  before  Toledo  Academy  of 
Medicine,  Toledo,  Ohio,  April  8,  1932. 
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and  then  voice  his  sentiments  unfavorably,  but  I 
have  not  any  patience  with  those  of  our  calling 
who  are  myopic  to  such  a degree  that  they  con- 
demn without  sufficient  knowledge  to  justify  such 
action.  It  is  too  early,  therefore,  to  foretell  what 
possibilities  this  newer  therapeutic  agent  may  hold 
for  the  future.  Surely  an  outstanding  man  like 
McKenzie  and  many  others  would  not  expose 
themselves  to  ridicule  by  misrepresenting  the 
truth.  1 

The  practice  of  medicine  is  progressing  by  leaps 
and  bounds  and  the  average  doctor  will  find 
it  difficult  to  keep  pace  with  it.  The  public 
is  being  educated  in  newspapers,  lay  journals,  on 
every  hand  with  medical  information — good,  bad 
and  indifferent.  The  old  orthodox  regime  of  med- 
ical attitude,  ethics,  policies,  methods,  etc.  will  be 
required  to  change,  just  as  modern  business  has 
and  is  undergoing  changes  and  reforms.  How- 
ever, it  is  up  to  the  orthodox  medical  practitioner 
to  protect  humanity,  as  has  always  been  his  job, 
as  well  as  himself,  by  modifying  his  methods  ac- 
cordingly. To  disregard  this  fact  will  mean  he 
will  have  plenty  of  time  to  read  lay  journals  as 
in  the  days  of  his  early  practice  or  perhaps  become 
an  expert  bridge  player,  not  by  choice. 

There  is  a tendency  to  be  a bit  inconsistent  in 
medicine.  We  have  the  erroneous  impression  that 
when  the  degree  of  Doctor  of  Medicine  is  con- 
ferred, with  it  is  conveyed  ability  and  character 
and  natural  intuition  essential  to  decent  medical 
practice.  One  may  have  a legal  right,  while  the 
moral  right  is  unaccounted  for.  Believe  it  or  not, 
things  in  general  have  changed  r modified  in  all 
walks  of  life  and  our  way  of  doing  business  in  the 
future  will  be  subject  to  modification.  Public 
opinion  is  the  court  of  final  jurisdiction.  It  will 
not  be  necessary  to  consult  a palmist  about  one’s 
future,  when  our  services  are  wrapped  in  satis- 
faction. 

I am  extremely  anxious  to  avoid  being  misrepre- 
sented or  misquoted  in  this  presentation.  T^o  at' 
tempt  is  being  made  to  replace  the  orthodox  sur' 
gical  procedure.  I do  wish  to  make  a plea  for  a 
more  exacting  technic  that  would  enable  one  to 
obtain  9?  per  cent  satisfactory  in  place  of  75  per 
cent  unsatisfactory  results,  as  repeatedly  reported 
following  the  usual  surgical  procedure.  The  phy- 
sician, as  well  as  the  laity,  is  eager  to  welcome 
any  technic  that  will  lessen  the  hazzards  and  poor 

1.  McKenzie,  Dan:  Diathermy  Extirpation  of  the  Pharyn- 
geal Tonsils,  The  British  Medical  Journal,  Vol.  2,  pp.  951-2, 
Nov.  23,  1929 
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postoperative  results  attendant  on  the  removal  of 
tonsils. 

That  tonsil  surgery  has  steadily  improved  can- 
not  be  gainsaid,  and  a skillful  operator  will  almost 
always  obtain  satisfactory  results.  Nevertheless, 
many  operators  obtain  results  that  are  frequently 
unsatisfactory.  It  is  fully  appreciated  that  occa^ 
sionally  there  are  conditions  over  which  we  have 
no  control.  It  is  possible  to  perform  a satisfactory 
tonsillectomy  and  at  a subsequent  time  find  an 
abundance  of  granulation  tissue,  lymphoid  hyper' 
trophy,  regenerated  or  removed  tonsillar  tissue  in 
evidence  as  well  as  undue  scarring  and  adhesions. 
When  the  pillars  are  injured  or  removed  accu 
dentally,  or  large  pieces  of  tonsil  tissue  are  ah 
lowed  to  remain,  all  of  which  are  avoidable  and 
without  an  explanation,  it  is  no  wonder  patients 
are  displeased  and  seek  elsewhere  for  relief.  The 
technic  certainly  has  not  been  adequate  when  so 
frequent  unsatisfactory  postoperative  results  occur 
Rhoads  and  Dick,2  in  the  routine  physical  examin' 
ation  of  nurses  entering  training  at  the  Presbyter' 
ian  and  Cook  County  hospitals,  found  the  tonsils 
to  have  been  incompletely  removed  in  73  per 
cent  and  the  remaining  tissue  contained  more 
pathologic  bacteria  than  the  tonsil  in  its  state  prior 
to  removal.  Further,  the  conditions  did  not  im- 
prove  until  the  recurrent  tissue  was  removed. 

Faulty  operative  position  and  a lack  of  definite, 
precise  technic  are  responsible  for  many  of  the  un' 

, satisfactory  postoperative  results  encountered.  Local 
' tonsillectomies  are  usually  performed  quite  satis- 
factorily,  but  when  it  comes  to  operating  under 
: general  anesthesia,  the  operator’s  reputation  is 
I frequently  at  stake.  With  the  patient  on  his  back, 
aspirating  mucus,  blood  and  derbis,  postoperative 
' complications  are  very  prone.  Working  from 
' above  downward,  with  his  field  of  vision  obscured 
and  especially  if  there  is  any  amount  of  bleeding, 
it  is  frequently  impossible  to  do  nice  work. 

In  an  attempt  to  stress  the  importance  of  a 
definite  precise  technic  in  tonsillectomy,  especially 
when  general  anesthesia  is  employed,  I beg  your 
indulgence  to  the  following  short  resume  of  the 
^ technic  employed  by  me,  with  instruments  devised 
to  control  the  situation  at  hand  that  preclude  post- 
operative complications.^ 

2.  Rhoads,  P.  S.,  & Dick,  J. : Efficacy  of  Tonsillectomy 

I or  removal  of  Focal  Infection.  J.  A.  M.  A.,  Vol.  91,  No.  16, 
^ 928. 

( 3.  Balmer,  Frederick  B.,  Refinements  in  Surgery  of  the 

■ I’onsils  Including  Electrosurgery,  Illinois  Medical  Journal,  A'ol. 
l!-X,  No.  6,  pp.  458-469,  December,  1931. 


author’s  surgical  procedure  when  operating 

UNDER  GENERAL  ANATHESIA 
The  patient  is  turned  on  his  right  side,  (fig.  1), 
head  slightly  lower  than  the  body.  A silk  ligature 
is  inserted  through  the  base  of  the  uvula  (fig.  2) 
and  traction  made  by  the  anesthetist  while  dissec- 
tion is  progressing  (fig.  3).  Following  the  removal 
of  the  tonsils  (fig.  4)  all  bleeding  vessels  are 
ligated  (fig.  5).  The  accompanying  diagrams  will 
serve  to  elucidate  the  procedure. 3 

The  technic  offered  is  effective  and  simple  and 
without  complications.  The  use  of  needles  in  su- 
ture ligation  is  infinitely  more  dangerous  for  ob- 
vious reasons  and  should  be  used  preferably  in 
urgent  cases.  While  complications,  such  as  cervical 
cellulitis,  meningitis,  etc.,  are  infrequent,  they 
have  occurred  using  needles  and  one  is  not  justified 
in  courting  trouble.  Further,  the  vessels  are  fre- 
quently missed,  going  above,  below  or  straight 


Fig..  1.  Relative  position  of  patient,  operator,  assistant 


and  anesthetist. 

1.  Patient  on  his  right  side. 

2.  Operator,  seated  on  a stool  on  a level  with  patient  with 
his 

3.  Assistant,  and 

4.  Anesthelist,  also  similarly  seated. 

Small  insert  showing  position  from  above. 


Fig.  2.  Showing  silk  legature  being  passed  through  the 
base  of  the  uvula  (the  upper  third  or  muscular  portion),  using 
a small  curved  cutting  needle.  Small  insert  shows  ligature 
inserted  and  a forceps  being  attached  to  the  free  end  ready  for 
traction  to  be  applied  during  dissection,  which  puts  the  post- 
erior pillar  on  the  stretch  and  simplifies  dissection  materially. 
The  uvula  is  held  with  a thumb  forceps  or  the  author’s  uvula 
tenaculum  while  needle  is  being  inserted. 
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Fig.  3.  Tonsil  grasped  with  author’s  three  prong  tenaculum 
tonsil  hook.  Tonsil  is  lifted  from  its  bed  and  a slight  rotary 
traction  is  made,  bringing  landmarks  into  view  while  trac- 
tion is  made  on  the  uvula,  simplifying  the  dissection  and 
permitting  of  the  utmost  precision. 


Fig.  4.  Tonsil  removed  and  fossa  inspected  for  vessels  to 
be  ligated.  With  moderate  traction  on  uvula  and  anterior 
pillar  retraction  with  patient  on  the  side  an  unobstructed  view 
is  obtained  and  routine  legation  of  the  vessels  easily  executed. 


Fig.  5.  Showing  the  mechanics  involved  in  tying  the  knot 
carrying  it  down  over  the  end  of  the  forceps  and  legation  of 
the  vessel.  Author’s  tier  is  opened  and  the  right  strand  of 
catgut  is  engaged  in  the  fenestra  and  tier  is  closed.  Tier  does 
not  become  entangled  with  the  suture  or  tissues. 

A.  C.atgut  brought  up  from  under  the  forceps  which  has 
previously  clamped  a vessel. 

B.  A single  knot  is  loosly  tied  and  both  ends  of  the  cat- 
gut are  held  in  the  operator's  left  hand  while  the  forceps  is 
being  gently  held  and  steadied  by  the  assistant’s  right  hand, 
whose  left  hand  is  swung  around  the  left  side  of  the  patient’s 
face  and  depresses  the  tongue,  avoiding  any  obstruction  to 
the  view. 


C.  Knot  being  sent  down  the  forceps.  The  tier  is  opened,  I 

the  right  strand  of  the  catgut  engaged,  the  tier  is  closed  and  | 
the  loop  sent  down  the  forceps.  , 

D.  Shows  the  loop  over  the  end  of  the  forceps  and  securely 

tied,  keeping  the  left  strand  in  the  left  hand  and  the  right  one  ; 

in  the  right  hand,  preferably  in  contact  with  the  corrugated 
handle.  'The  slack  is  taken  up  by  the  thumb  and  index  finger 

or  the  index  and  middle  fingers  of  the  left  hand  and  securely 
tied. 

E.  Close  up  view  of  ligature  around  vessel  being  tied. 

F.  Close  up  view  of  ligature  around  vessel  having  been 
tied. 


through  the  vessel  unless  mattress  sutures  are  used. 
The  same  can  be  said  for  the  instruments  that 
cut  through  the  tissue  and  insert  the  ligature  at 
the  same  time  and  they  usually  start  more  bleed- 
ing than  that  which  is  controled  by  their  use. 

Advantages  of  the  procedure.  The  patient  lying 
on  the  side  permits  of  an  unobstructed  view  of  the 
field  of  operation  at  all  times.  Blood  and  mugus 
that  may  appear  can  be  readily  withdrawn  or  al- 
lowed to  collect  in  the  buccal  fossa  and  removed 
at  our  convenience.  The  tonsillar  fossa  is  inspect- 
ed by  placing  the  writer’s  self-retaining  clip  in 
the  middle  of  the  anterior  pillar  and  a little  trac- 
tion applied,  if  the  weight  of  the  forceps  on  the 


silk  to  which  the  clip  is  attached  is  insufficient,  or 
the  assistant  may  retract  the  pillar  with  the  tonsil 
hook.  The  technic  as  described  has  proven  satis- 
factory and  permits  the  operator  to  control  the 
situation  at  hand.  Complications  are  reduced  to 
a minimum. 

Uvula  holders  that  crush  the  uvula  are  veiy 
unsatisfactory,  in  that  they  cause  a profound 
edema  and  discomfort  of  the  uvula  for  several 
days  and  also  require  the  constant  attention  of 
an  assistant.  The  uvula  clip  or  suture  (fig.  6) 
leaves  a single  tiny  puncture  that  causes  no  ap- 
parent discomfort  and  is  held  by  the  anesthetist 
only  on  special  occasions  when  traction  is  needed. 
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Fig.  6.  Showing  author’s  uvula  legature,  facilitating  the  re- 
moval of  the  adenoid,  a portion  of  which  is  seen  under  directvi- 
sion.  Accidental  removal  of  uvull  well  nigh  impossible  and  con- 
trol of  bleeding  facilitated.  Postnasal  space  may  be  measured 
digitally  and  the  proper  size  adenotome  selected  and  used.  It 
is  to  be  remembered  that  the  patient  is  on  the  side  and  his 
head  of  the  table  is  slightly  lowered,  thereby  preventing 
aspiration  of  foreign  material  and  permitting  of  an  unobstruct- 
ed view  at  all  times. 

Fig.  7.  A.  Author’;  combination  three  prong  tonsil  tena- 
culum hook  and  pillar  retractor. 

B.  Author's  light-weight  hemostat  forceps  with  long  slender 
handle.  The  tension  of  the  jaws  has  been  considerably  reduced 
so  that  undue  crushing  of  the  tissues  is  avoided.  Weight  about 

It  is  decidedly  advantageous  while  removing  the 
adenoid,  making  it  possible  to  see  and  inspect  a 
portion  of  the  postnasal  space  tissue  on  direct 
vision  (fig.  6),  The  accidental  removal  of  the 
uvula  during  the  surgical  procedure  is  well  nigh 
impossible. 

The  control  of  bleeding  following  adenoid  removal 
is  greatly  facilitated  by  direct  pressure,  the  liga- 
aire  permitting  the  u'vula  to  be  pulled  up  and 
'orward.  The  control  of  bleeding  with  the  stand' 
ird  accepted  method  of  tying  with  catgut  is  es' 
ential  to  good  surgery  (fig.  7).  One  may  also  cO' 


20  grams  in  contrast  to  usual  tonsil  forceps  which  weights 
65  grams  or  more.  Designed  to  permit  the  cutgut  loop  to 
slide  down  the  forceps  without  interference  at  the  lock.  It 
is  seven  inches  in  length  and  has  a curved  tip. 

C.  Author’s  knot  tier.  This  instrument  is  provided  with 
a fenestra  that  may  be  opened  to  engage  the  catgut  and  closed, 
thereby  preventing  the  tier  from  being  caught  in  the  tissues 
while  in  use.  It  is  especially  useful  in  tonsil  surgery  and  other 
inaccessible  places.  It  is  supplied  in  various  lengths  as  de- 
sired. A shows  the  tier  closed.  B open. 

D.  Author’s  uvula  tenac'ihim,  used  to  grasp  the  tip  of 
uvula  while  inserting  ligature  through  muscular  portion  or 
upper  third.  Ordinary  forceps  crushes  the  uvula.  The  uvula 
being  slippery  offers  difficulty  in  grasping  it  with  other 
means. 


agulate  the  vessels  by  touching  the  forceps  with  the 
coagulating  diathermy  current,  thus  controlling 
bleeding.  The  latter  method  is  more  useful  during 
local  operations,  or  where  basal  anesthesia  such  as 
avertin  is  employed,  owning  to  the  danger  of  ex- 
plosions  due  to  the  general  anesthetic. 

Having  endeavored  to  present  what  has  been 
to  the  writer  a satisfactory  surgical  technic  of  re' 
moving  tonsils,  permit  me  to  offer  a method  of 
tonsillar  extirpation  by  electrosurgery,  not  to  re- 
place  surgery,  but  serving  as  an  adjunct  and  a 
valuable  aid  to  classical  surgery. 
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ELECTROCOAGULATION  OF  THE  TONSILS 
GR.\DUAL  EXTIRPATION  OF  THE  TONSILS  BY 
DIATHERMY 

General  Consideration.  With  the  apparatus  as 
we  find  it  today,  the  current  is  very  definitely 
controlled  and  safe  when  properly  used.  A thor- 
ough  knowledge  of  the  orthodox  surgical  pro- 
ceedure  is  essential  to  the  proper  and  safe  employ- 
ment  of  electrosurgery.  Certainly,  the  man  who 
does  not  know  what  the  surgical  removal  means 
is  not  expected  to  perform  the  electrical  method 
satisfactorily. 

The  results  that  I have  observed  in  cases  hav- 
ing been  subjected  to  the  electrical  method  have 
not  been  satisfactory^  no  doubt  due  to  improper 
technic  and  frequently  the  calibre  of  men  employ- 
ing the  procedure.  Such  terms  as  enucleation  of 
the  tonsils  by  diathermy,  electrosurgical  enuclea- 
tion, tonsillectomy  by  diathermy  are  not  essential- 
ly untrue.  When  one  considers  that  the  capsule 
is  not  usually  removed  by  diathermy,  if  not  a por- 
tion of  the  fundus,  certainly  such  terms  are  mis- 
nomers. Why  not  look  upon  the  procedure  much 
in  the  same  light  as  we  do  radium  and  roentgen  ray 
treatment?  Surely,  it  is  impractical  to  offer  it 
to  replace  surgery  in  many  respects  and  it  should 
not  be  considered  on  the  same  basis.  It  is  another 
way  out  and  may  be  more  desirable  at  times  and 
better  suited  to  certain  conditions. 

Most  operators  will  do  w’ell  to  remove  the  cryp- 
tic or  disease-bearing  area.  Physiologically  the  re- 
sults are  gratifying  when  properly  performed.  It  is 
interesting  to  note  the  incidence  of  peritonsillar 
abscess  is  markedly  decreased  if  not  entirely  alle- 
viated, following  the  removal  of  infected  post- 
operative tonsillar  remains  by  diathermy  which 
previously  gave  a history  of  repeated  attacks  after 
two  or  three  attempts  at  surgical  removal.  The 
last  word  has  not  been  said  concerning  the  physi- 
ology of  the  tonsil.  In  this  respect,  I have  been 
concerned  with  the  following  experience  on  many 
occasions.  I have  removed  tonsils  surgically  to  the 
satisfaction  of  the  most  fastidious  and  at  a sub- 
sequent time  found  the  lateral  pharyngeal  lym- 
phatic folds  to  hypertrophy  with  occasional  acute 
inflammatory  exacerbations,  simulating  an  acute 
follicular  tonsillitis  with  systemic  toxic  symptoms 
markedly  evidenced.  In  view'  of  the  fact  that 
tonsillar  tissue  is  so  prone  to  reoccur,  it  is  possible 
nature  is  attempting  to  rebel  against  the  removal 
of  this  lymphoid  structure  in  its  entirety.  This 


may  be  further  considered  under  diathermocryptec.. 
tomy,  a brief  consideration  which  is  to  follow. 

ELECTRICAL  CURRENT  EMPLOYED 

The  agent  employed  is  practically  always  some 
form  of  higher  frequency  current.  The  various 
types  are  as  follows: 

Electrodesiccation  and  fulguration,  Oudin  cur- 
rent, referred  to  at  times  as  sparking.  Both  arc 
desiccating.  The  desiccating  is  biterminal  and 
is  hotter  than  fulguration  which  is  monoterminal 
and  does  not  require  a second  or  inactive  dispers- 
ive electrode  or  ground. 

Electrocoagulation.  Surgical  diathermy  or  bipo- 
lar endothermy,  d’Arsenval  current. 

Electrocutting.  Radio  knife  or  arc  vision  current. 
Fundamental  knowledge  of  the  various  currents  | 
is  essential  and  readily  available  and  not  within  I 
the  scope  of  this  paper.  , 

Therapeutic  Use.  Electrodesiccation  and  fulgu- 
ration may  be  used  where  the  tonsil  is  practically 
all  removed,  a superficial  layer  of  tissue  or  folli- 
cles, etc.  remaining  that  requires  smoothing  dow'n, 
also  to  control  superficial  bleeding  by  withdrawing 
the  needle  or  electrode  from  the  tissues  a mm.  or 
two  and  sparking.  The  electrocutting  current  has  the 
combined  effect  of  cutting  and  coagulation,  both 
effects  being  controlled  or  modified  to  suit  the 
individual  requirements  and  conditions  at  hand. 
The  arc  which  forms  ahead  of  the  electrode  at  a 
rapid  rate  volatilizes  the  tissue  and  separates  it 
as  though  it  were  done  with  a knife.  This  current 
is  especially  advantageous  to  use  in  very  vascular 
conditions,  where  troublesome  bleeding  or  hemorr-  ' 
hage  is  liable;  in  malignancies  it  offers  the  ad-  ) 
vantage  of  controlling  the  bleeding  and  the  dis- 
semination of  cancerous  cells  and  in  infected  tissue 
it  minimizes  the  dissemination  of  the  infection.  ■ 
This  current  may  be  used  in  one-stage  tonsillec-  ■ 
tomies,  coagulating  the  vessels  at  the  same  time, 
or  using  tw'o  separate  electrodes,  one  coagulating 
and  one  cutting  alw'ays  in  readiness  without  ad-  ■ 
justing  the  machine.  For  further  details  see  the  ' 
writer’s  article,  “Electrosurgery  and  the  Otolaryn-  ~ 
gologist.4”  ■ 

INDIC.^TIONS  FOR  ELECTROCO.'^GUL.^TION  OF 
THE  TONSILS 

1.  Postoperative  tonsillar  remains,  lymphoid  hy- 
pertrophy or  regenerated  tonsillar  tissue.  It  is  con- 
ceded by  those  having  had  experience  with  elec- 

4.  Balmer,  Frederick  B..  Electrosurgery  and  the  Otolar- 
yngologist. Archives  of  Otolaryngology,  Vol.  15,  pp.  503-516, 
April.  1932. 
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trocoagulation  that  it  is  the  method  par  excellence 
for  these  conditions.  If  instead  of  73  per  cent  of 
all  tonsils  showing  postoperative  tonsillar  tissue 
requiring  removal,  we  consider  50  per  cent  a con' 
servative  estimate,  I maintain  this  condition  alone 
justifies  a place  in  our  armamentarium. 

2.  Lingual  hypertrophy  and  varix. 

3.  Various  fungus  affections. 

4.  Growth  and  malignancies. 

The  above  are  certainly  more  amenable  to 
electrosurgery  and  electrocoagulation  in  particular. 

5.  Removal  of  the  tonsils  in  conditions  accom' 
panied  by  blood  dyscrasias,  such  as  hemophilia, 
severe  anemia,  etc. 

6.  Various  general  conditions  accompanied  by 
serious  involvement  of  the  heart,  lung  and  kidneys 
and  in  the  presence  of  certain  diseases  such  as 
syphilis,  arthritis,  and  sclerotic  changes. 

7.  The  aged  and  infirm. 

8.  The  many  patients  who  refuse  surgical  re' 
moval. 

A considerable  amount  of  material  is,  therefore, 
readily  available  for  electrocoagulation.  I would 
recommend  that  the  ethical  practitioners  and  es' 
pecially  the  otolayngologists  become  thoroughly 
acquainted  with  the  use  of  electrosurgery  and  use 
it  in  properly  indicated  conditions.  Irregular 
practitioners  will  no  doubt  continue  to  use  the 
; method,  but  improperly  used  their  efforts  will 
culminate  in  defeat.  They  have  used  other  ortho' 
dox  methods  which  in  time  have  met  a similar 
. fate. 

Limitations  and  Contraindications.  Electrosurg' 

1 ery  as  advocated  by  the  author  is  a safe,  conserva' 
tive  procedure.  It  requires  judgment,  technical  skill, 

I time  and  meticulous  care.  The  multistage  method 
is  advocated  in  the  gradual  extirpation  of  the  tonsil, 

! destroying  a portion  at  one  time.  Inasmuch  as  the 
method  is  employed  where  conservatism  is  of  para' 
mount  importance,  any  attempt  to  destroy  the  en' 
>jtire  tonsil  at  one  sitting,  or  large  portions  of  it, 
•Ijdefeats  the  very  purpose  for  which  we  are  em' 
xiploying  the  method.  This  is  dangerous,  not  feasible, 
]. impractical.  Further,  to  maintain  that  one  can  con' 

I :rol  the  current  to  such  an  extent  that  it  will  fob 
'low  around  the  various  contours  and  limit  itself 
0 such  a nicety  as  to  stop  precisely  at  the  capsule 
n one  sitting  reveals  lack  of  knowledge  and  in' 
S incerity  on  the  part  of  the  operator,  and  I do  not 
iielieve  it  can  be  done.  It  is  not  applicable  in 
3 hildren,  extremely  nervous  or  refractory  patients, 
fv'here  cooperation  is  not  available,  and  where  all 


local  operations  are  contraindicated.  There  are  cer' 
tain  types  of  tonsils  that  are  inaccessibly  unsuitable, 
for  example,  those  with  a large  lobe  deeply  situated 
in  the  palatine  fossa  as  well  as  those  with  very 
taut  and  thick  pallatoglossus  muscles. 

Selection  and  Preparation  of  Patients.  The  cases 
are  properly  selected.  The  tonsillar  crypts  are 
cleansed  with  6 per  cent  phenol  in  glycerine  and 
the  debris  and  secretion  are  removed  and  10  per 
cent  mercurochrome  applied  to  the  crypts.  This 
may  be  done  a day  or  so  prior  to  the  first  treatment 
if  desired,  while  making  arrangements  with  the  pa' 
tient.  Instruction  is  given  as  to  the  method  em' 
ployed,  the  possibility  of  some  discomfort,  the  time 
necessary,  explaining  in  detail  that  time  and  cooper' 
ation  are  essential  to  success.  The  necessity  to  re' 
turn  at  stated  intervals,  depending  upon  the  amount 
and  type  of  tissue  to  be  removed.  Usually  five  or 
six  and  may  be  a dozen  treatments  will  be  necessary. 
Time  spent  in  doing  this  at  the  beginning  will  avoid 
“changing  horses”  in  the  middle  of  the  stream.  The 
treatments  may  be  extended  over  a considerable 
length  of  time  if  more  convenient  to  certain  pa' 
tients.  (For  more  complete  details  see  author’s  arti'  ^ 
cle,  “Evaluation  of  Electrosurgery  of  the  Tonsils.”") 
The  only  thing  I ever  guarantee  in  my  practice  is 
this.  I guarantee  one  thing,  to  do  my  very  best 
for  the  patient  and  I tell  him  so. 

TECHNIC  EMPLOYED 

The  tonsil  is  swabbed  with  1:1000  adrenalin 
solution  to  dehydrate  the  tissues.  The  surface  of 
the  tonsil  and  the  interior  of  the  crypts  are  swabbed 
with  cocaine  hydrochloride  flake,  using  a fine  alum' 
inum  applicator  tipped  with  cotton  and  moistened 
with  1 :6000  adrenalin  solution  and  the  excess  of 
moisture  squeezed  out.  An  infinitesimal  amount  of 
cocaine  is  picked  up  on  the  applicator  without  caus' 
ing  the  flakes  to  go  into  solution  by  excess  of  water. 
This  is  repeated  two  or  three  times  at  two  or  three 
minute  intervals  which  is  usually  sufficient.  The 
apparatus  is  in  readiness,  electrocoagulation  current 
employed,  the  reading  on  the  meter  being  about 
3000  milliamperes  with  the  spark  gaps  slightly  open. 
This  will  give  approximately  a reading  of  2 50' 3 00 
milliamperes  with  the  patient  i n the  circuit. 
Amount  of  current  can  be  varied  with  conditions 
at  hand.  To  the  active  electrode  the  appropriate 
needle  is  attached.  The  indifferent  electrode  is 
connected  to  the  metal  chair  or  the  foil  on  which 
the  patient  is  seated.  The  writer  has  developed  a 

5.  Balmer,  Frederick  B.,  Evaluation  of  Electrosurgery  of 
the  Tonsils.  Archives  of  Physical  Therapy,  X-Ray,  Radium, 
pp.  10-14,  Vol.  12,  No.  1.  January,  1931. 
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Fig.  11.  Schematic  representation,  showing  - 
insertion  of  needle  electrode  and  typical  re-  1 
action  with  small  area  of  normal  tissue  be-  " 
tween  coagulated  areas.  Combination  tongue 
depressor  and  pillar  retractor  is  shown. 


Fig.  8.  Author’s  universal  diathermy  electrode  holders 
with  electrodes  and  combination  pillar  rectractor  and  noncon- 
ductive  tongue  depressor.  Needles  of  various  shapes  and  sizes 
are  used,  according  to  the  type  and  amount  of  tissues  to  be 
removed. 

Universal  coagulation  electrode  holder  with  light  weight  cord 
(boilable). 

1.  Large  Curved  Tonsil  Electrode;  2.  Small  Curved  Tonsil 
Electrode;  3.  Large  Straight  Tonsil  Electrode;  4.  Fine  Curved 
Tonsil  Electrode ; 5.  Fine  Straight  Tonsil  Pharyngeal  Elect- 
rode; 6.  Large  Angular,  Lingual  and  Faucial  Tonsil  Electrode; 
7.  Blunt  Tip  Electrode  for  Granulations  and  Diffuse  Super- 
ficial Effect;  8,  9.  Extra  plain  Needles  which  may  be  bent  as 
desired;  10.  Threaded  Adapter  for  Attaching  Blade,  Ball  or 
Disc  Electrodes;  11.  Soft  Rubber  Electrode  Insulating 
Sheaths;  12.  Combination  Tongue  Depressor  and  Pillar  Re- 
tractor, nonconductive  (straight  and  curved  end). 


Fig.  9.  Author’s  combination  tongue  depressor  and  pillar 
retractor,  straight  handle  (metal).  May  be  used  on  either 
side;  permitting  the  tongue  to  be  depressed  and  pillars  retract- 
ed at  the  same  time. 


Fig.  12.  Schematic  representation  showing: 

A.  Amount  of  tonsillar  extirpation  after  first  treatment. 

B.  Apparent  complete  removal  of  tonsil  after  several  ap- 
plications, plicatriangularis  removed  and  pillars  undamaged. 

C.  Same  tonsil  above  with  full  retraction  of  anterior  pillar, 
showing  small  amount  of  tonsillar  fundus  remaining  to  be  re- 
moved. 


series  of  seven  needles  and  a universal  holder  or 
handle  and  combination  pillar  retractor  and  tongue 
depressor,  (fig.  8) . The  holder  will  accommodate 
needles  of  various  lengths  and  calibres  which  are: 
held  securely.  The  tongue  depressor  can  be  had  in 
nonconductive  and  conductive  material,  (figs.  8, 
9,  10).  1 

The  proper  needle  is  selected  for  the  type  of  | 
tissue  to  be  coagulated  and  inserted  into  the  tonsil 
substance  approximately  four  millimeters,  depending, 
upon  the  amount  of  tissue  to  be  removed,  staying 
about  four  or  five  mm.  away  from  the  peripheral 
structures  and  avoiding  sparking  and  surface  fulgur'^ 


Fig.  10.  Author's  combination  longue  depressor  and  pillar 
retractor  with  curved  handle  (metal).  May  be  used  on  either 
aide,  permitting  the  tongue  to  be  depressed  and  pillars  retract- 
ed at  the  same  time. 
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ition,  keeping  the  point  toward  the  center  of  the 
Fossa  (fig.  11).  The  foot  switch  is  turned  on,  and 
n one  to  three  seconds  a blanched  area  will  appear 
iround  the  needle.  The  foot  switch  is  released  and 
:he  needle  is  removed.  This  process  is  repeated  as 
nany  times  as  is  necessary,  usually  six  to  ten  coil' 
;acts,  depending  upon  the  amount  of  tissue  to  be 
•emoved.  A small  area  of  unblanched  tissue  which 
s left  between  the  punctures  allows  the  coagulated 
ireas  to  coalesce  and  prevents  overcoagulation  and 
he  possibility  of  too  early  separation  of  the  coag' 
ilum,  thereby  avoiding  unpleasant  complications. 

The  amount  of  destruction  following  a moderate 
:oagulation  will  surprise  the  beginner  when  the 
:oagulum  has  cleared.  The  utmost  precision  is  es' 
lential.  The  first  trial  should  be  very  moderate  to 
ibserve  the  reaction  of  the  tissues  as  a guide  to 
'urther  treatment  (fig.  12).  Should  a bleeding 
)oint  be  encountered,  it  may  be  readily  controlled 
jy  sparking  the  area,  withdrawing  the  electrode 
iway  from  the  tissue  one  or  two  millimeters.  One 
nay  begin  at  the  supratonsillar  fossa  area  if  desired, 
vhere  toxic  absorption  is  probably  most  active. 

It  is  better  to  begin  in  an  area  around  the  middle 
)f  the  tonsil,  if  there  is  any  likelihood  of  the  pa' 
ient  wishing  to  resort  to  surgery  after  a treatment 
)r  two,  which  eliminates  interfering  with  the  surgi- 
:al  dissection,  should  it  be  necessary.  Subsequent 
reatments  to  the  same  tonsil  can  be  given  in  ten 
lays  as  it  takes  this  long  for  the  coagulum  to  clear. 
F)ne  may  hurry  the  amount  of  tissue  coagulated  at 
t sitting  but  the  intervals  between  treatments  can' 
lot  be  shortened.  The  other  tonsil  may  be  treated 
n four  or  five  days  after  the  first  one.  Topical 
inesthesia  is  employed  purposely  and  there  is  like' 
ihood  of  some  discomfort  and  pain.  Statements  to 
he  contrary  reveal  insincerity.  The  amount  of  pain, 
lowever,  is  usually  negligible  and  varies  with  the 
ndividual.  Infiltration  anesthesia  i s purposely 
voided  because  it  dissipates  the  current  and  rend' 
rs  it  uncontrollable.  The  waterlogging  of  the 
|issues  if  injected  would  cause  undesirable  reac' 
|ion  to  follow  such  as  swelling,  edema,  pain,  etc. 
i)ccasionally  nerve  block  is  resorted  to  when  near' 
jig  the  capsule  during  the  final  treatments,  but 
I generally  tabooed  for  reasons  previously  stated. 

“Vocal”  or  “oral”  anesthesia  has  its  place.  How' 
f/er,  the  time  being  from  one  to  three  seconds  dur' 
.'ig  each  coagulated  area,  the  discomfort  is  only 

[omentary.  I have  used  sphenopalatine  anesthesia 
my  private  cases  with  abundant  satisfaction,  a 
|lport  of  which  will  appear  in  the  literature  short' 


ly.  The  time  required  for  either  type  of  anathesia 
to  take  effect  is  a disturbing  factor  and  usually 
necessitates  one  especially  trained  to  employ  it. 

Complications  Possible.  It  is  possible  to  have  dis' 
comfort,  secondary  hemorrhages,  infection,  incom' 
plete  removal  of  the  tonsils  just  as  with  any  other 
means  of  tonsil  removal,  and  especially  if  the  same 
painstaking  care  is  not  adhered  to  as  usual  with 
good  surgery,  and  if  improper  technic  is  employed. 
The  writer  has  had  practically  no  disturbance  with 
complications,  no  doubt  due  to  the  conservative 
method  employed.  There  are  tonsils  that  are  un' 
suited  for  electrocoagulation  and  this  phase  of  the 
procedure  will  be  considered  at  a later  date. 

ELECTROCOAGULATION  DOES  NOT  REPLACE  SURGICAL 
TONSILLECTOMY 

Electrocoagulation  is  not  offered  to  replace  surg' 
ery  in  the  removal  of  tonsils.  The  average  tonsil 
can  be  removed  rapidly  and  cleanly  with  little  or 
no  inconvenience  to  the  patient  or  surgeon,  espec' 
ially  if  the  cases  are  properly  selected  and  the  prop' 
er  attention  given  before,  during  and  after  the  op' 
eration.  The  risk  to  the  patient  is  practically  nil 
with  a good  operator.  How  ridiculous  it  would  be 
to  subject  the  average  patient  to  the  time'consuming 
method,  when  the  tonsils  may  be  slipped  out  in  a 
few  minutes  under  local  anesthesia.  Economically 
there  is  no  advantage  to  be  offered  in  the  average 
case.  Postoperative  tonsillar  remains,  very  sessile 
tonsils,  markedly  atrophied  tonsils  that  can  be  easily 
manipulated  are  satisfactory  cases  for  electrocoagu' 
lation.  Should  a portion  of  the  tonsil  show  up  after 
removing  it  surgically,  it  is  a very  simple  matter  to 
remedy  it  with  electrocoagulation.  No  method  is 
ideal,  but  the  combination  of  surgery  and  electro' 
surgery  is  a means  of  approaching  the  ideal.  Surg' 
ery  will  continue  to  be  the  method  of  choice,  and 
where  it  is  contraindicated  electrosurgery  may  be 
considered  an  appropriate  and  scientific  aid  to  class' 
ical  surgery.  The  surgeon  should  be  equipped, 
therefore,  to  use  the  method  best  suited  for  the 
conditions  at  hand  and  not  to  be  limited  by  lack 
of  ability,  knowledge,  equipment  nor  prejudice. 

DIATHERMOCRYPTECTOMY 

I have  always  maintained  that  nothing  short  of 
the  total  removal  of  the  tonsils  should  be  considered 
when  the  tonsil  is  diseased  and  the  surgical  removal 
atempted.  My  reason  for  this  is  that  incompletely 
removed  tonsillar  tissue  following  the  surgical  re' 
moval  usually  becomes  scarred  over,  due  to  the 
ceatricial  contraction  and  anatomic  distortion.  The 
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physiologic  function  is  greatly  interfered  with  and 
there  is  the  possibility  of  continuation  of  a potent 
focus  of  infection.  The  same  conditions  are  not 
at  hand  when  diathermy  is  properly  employed. 
The  contraction  and  scarring  following  the  later 
method  is  infinitesimal  with  apparently  no  dis' 
tortion  in  glandular  tissue.  The  crypts  can  be  fob 
lowed  down  to  their  normal  termination.  It  is 
usually  a simple  matter  to  remove  the  cryptic  bear- 
ing area  of  the  tonsil  down  to  its  fundus.  I have 
had  many  patients,  some  of  whom  had  very  ha2;- 
ardous  conditions,  who  refused  anything  more  than 
removal  of  the  cryptic  portion  and  the  results 
were  satisfactory.  No  trauma  to  adjacent  structure 
need  ever  occur. 

In  view  of  the  fact  that  75  per  cent  of  all  surgi' 
cal  tonsils  are  and  have  been  incompletely  removed, 
I believe  the  removal  of  the  cryptic  portion  is  a 
justifiable  and  worthwhile  procedure  in  certain 
hazardus  conditions.  It  can  be  done  usually  with 
little  discomfort  of  inconvenience.  The  time  ele^ 
ment  is  negligible.  I have  termed  this  procedure 
“diathermocryptectomy,”  a descriptive  name,  name- 
ly, the  removal  of  the  cryptic  portion  of  the  tonsil 
by  diathermy  current  (fig.  13). 

To  remove  every  vestige  of  tonsillar  tissue  re- 
quires  infinitely  more  time,  care  and  experience, 
and  at  times  is  impractical  for  the  amount  of  effort 
required.  It  is  to  be  emphasized  that  the  best  op' 
portunity  of  knowing  whether  or  not  the  tonsil  is 
absolutely  removed  is  offered  during  the  orthodox 
surgical  removal,  during  which  time  the  parts  re' 
moved  as  well  as  the  operative  field  can  be  thor- 
oughly  examined.  Diathermocrypectomy  is  a simple 
procedure  and  certainly  more  reasonable  than  a 
badly  mutilated  throat  following  a poorly  executed 
surgical  tonsillectomy  in  hazardous  cases. 

RELIEF  FROM  TOXIC  ABSORPTION  AND  EXPL.AN.'^TION 

It  has  been  repeatedly  brought  to  my  attention 
that  most  patients  experience  a decided  relief  from 
the  toxic  absorption  as  evidenced  in  their  general 
improvement  in  health  after  two  or  three  treatments 
of  coagulation.  This  is  no  doubt  due  to  the  sterib 
izing  effect  of  the  tissues  in  addition  to  removal 
of  a certain  amount  of  the  cryptic  area  and  cessa- 
tion  of  toxic  absorption  accordingly.  Further,  the 
sterilized  tonsillar  tissue  remaining  in  situ  with  its 
bacterial  flora  probably  acts  similarly  to  that  of  an 
autogenous  vaccine,  causing  a defense  reaction  to 
ensue. 

CONCLUSIONS 

1.  The  control  of  tonsillar  bleeding  in  accord' 


ance  with  the  basic  principles  of  general  surgery  is 
very  essential  in  the  removal  of  tonsil. 

2.  Faulty  operative  position  and  lack  of  definite 
precise  technic  are  greatly  responsible  for  the 
majority  of  unsatisfactory  postoperative  results  in 
tonsillectomy. 

3.  A technic  is  offered  that  enables  the  oper' 
ator  to  control  the  situation  at  hand. 

4.  All  tonsils  are  suspicious,  especially  in  adults. 

5.  There  can  be  no  doubt  as  to  the  beneficial 
results  attendant  on  the  proper  removal  of  diseased 
tonsils. 

6.  Electrosurgery  and  electrocoagulation  in  pat' 
ticular  do  not  replace  surgery  in  the  removal  of  | 


A.  Broken  line  showing  cryptic-bearing  area  to  be  removed  I 
by  coagulation.  Dotted  line  showing  outline  of  anterior  pil- 
lar, uvula  and  base  of  tongue. 

B.  Same  tonsil  (A)  after  removal  of  cryptic  portion. 

tonsils.  They  are  better  suited  to  certain  selected 
cases. 

7.  No  method  of  tonsil  removal  is  ideal.  The  i 

combination  of  surgery  and  electrosurgery  is  a 
means  of  approaching  the  ideal.  Surgery  will  com  ' 
tinue  to  be  the  method  of  choice,  and  where  it  is  j 
contraindicated,  electrosurgery  may  be  considered  ^ i 
as  an  appropriate  and  scientific  aid  to  classical  surg'  ^ j 
er>'.  I 

8.  The  surgeon  should  be  equipped  to  use  the  ; 

method  best  suited  for  the  conditions  at  hand  and 
not  be  limited  by  lack  of  ability,  knowledge,  equip'  j 
ment  nor  prejudice.  | 

9.  There  are  many  contraindications  to  electro-  ; 
coagulation.  Such  terms  as  electrosurgical  enuclea-  ' 1 
tion  or  tonsillectomy  arc  misnomers  and  should  not  ^ r 
be  used. 

10.  Diathermocryptectomy,  or  removal  of  the 
cryptic  portion  of  the  tonsil,  is  a commendable,  • 
worthwhile  procedure  to  be  considered  under  cir- 
cumstances where  a more  conservative  procedure 

is  required. 

11.  From  a physiologic  standpoint  further  con- 
sideration of  the  tonsil  problem  is  very  essential. 

12.  Electrocoagulation  is  a safe,  ultraconserva- 
five  procedure,  requiring  time,  judgment,  technical 
skill,  patience,  and  meticulous  care. 
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13.  The  noticeable  improvement  following  two 
or  three  treatments  with  electrocoagulation  is  prob' 
bably  due  to  the  sterilizing  effect  of  the  current  on 
the  diseased  tonsil  tissue.  The  coagulated  tissue  re' 
maining  in  situ  probably  acts  similarly  to  an  auto- 
genous vaccine,  causing  a defense  reaction  to  en' 
sue  (author’s  explanation). 

A FEW  TONSILLECTOMY  HINTS. 
Arthur  H.  Norton,  M.D. 

EUGENE,  ORE. 

A much  reverred  professor  of  medical  college 
days  used  to  say  that  no  one  had  a right  to  an 
opinion  on  a medical  subject  who  had  not  seen  at 
least  one  thousand  cases.  If  this  is  true,  even 
though  I think  most  will  agree  that  it  is  a pretty 
high  number,  the  converse  should  be  true,  which 
is  my  reason  for  offering  a few  suggestions  on  the 
subject  of  tonsillectomy. 

I do  not  care  to  discuss  the  why’s,  wherefore’s 
and  indications  for  tonsillectomy  except  to  say 
that,  inasmuch  as  no  definite  distinctive  function 
for  the  tonsil  has  been  proved  and  people,  as  far 
as  we  can  ascertain,  get  along  without  them  as 
well  as  with  perfectly  normal  ones,  it  seems  folly 
to  harbor  abnormal  ones  when  the  evidence  of 
their  potential  harm  is  so  convincing. 

It  is  the  operation  I am  now  interested  in.  Ex' 
ccssive  gagging,  pain  and  hemorrhage  are  the  chief 
apprehensions  of  the  average  patient,  and  so  a con' 
siderable  number  will  demand  general  anesthesia. 
This  for  adults  is  almost  never  desirable  or  neces' 
sary.  I tell  the  patient  that  the  preliminary  prepa' 
ration  for  either  general  or  local  anesthetic  is  the 
same  and  if  we  cannot  succeed  to  his  satisfaction 
with  the  local  anesthetic,  we  can  then  employ  a 
general  one.  This  obviates  an  argument  and  is 
usually  satisfactory,  but  if  we  are  to  win  out,  con' 
siderable  attention  should  be  given  to  the  preparat' 
ion.  I do  not  think  tonsillectomy  is  an  impromptu 
operation.  It  is  not  or  should  not  be  a case  of 
“just  sit  down  and  have  ’em  out’’.  A preliminary 
period  of  quietness,  under  the  influence  of  some 
barbital  compound,  preferably  in  bed,  will  bring 
the  patient  to  the  operation  in  a placid  state  of 
mind. 

This  enables  the  operator  to  proceed  without 
having  to  combat  that  state  of  tension  which  means 
gagging,  refractory  tongue,  breath-holding  and 
possibly  vomiting.  The  average  adult  should  have 
at  least  3 grains  of  phenobarital  one  and  one-half 
hours  before  operation  supplemented  by  ^ grain 


of  morphine  sulphate  and  1/100  grain  of  atropine 
suphate  thirty  minutes  before  operation.  I use 
also  two  ounce  doses  of  ccanothyn  one  hour  and 
thirty  minutes,  respectively,  before  beginning.  I do 
not  know  of  exactly  how  much  value  it  is,  but  it 
seems  to  lessen  the  bleeding.  Five'tenths  per 
cent  of  butyn  with  seven  drops  of  adrenalin  to 
each  15  cc.  of  solution  is  a very  satisfactory  local 
anesthetic.  I have  never  seen  any  serious  toxic 
effect  from  an  amount  sufficient  to  produce  good 
anesthesia.  The  most  important  point  of  injection 
is  under  or  through  the  anterior  pillar  around  to 
the  posterior,  lateral  side  of  the  tonsil  just  above 
its  middle,  the  so-called  hilus  of  the  tonsil,  where 
the  principal  nerves  and  vessels  enter.  I usually 
also  inject  the  region  where  the  plica  triangularis 
blends  into  the  the  tongue  as  this  is  a place  which 
demands  attention.  One  must  not  leave  a bit  of 
lymphoid  tissue  as  it  may  appear  later  in  fair  size 
to  the  operator’s  dismay  and  chagrin. 

One  advantage  of  butyn  is  its  rapid  action.  Anes- 
thesia of  the  first  tonsil  is  complete  about  as  soon 
as  the  second  one  is  injected.  If  a small  amount 
is  injected  above  the  upper  pole  and  into  the 
posterior  pillar,  the  throat  reflex  will  be  much 
lessened  and  gagging  quite  controlable  in  most 
cases. 

The  technic  of  removal  will  vary  with  the  case 
and  more  with  the  preference  of  the  oprator. 
When  I can  I prefer  to  dissect  the  posterior  pillar 
free  first  to  obviate  the  possibility  of  catching  a 
portion  of  it  in  the  snare  later.  Scissor  dissection 
of  the  superior  pole,  following  down  the  capsule 
as  low  as  possible  and  including  all  I can  of  the 
plica  triangularis,  is  my  favorite  method.  The  La 
Force  instrument  is  effective  to  remove  loosely 
placed  tonsils.  As  soon  as  the  tonsil  is  removed, 
I quickly  place  a dry  tampon  in  the  fossa  which 
will  hold  it  snugly  in  most  cases  if  the  pillars  have 
not  been  injured.  I do  not  care  for  the  various 
so-called  coagulants.  A dry  tampon  made  of  cotton 
wrapped  in  gauze  as  large  as  the  fossa  will  hold 
and  held  tightly  in  place  by  the  tip  of  the  suction 
apparatus  will  insure  a dry  field  for  the  removal  of 
the  other  tonsil. 

After  the  removal  of  both  tonsils  a tampon 
in  each  fossa  held  snugly  and  not  changed  more 
than  once  or  twice  will  nearly  always  control 
the  bleeding.  After  the  bleeding  is  control- 
led, which  will  be  brought  about  if  the  operator 
has  a little  patience  to  wait  and  maintain  firm 
but  not  hard  pressure  on  the  tampons,  the  fossae 
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are  dusted  with  orthoform.  Similar  tampons  with 
a string  tied  around  the  middle  are  snugly  tucked 
into  them,  the  strings  being  brought  out  of  the 
comers  of  the  mouth  and  fastened  to  the  cheeks 
with  adhesive  tape.  These  are  left  in  situ  for  one 
or  two  hours  or  until  the  patient  asks  to  have  them 
removed,  having  been  told  it  may  be  done  any  time 
after  one  hour.  During  the  first  six  hours  the 
patient  should  be  kept  quiet  with  an  ice  collar  in 
place. 

If  the  preparation  was  well  carried  out  with 
phenobarbital  or  its  equivalent,  the  patient  will 
likely  sleep  most  of  the  afternoon  following  the 
operation.  I repeat  the  hypnotic  to  insure  good 
rest  the  first  night  and  usually  encounter  a pretty 
goodmatured  patient  the  next  morning. 

Following  this  simple  method,  a troublesome 
hemorrhage  either  operative  or  postoperative  is 
seldom  encountered.  If  secondary  hemorrhage  does 
occur,  I very  seldom  make  an  attempt  to  clamp  or 
ligate  the  vessel,  both  of  which  procedures  add 
much  to  the  trauma  and  subsequent  soreness.  I 
discovered  some  years  ago,  while  making  prepa- 
rations  to  clamp  a secondarily  bleeding  vessel,  that 
clamping  or  ligation  was  unnecessary  after  I had 
injected  a little  butyn  and  adrenalin  solution  in 
close  proximity  to  the  bleeder.  Since  that  time, 
this  expedient  maneuver  has  not  failed  to  check 
any  secondary  hemorrhage  I have  encountered.  In 
the  aftertreatment  the  frequent  use  of  orthoform 
dusted  in  the  fossae  will  save  much  discomfort.  A 
thantis  or  euphagin  lozenge  dissolved  in  the  mouth 
at  intervals  is  also  a help. 

The  points  which  I wish  to  emphasize  are: 

1.  Preliminary  use  of  sufficient  hypnotic  so  that 
the  patient  comes  to  the  operation  definitely  sleepy. 

2.  Use  cotton  tampons  wrapped  in  dry  gauze 
in  the  fossae  to  check  bleeding.  The  slimy  co'called 
coagulants  are  a definite  hindrance.  Do  not  con' 
stantly  change  the  tampons  but  hold  them  firmly 
in  place. 

3.  Fix  the  captive  tampon  to  care  for  postopera- 
tive  oozing. 

4.  Inject  butyn  and  adrenalin  in  the  immediate 
neighborhood  of  a bleeding  vessel  if  secondary 
hemorrhage  occurs. 

5.  Apply  orthoform  dusting  powder  for  relief 
of  postoperative  pain. 

Eugene  Clinic. 


RESUME  OF  RECENT  CONCLUSIONS 
REGARDING  LIVER  FUNCTIONS* 

H.  J.  Whitacre,  M.  D. 

TACOMA,  WASH. 

In  the  field  of  comparatively  recent  additions 
to  our  knowledge  regarding  the  liver,  I shall  make 
condensed  mention  of  a few  facts  relative  to 
(1)  anatomy,  2)  physiology,  (3)  clinical  tests  for 
function,  and  (4)  the  clinical  value  of  this  new 
information. 

In  the  field  of  anatomy  we  find  that  improved 
methods  of  vessel  injection  have  brought  out  three 
valuable  facts:  (1)  Injection  of  the  two  branches 
of  the  portal  vein  has  demonstrated  the  bilateral 
character  of  the  liver.  (2)  Injection  of  the  portal 
tree  in  cirrhotic  livers  has  given  startling  evidence 
of  the  degree  of  portal  obstruction  that  occurs  in 
this  disease  and  shows  the  absolute  necessity  for 
the  development  of  collateral  circulation.  (3)  In- 
jection  of  the  biliary  tree  following  biliary  obstruc' 
tion  reveals  a degree  of  dilatation  of  the  entire 
system  which  has  not  been  suspected  heretofore. 

Not  much  has  been  added  to  our  knowledge 
about  the  histologic  structure  of  the  liver,  but 
enough  has  been  aded  to  .our  knowledge  about  the 
functions  of  the  hepatic,  the  stellate  and  the  duct 
cells  to  cause  us  to  readjust  our  thinking  about 
the  histologic  arrangement  of  these  cells.  We  must 
now  think  of  the  minute  anatomy  of  the  liver 
as  an  arrangement  of  cells  in  two  base  lobules 
instead  of  the  time  honored  one,  and  classify, 
first,  a portal  lobule  organized  around  the  bile 
duct  which  is  glandular  in  function  and  produces 
an  external  secretion;  and,  second,  an  hepatic 
lobule  organized  about  the  central  vein,  which 
has  something  to  do  with  the  elaboration  of 
products  which  pass  to  and  from  the  blood  stream. 
These  are  perhaps  more  truly  physiologic  than 
demonstrable  anatomic  lobules,  yet  serve  to  fit 
cellular  structure  into  the  physiologic  picture. 

The  outstanding  advances  in  our  knowledge 
about  the  physiology  of  the  liver  concern  food 
metabolism,  excretion  and  certain  dye  reactions. 

Protein  food  has  three  possible  fates:  First,  a 
certain  amount  is  used  in  some  unknown  way  to 
build  up  the  body  protein  and  replace  cells.  The 
liver  has  no  part  in  this  mechanism.  Second,  a 
certain  amount  is  changed  in  the  liver  and  stored 
as  deposit  protein.  This  may  be  one  of  the  func' 
tions  of  the  liver.  Third,  most  of  the  protein 
food  has  its  nitrogen  portion  removed,  deaminized 

♦Read  before  the  Annual  Meeting  of  Tacoma  Surgical  Club, 
Tacoma,  Wash.,  May  7,  1932. 
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and  excreted  in  the  form  of  urea,  while  the  rest 
is  used  as  carbohydrate.  The  liver  is  essential  for 
this  purpose  of  splitting  off  the  nitrogen  part  of 
the  amino  acid  as  well  as  the  resynthesis  of  this 
into  urea,  and  uric  acid  is  found  to  be  a by'prod' 
uct  of  this  nitrogenous  metabolism.  Urea  and  uric 
acid  have  been  associated  formerly  with  kidney 
function  and  we  now  find  that  they  are  both 
produced  in  the  liver,  and  uric  acid  is  there  des' 
troyed. 

The  most  important  function  of  the  liver  has 
to  do  with  carbohydrate  metabolism,  and  its  func' 
tion  of  making  and  storing  glycogen  is  not  nearly 
as  important  as  that  of  regulating  the  concentra' 
tion  of  sugar  in  the  blood.  “For  the  organism  to 
live  and  maintain  its  physiologic  equilibrium  it  is 
necessary  for  a certain  amount  of  sugar  to  be  cir- 
culated through  the  tissue  constantly.  The  liver 
provides  for  the  constant  supply  of  this  sugar. 
This  is  a vital  function.  Without  it  the  organism 
quickly  will  die.” 

The  liver  is  not  only  responsible  for  the  main- 
tenance of  this  narrow  margin  of  concentration 
of  sugar  in  the  blood,  but  also  for  any  increase 
that  may  occur.  It  is  the  glycogen  storehouse 
which  feeds  into  the  blood  precisely  the  right 
amount  of  sugar,  whether  during  ingestion  or  in 
fast,  and  it  is  probably  the  only  source  of  supply 
for  the  maintenance  of  the  sugar  balance  during 
fasting.  Glycogen  is  stored  in  the  muscles  in  an 
amount  equal  to  that  in  the  liver  but  none  of  the 
muscle  glycogen  is  used  to  control  the  blood  sugar 
level.  It  is  all  used  for  muscle  consumption. 

Mann  has  shown  that  animals  develop  a def- 
inite train  of  symptoms  after  removal  of  the  liver, 
and  that  the  amount  of  sugar  in  the  blood  exactly 
parallels  the  clinical  symptoms.  Indeed,  the  re- 
lationship was  so  constant  that  he  could  estimate 
the  sugar  level  from  the  clinical  symptoms.  Fur- 
thermore, the  moribund  dog  was  immediately  re- 
stored to  activity  when  the  blood  sugar  level  was 
restored  to  normal  by  the  injection  of  glucose. 

It  would  seem  that  a function  and  a blood 
sugar  parallelism  that  is  as  definite  as  this  could 
be  measured  and  that  a liver  function  test  could 
be  based  upon  it,  but  as  a matter  of  fact  labora- 
tory investigations  of  carbohydrate  metabolism 
■have  not  given  accurate  conclusions  that  can  be 
used  in  clinical  medicine.  It  must  be  stated,  how- 
ever, that  some  carbohydrate  metabolism  tests 
have  been  developed,  notably  the  glucose  toler- 
ance test,  which  are  looked  upon  as  having  real 


clinical  value,  alone  or  in  combination  with  the 
bilirubin  and  dye  retention  tests,  and  the  blood 
sugar  level  has  a very  close  relationship  to  the 
operative  risk  in  liver  operation. 

The  most  evident  function  of  the  liver  is  the 
secretion  of  the  bile.  This  is  secreted  more  or 
less  continuously  but  is  governed  considerably  by 
the  activity  of  the  gastrointestinal  tract.  Ingestion 
of  food  is  folowed  by  an  increased  flow  of  bile 
and  certain  foods  cause  a greater  amount  of  se- 
cretion than  others.  The  activating  force  is  prob- 
bably  a hormone  similar  to  that  which  has  been 
demonstrated  by  Ivy  for  the  gallbladder. 

The  most  important  constituents  are  bile  acids, 
bilirubin  and  cholesterol.  The  bile  acids  are 
formed  in  the  liver  and  their  main  function  has 
to  do  with  the  preparation  of  fats  for  digestion. 
Little  is  known  about  the  origin,  function  or  fate 
of  cholesterol.  Bilirubin  is  probably  a waste  pro- 
duct formed  from  hemoglobin  by  the  reticuloendo- 
thelial cells  of  the  body  and  execreted  by  the  liver. 
It  is  not  produced  in  the  liver  except  in  small 
amounts,  but  chiefly  in  the  bone  marrow  and  some 
in  the  spleen. 

This  knowledge  concerning  the  origin  of  bilirbin 
changes  our  conception  of  jaundice,  especially  that 
of  obstructive  jaundice.  It  was  formerly  believed 
that  bilirubin  was  manufactured  in  the  hepatic 
cell  and  that  an  obstruction  of  the  outflow  of  bile 
caused  an  accumulation  of  the  pigment  in  the  cell 
to  a point  where  it  was  discharged  into  the  blood 
instead  of  the  bile  ducts.  Now  we  know  that 
the  mechanism  is  simply  the  prevention  of  excre- 
tion of  bile  pigment.  Too  much  bilirubin  in  the 
blood  means  that  the  hepatic  cells  are  not  per- 
forming their  excretory  function  properly. 

A very  evident  pigment  like  bilirubin  naturally 
lends  itself  to  laboratory  estimation,  and  many 
tests  are  based  upon  it.  The  icterus  index  test 
has  its  value  in  estimating  the  percentage  of  biliru- 
bin in  the  blood  and  in  the  detection  of  an  excess 
short  of  clinical  jaundice,  but  the  van  den  Bergh 
reaction  has  become  our  most  valuable  bilirubin 
test. 

The  van  den  Bergh  reaction  measures  pigment 
metabolism  and  is  quantitatively  and  qualitatively 
correct.  The  direct  reaction  indicates  obstructive 
and  intrahepatic  types  of  jaundice  and  the  indirect 
reaction  occurs  only  in  hemolytic  jaundice.  The 
very  great  clinical  value  of  this  test  is  apparent. 

The  selective  ability  of  the  liver  to  excrete  cer- 
tain dye  stuffs  is  a function  which  can  be  meas- 


482 


MEDICINE  IN  THE  NORTHWEST — LARSELL 


Vol.  XXXI,  No.  10 


ured  by  laboratory  methods  of  precision,  and  it 
has  been  demonstrated  that  the  rate  at  which  a 
dye  stuff  is  excreted  tallies  very  accurately  with 
the  general  functional  value  of  the  liver.  Phenob 
tetrachlorphthalein,  phenoltetrabromphthalein,  rose 
bengol,  a^orubin  S and  bromsulphalein  are  the 
dyes  that  are  found  to  be  specially  excreted  by 
the  liver.  Bromsulphalein  is  the  dye  of  choice, 
yet  some  clinicians  prefer  rose  bengol. 

Rowntree  says:  “The  two  liver  function  tests 
which  have  been  found  to  be  of  most  importance 
are  the  determination  of  the  serum  bilirubin  and 
the  degree  of  dye  retention.”  He  says  further: 
“These  tests  have  been  tried  in  the  crucible  of 
practice  and  have  not  been  found  wanting,  and 
consequently  it  may  be  taken  for  granted  that 
functional  tests  of  the  liver  are  here  to  stay.” 

The  dye  retention  test  should  not  be  confused 
with  the  other  so-called  liver  function  tests,  as  it 
measures  the  amount  of  destruction  of  liver  cells 
or  tissues.  The  van  den  Bergh  method  measures 
the  pigment  metabolism  and  tells  us  whether  the 
jaundice  is  obstructive  or  hemolytic.  It  should 
he  stated,  perhaps,  that  visualization  of  the  normal 
gallbladder  by  the  oral  administration  of  phenol- 
tetraiodophthalein  is  not  directly  related  to  liver 
function,  and  that  gallbladder  visualization  can  be 
seen  even  w'hen  the  excretion  of  the  dye  stuff  by 
the  liver  is  greatly  disturbed. 

The  detoxification  function  of  the  liver,  the 
water  balance  function,  ferment  formation,  fib- 
rinogen formation  and  the  effect  of  the  liver  on 

Respiratory  and  Circulatory  Changes  During 
Spinal  Anesthesia.  In  view  of  experimental  and  clinical 
observations,  M.  H.  Seevers  and  R.  M.  Waters,  Madison, 
Wis.  (Journal  A.  M.  A.,  Sept.  17,  1932),  believe  that 
too  little  stress  has  been  placed  on  the  role  of  respiration 
in  the  maintenance  of  cardiovascular  integrity  during  spinal 
anesthesia.  Their  conception  of  the  train  of  events  oc- 
curring during  untreated  high  spinal  block  is  as  follows; 
initial  decrease  in  peripheral  resistance  to  blood  flow  by 
vasomotor  nerve  and  skeletal  muscle  paralysis;  decrease 
in  minute  volume  respiration  accompanying  intercostal 
nerve  paralysis;  inadequate  oxygenation  of  blood;  dimin- 
ished minute  volume  blood  flow;  progressive  loss  of  vas- 
cular tone  over  the  whole  body  and  acute  cardiac  incom- 
petence, both  the  result  of  oxygen  deprivation;  failure  of 
the  medullary  respiratory  mechanism  as  the  nutrient  flow 
of  blood  becomes  inadequate,  the  latter  occurring  while 
the  heart  is  still  capable  of  being  revived  by  oxygenation. 
They  believe  that  the  rational  use  of  spinal  anesthesia  w'th 
maximum  safety  to  the  patient  implies  the  following:  1. 
Proper  selection  of  risks,  the  deciding  factors  for  its  use 
being  the  absolute  need  for  complete  muscular  relaxation 
and  the  ability  of  that  particular  patient  to  oxygenate  his 
tissues  normally.  This,  of  course,  precludes  the  routine 
use  of  spinal  anesthesia  for  all  patients  with  abdominal 
conditions.  With  spinal  anesthesia,  as  well  as  with  any 
other  anesthetic  precedure,  individualization  must  replace 
“rule  of  thumb”  practice.  2.  Limitation  of  the  block  to 
exclude  major  thoracic  involvement.  Enthusiasts  for  the 
procedure  have  advocated  spinal  anesthesia  for  oprations 


coagulation  time  of  the  blood  and  fragility  of 
erythrocytes  are  all  functions  which  might  be 
profitably  presented  because  of  their  possibilities 
in  research  studies,  but  time  does  not  permit  a 
discussion  of  the  unproved  facts  about  these  func- 
tions. 

When  the  clinical  surgeon  has  floundered 
through  the  vast  amount  of  recent,  highly  technic- 
al literature  on  the  liver,  he  is  certain  to  ask, 
“How  much  of  this  can  I use  at  the  bedside?” 

My  own  conclusion  would  be  that  these  studies 
have  taught  me: 

1.  The  liver  is  the  very  center  of  metabolic 
activity  for  the  body  and  an  organ  of  vital  import- 
ance in  surgery. 

2.  We  can  now  detect  jaundice  before  it  ap- 
pears in  the  skin. 

3.  We  can  differentiate  with  accuracy  between 
obstructive  and  hemolytic  jaundice. 

4.  We  can  definitely  diagnose  liver  damage. 

5.  We  can  prognose  with  greater  accuracy. 

6.  We  can  intelligently  prepare  bad  risks  for 
operation  and  accurately  meet  postoperative  crises. 

7.  We  have  a sound  basis  for  regulation  and 
individualization  in  the  treatment  of  hepatic  dis- 
eases. 

8.  Last  of  all,  I would  conclude  that  no  one,  nor 
all  of  these  tests  combined,  can  replace  or  lessen 
the  importance  of  sound  clinical  observation,  and 
clinical  judgment  in  the  interpretation  of  the 
Wv  11  proven  clinical  symptoms. 

on  the  head  and  neck.  Any  method  dependent  for  its 
factor  of  safety  on  a selective  paralysis  of  sensory  as  op- 
posed to  motor  nerves,  especially  when  the  motor  compon- 
ents are  the  phrenic  nerves,  deserves  little  consideration. 
This  is  particularly  true  in  view  of  the  technical  difficulty 
inherent  in  the  exhibition  of  a selective  drug  concentra- 
tion to  the  nerve  components  concerned.  This  difficulty 
is  apparent  in  the  experience  of  the  proponents  of  the 
method.  A blood  pressure  so  low  as  to  require  palpation 
of  the  abdominal  aorta  to  determine  whether  the  heart  is 
still  active  is  hardly  compatible  with  what  is  ordinarily 
considered  to  constitute  good  anesthesia.  3.  To  combat 
cardiovascular  collapse  by  the  judicious  use  of  the  follow- 
ing; Inhalation  of  oxygen  throughout  the  surgical  pro- 
cedure; the  prophylactic  of  therapeutic  use  of  ephedrine 
to  maintain  the  original  blood  pressure  (the  authors  be- 
lieve that  the  patient  who  might  be  damaged  by  moderate 
doses  of  ephedrine  is  not  a suitable  risk  for  spinal  an- 
esthesia); the  use  of  a moderate  Trendelenburg  position 
when  indicated,  and  the  proper  administration  of  fluid 
while  the  blood  vessels  and  heart  still  maintain  their 
physiologic  integrity.  The  authors  do  not  intend  to  imply 
that  in  every  case  in  which  spinal  anesthesia  is  used  the 
patient  needs  or  should  have  all  this  treatment.  4.  Artifi- 
cial respiration  with  undiluted  oxygen  in  impending  cir- 
culatory or  respiratory  failure.  5.  Postoperative  hyperven- 
tilation with  carbon  dioxide  periodically  throughout  the 
first  twenty-four  hours  to  expand  atelectatic  portions  of 
the  lungs. 
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AN  OUTLINE  OF  THE  HISTORY  OF 
MEDICINE  IN  THE  PACIFIC 
NORTHWEST 
O.  Larsell,  Ph.  D. 

PORTLAND,  ORE. 

(Continued) 

Dr.  Willlam  Fraser  Tolmie 
The  account  of  Tolmie’s  arrival  at  Fort  Van' 
couver,  in  view  of  the  large  role  he  was  to  play  in 
the  Northwest,  is  not  without  interest,  especially 
as  it  contains  several  items  of  medical  interest.  In 
his  diary24  he  writes:  “Saturday,  May  4,  1833. 
Slept  (in  canoe)  tolerably  till  3 (a.m.)  when 

reached  our  destined  port  after  nearly  an  eight 
months  pilgrimage.  Knocked  at  the  gate,  which  after 
some  delay,  was  opened  by  the  gardner,  who  I at 
once  discovered  to  be  a Celt.  Our  approach  being 
announced  to  Governor  McMcLouglin,  he  appeared 
in  shirt  and  trousers  on  the  staircase  of  the  common 
hall  and  welcomed  us  with  a cordial  shake  of  the 
hand.  Sat  down  in  dining  hall  and  while  refresh' 
ments  were  being  prepared  communicated  the  po' 
litical  intelligence  of  Europe  to  Mr.  McL.,  who  is 
an  able  politician.  . . Having  done  ample  justice  to 
the  good  things,  chatted  with  the  doctor,  as  he  is 
called  till  about  7,  then  visited  garden  . . . after' 
wards  visited  patients  which  are  pretty  numerous, 
and  have  been  divided  between  us  (Tolmie  and 
Gairdner)  (fig.  6).  Sat  down  to  breakfast  at  8 
and  ate  half  a boiled  salmon.  After  breakfast  en' 
gaged  in  putting  apothecary’s  Hall  in  some  degree 
of  order,  visited  and  prescribed  for  my  patients, 
and  thus  occupied  till  12  when  dinner  was  an' 
nounced.  After  dinner  wrote  journal  till  nearly  4 
when  visited  woman  with  subacute  pleuritis  (?). 
In  the  evening  putting  apoth.  hall,  which  is  to  be 
our  temporary  domicile,  to  rights,  and  am  now, 
lOi)  going  to  turn  in.  Frofifi  what  I have  seen  of 
Gov.  like  him  and  think  my  first  prepossessions 
will  be  confirmed  by  a longer  acquaintance.” 
Under  May  ?,  he  refers  to  the  use  of  the  dried 
root  of  “devil’s  wood”  (Cornus  Nuttalli)  for  in' 
termittent  fevers  with  success,  without  cinchona, 
by  Dr.  McLoughlin.  On  Monday  May  6,  he  writes, 
“Received  intimation  this  morning  at  four  of  Plant’s 
death  (one  of  the  patients) . Mr.  McL.  did  not  think 
it  advisable  when  I spoke  at  breakfast,  that  body  be 
inspected  as  from  the  force  of  Canadian  prejudice 
such  a thing  had  never  been  done.  Must  endeavor 
to  overcome  these  prejudices  when  I become  better 
acquainted  with  their  nature  and  extent.” 

On  May  15  he  records,  “The  fever  has  appeared 


Fig.  6.  Dr.  William  Fraser  Tolmie. 

within  the  Piquets  (stockade) . The  Dr.,  his  son  and 
daughter  being  laid  up  with  it,  bleeding  has  been 
noticed  in  the  cold  stage  of  the  doctor’s  case  and 
paroxysm  has  not  since  returned,  although  nausea 
and  debility  remains,  the  latter  probably  in  conse' 
quence  of  vl.”  On  May  19  Tolmie  called  to  see  a 
boy  on  the  ship  Vancouver  “in  the  hot  stage  of 
intermittent  and  prescribed  for  him,  prepared  some 
doses  of  quinine  and  emetic  doses  of  epicacuan.” 
He  also  gave  the  ship’s  mate  instructions  in  case 
other  members  of  the  crew  fell  ill.  According  to 
Tolmie  intermittent  fever  had  almost  exterminated 
the  natives  of  the  Columbia  at  this  time. 

Tolmie’s  description  of  the  medical  headquarters 
at  the  fort  is  not  without  interest.  He  writes  in 
his  journal: 25  “Our  apartment  is  13  paces  long  by 
7 broad  and  extends  in  E.  and  W.  direction,  the 
roof  about  twenty  feet  from  floor  supported  by  two 
rafters  and  2 transverse  beams.  In  front  is  the  door 
and  a pretty  large  window  and  back  door  one  on 
each  side  and  in  the  middle  a large  fire  place,  with' 
out  any  grates,  built  of  stone  and  lime.  The  walls 
are  formed  of  rough,  strong  horizontal  deals  at' 
tached  at  their  extremities  to  perpendicular  ones. 
Against  the  northern  wall  are  placed  our  bedsteads, 
between  them  a large  chest  and  in  front  a small 
medicine  shelf,  strong  shelves  of  unplaned  deal  oc' 
cupy  two  posterior  thirds  of  south  wall  and  contain 
the  greater  part  of  medicines.  Anteriorly  there  is  a 
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small  heater  and  a planed  shelf  on  which  have  today 
placed  small  quantities  of  medicines  most  frequent' 
ly  in  use.  The  deal  composing  floors  are  in  some 
places  two  and  three  inches  distant  from  each  other, 
thus  leaving  wide  apertures.  This  is  also  true  of 
the  deals  in  the  walls  and  the  chinks  are  numerous; 
by  those  to  N.  can  look  into  school  room.  The 
house  to  S.  is  unoccupied  at  present.  Shall  close 
all  apertures  with  brown  paper  pasted,  or  leather. 
The  partition  is  to  extend  from  the  foot  of  my 
bed  to  extremity  of  large  shelves  on  left  and  the 
abutment  in  front  to  be  the  surgery.  The  pos' 
terior  is  our  bed  room  and  I expect  we  shall  have 
it  busy  soon.  Our  attendant  is  a Sandwich  Island 
boy  named  Namahama.  He  is  slow  in  his  motion 
as  a sloth,  but  quiet  and  docile  and  will  improve. 
Keep  up  a blazing  pine  fire  usually;  our  only 
fire  iron  is  a pole  about  5 feet  long  with  six  inches 
of  iron  fitted  to  its  extremity  and  is  a good  apob 
ogy  for  a poker.  Filled  some  8 or  10  quart  vials 
with  few  tinctures  on  hand  and  arranged  them 
on  front  shelf.  There  is  an  excellent  supply  of 
surgical  instruments  for  amputation,  2 trephining, 
2 eye  instruments,  a lithotomy,  a capping  case, 
besides  2 midwifery  forceps  and  a multitude  of 
catheters,  sounds,  bandages,  probings,  2 forceps, 
etc.  not  put  in  order.” 

Concerning  Gairdner  but  little  is  recorded.  He 
remained  at  Vancouver  only  about  two  years, 
when  he  went  to  Hawaii,  seeking  a milder  climate 
because  of  his  health.  He  suffered  from  a pub 
monary  condition,  evidently  tuberculosis,  and  died 
in  Hawaii  in  a short  time.  He  was  a naturalist, 
as  well  as  a physician,  having  studied  with  Ehren- 
burg  in  Germany  and  with  Sir  William  Hooker 
in  Scotland.  He  had  been  recommended  by  the 
latter  for  the  post  at  Vancouver.  His  name  is  at- 
tached to  the  steelhead  or  salmon  trout  of  the  Co- 
lumbia River  and  southward  (Salmo  Gairdneri). 

Tolmie  remained  in  the  Northwest,  except  for 
a visit  to  England  in  1841,  until  his  death  in  1887. 
He  became  an  important  factor  in  its  development. 
At  the  time  of  his  arrival  he  was  just  past  twenty- 
one  years  of  age,  having  spent  his  twenty-first 
birthday  on  the  ocean.  He  was  born  at  Inverness, 
Scotland,  where  his  father,  Alexander  Tolmie,  had 
a shipyard  and  dealt  in  iron.  He  studied  medicine 
at  the  University  of  Glasgow,  from  which  he  grad- 
uated in  August,  1831,  and  served  in  a London 
Hospital.  In  his  journal  he  refers  several  times  to 
the  cholera  hospital  in  which  he  appears  to  have 


been  stationed  in  London  prior  to  coming  to  the 
Columbia.  Tolmie  had  also  studied  botany  at  the 
University  and  was  recommended  to  the  Hudson’s 
Bay  Company  by  Sir  William  Hooker,  as  was 
Gairdner.  He  joined  the  Hudson’s  Bay  Company 
in  1832  as  clerk  and  surgeon. 

On  their  arrival  at  Fort  Vancouver  the  two 
young  physicians  agreed,  according  to  Tolmie’s 
journal,  to  alternate  days  for  receiving  patients. 
In  a short  time,  however,  Tolmie  was  assigned  to 
an  expedition  destined  to  establish  a new  post  at 
Milbank  Sound.  He  made  up  a medicine  chest 
for  the  ship  Vancouver,  which  was  to  convey  the 
party  for  the  new  post  at  Milbank  Sound  from 
Fort  Vancouver.  The  ship  touched  at  Nisqually 
at  the  south  end  of  Puget  Sound,  before  preceed- 
ing  to  Milbank,  and  here  Tolmie  who,  however, 
went  by  land  to  Nisqually,  was  detained  for  many 
weeks  by  the  circumstance  that  an  employee  of 
the  company  had  cloven  his  foot  with  an  axe.  Tol- 
mie saw  him  a day  or  two  after  the  accident,  and 
remained  in  constant  attendance  until  the  man  was 
out  of  danger.  He  kept  a detailed  account  in  his 
journal  of  the  condition  of  the  patient  and  the 
treatment,  the  first  surgical  case  to  be  carefully 
described  and  recorded  in  the  Northwest. 

During  these  weeks  of  the  summer,  Tolmie  bot- 
anized, read  poetry,  philosophy,  and  also  taught 
Christianity  to  the  Indians,  anticipating  in  this  en- 
deavor the  missionary,  Jason  Lee,  who  reached 
Oregon  in  1834.  He  was  the  first  white  man  to 
attempt  the  ascent  of  Mt.  Rainier  but  was  frus- 
trated by  the  weather.  As  the  only  gentleman  re- 
maining at  Nisqually  when  the  ship  left  for  the 
north,  he  was  put  in  charge  of  the  post,  but  was 
later  relieved  on  the  recover^'  of  his  patient  suf- 
ficiently to  be  left,  and  was  sent  to  Fort  Langley 
opposite  Vancouver  Island.  In  December,  1833, 
he  replaced  Anderson  as  clerk  at  Milbank  Sound, 
north  of  Vancouver  Island,  and  while  there  con- 
ceived the  idea  of  establishing  a circulating  library 
among  the  officers  of  the  company.  This  library' 
was  continued  for  ten  years.  In  1834  he  went 
with  a Hudson’s  Bay  Company  expedition  as  far 
as  the  Russian  boundary  on  the  northeast  coast,  es- 
tablishing trading  posts.  In  1835,  while  stationed 
at  Fort  McLoughlin  on  Vancouver  Island,  he  was 
led  by  the  natives  to  the  discovery'  of  coal  on  the 
island. 

Tolmie  makes  frequent  mention  in  his  notes  of 
“intermittent  fever”,  which  he  states  depopulated 
the  Columbia  of  its  aborigines.  Under  date  of 
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November  14,  1833,  at  Nisqually,  he  writes:  “In' 
termittent  has  been  very  severe  this  season.  Gaird' 
ner  has  had  a hospital  erected  and  has  treated  from 
2 to  300  cases.  Hope  he  has  written  me  an  ac' 
count  of  the  disease  and  its  treatment. ”25  jf  Gaird- 
ner  wrote  the  wished  for  account,  it  has  not  come 
to  light.  The  hospital  which  Gairdner  erected  was 
the  first  attempt  at  permanent  hospitalisation  in 
the  Pacific  Northwest. 

Somewhat  earlier  in  the  same  year  the  Indians 
had  brought  him  news  of  a disease  which  was 
raging  and  which  resembled  cholera  in  its  symp' 
toms.  Tolmie  was  thus  put  on  the  lookout  for 
the  epidemic,  and  because  of  his  experience  in  the 
London  cholera  hospital  would  no  doubt  have  rec- 
ognised it  quickly.  While  he  states  under  date  of 
August  18,  1833,  with  reference  to  this  epidemic, 
“my  doubts  will  soon  be  cleared  up,”  he  makes  no 
further  mention  of  the  matter. 

On  Tolmie’s  departure  for  the  north,  Gairdner 
had  been  left  in  sole  charge  of  medical  affairs  at 
Fort  Vancouver,  and  so  remained  until  he  sailed 
for  Hawaii  late  in  September,  1835.  Fort  Van- 
couver thus  found  itself  again  without  medical 
supervision,  save  such  as  Dr.  McLoughlin  found 
time  to  give.  At  this  time,  however,  J.  K.  Town- 
send was  on  the  Columbia,  having  come  as  natur- 
alist with  Wyeth’s  American  expedition.  Town- 
send was  a botanist  and  ornithologist  rather  than 
a medical  man,  although  he  is  called  by  Thwaites 
a “well  known  physician  of  Philadelphia.”26 
There  is,  however,  no  record  of  him  having  studied 
medicine,  but  on  his  return  to  Philadelphia  from 
the  expedition  to  the  Northwest  he  studied  and 
practiced  dentistry  for  a time. 27  Townsend  was, 
however,  persuaded  to  take  charge  of  the  hospital 
at  the  fort  during  the  winter  of  1835-36.  He 
writes  in  his  journal:  “In  his  (ji&airdner’s)  absence 
the  charge  of  the  hospital  will  devolve  on  me, 
and  my  time  will  thus  be  employed  through  the 
coming  winter.  There  are,  at  present,  but  few 
cases  of  sickness,  mostly  ague  and  fever  so  pre- 
valent at  this  season.” 

On  the  approach  of  Townsend’s  departure  for 
the  States,  Tolmie  was  transferred  back  to  Fort 
Vancouver,  in  March,  1836,  and  there  remained 
until  a new  arrival  from  England,  in  the  person 
of  Dr.  Forbes  Barclay,  relieved  him.  Tolmie  was 

25.  Tolmie,  W.  P. : Notes  from  his  personal  journals  kind- 
ly supplied  the  author  by  Hon.  S.  P.  Tolmie. 

26.  Townsend,  John  K.:  Narrative  of  a Journey  across  the 
Rocky  Mountains,  1834.  In  Thwaites,  Early  Western  Travels, 
Vol.  21. 

27.  Stone,  Witmer:  Townsend’s  Birr  Studies  in  Oregon. 
Oregon  Hist.  Quart.  Vol.  31,  1930. 


then  granted  leave  of  absence,  returned  to  Eng- 
land, and  for  about  a year  he  studied  in  the  hos- 
pitals of  London,  and  also  of  Paris.  He  returned 
to  the  Columbia,  and  in  1841  was  placed  in 
charge  at  Port  Nisqually,  where  in  1855  he  be- 
came Chief  Factor.  He  had  married  Jane  Work, 
the  oldest  daughter  of  Chief  Factor  John  Work, 
then  at  Victoria,  in  1850. 

Tolmie’s  subsequent  career  is  of  interest,  as  it 
was  of  importance  to  his  adopted  Pacific  North- 
west. Not  much  is  recorded  in  his  journal  of  his 
medical  activities  after  his  return  from  the  visit 
to  England.  He  evidently  considered  this  routine. 
“Although  Chief  Factor,  he  was  still  a doctor,  one 
of  the  very  few  in  the  whole  country,  and  often 
had  to  go  great  distances  to  attend  cases  of  sick- 
ness, chiefly  among  the  Indians.”  He  became, 
however,  an  important  figure  in  the  Puget  Sound 
Agricultural  Company  at  Nisqually,  where  he 
remained  until  1859,  while  retaining  his  connec- 
tion with  the  fur  company.  He  took  a prominent 
part  in  the  Indian  War  of  1855-56  in  the  Puget 
Sound  region.  In  1859  he  removed  to  Victoria 
and  retired  from  practice,  but  was  often  consulted 
by  his  old  patients  who  made  special  trips  from 
Washington  territory  for  the  purpose.  He  retired 
from  the  service  of  the  Hudson’s  Bay  Company 
in  1870,  after  thirty-seven  years  in  their  employ, 
and  gave  all  his  energies  to  his  large  farm  on  Van- 
couver Island.  In  the  same  year  he  made  a trip 
to  the  state  of  Oregon,  by  this  time  a flourishing 
center  for  livestock,  and  bought  blooded  short-horn 
cattle,  which  laid  the  foundation  for  the  livestock 
industry  of  British  Columbia. 

Dr.  Tolmie  died  December  8,  1886,  in  Victoria. 
Of  his  large  family  of  seven  sons  and  five  daugh- 
ters, one  son,  the  Honorable  Simon  Fraser  Tolmie, 
is  the  present  premier  of  British  Columbia.  The 
first  permanent  physician  in  the  Pacific  North- 
west, who  was  also  the  first  in  so  many  other  ac- 
tivities, lived  to  see  the  frontier  fur  region,  whose 
only  post  of  civilization  when  he  arrived  in  1833 
was  Fort  Vancouver,  become  dotted  with  towns 
and  cities.  The  voyageur’s  canoe  gave  way  on  the 
rivers  to  the  steamer,  and  the  trapper  in  the  for- 
est was  replaced  by  the  logger.  More  important 
from  the  medical  point  of  view,  Tolmie  lived  to 
see  the  uncontrollable  epidemics  of  his  early  days 
on  the  Columbia  begin  to  yield  to  scientific  medi- 
cine, although,  to  be  sure,  only  a beginning  had 
been  made  at  the  time  of  his  death. 
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JOHN  KIRK  TOWNSEND 

Although  Townsend  was  not  a physician  by 
training,  he  had  some  knowledge  of  medicine,  and 
his  temporary  connection  with  the  hospital  at  Fort 
Vancouver  gives  him  a place  in  our  story.  John 
Kirk  Townsend  was  born  in  Philadelphia,  October 
10,  1809,  of  Quaker  ancestry.  He  was  educated 
at  West-town  Boarding  School  in  Chester  County. 
He  became  interested  in  birds  very  early  and  with 
his  cousin,  William  P.  Townsend,  he  formed  a 
nearly  complete  collection  of  local  birds  at  West 
Chester,  Pennsylvania.  In  1834  Townsend,  with 
Nuttall,  the  botanist  of  Harvard,  joined  Wyeth’s 
second  expedition  to  Oregon.  He  embarked  for 
his  return  to  Philadelphia  in  December,  1836,  but 
did  not  reach  there  until  November  13,  1837.  He 
was  made  curator  of  the  Academy  of  Natural 
Sciences  of  Philadelphia,  and  later  was  employed 
by  the  National  Institute  in  Washington,  D.  C. 
Soon  after  leaving  port  on  an  expedition  to  the 
east  coast  of  Africa  for  further  collection,  he  died 
February  6,  1851.  Townsend  is  described  as  a 
man  of  charm,  courtesy,  kindness  of  heart,  with 
scientific  attainments  and  a great  fund  of  know- 
ledge.2" 

Mention  has  been  made  of  the  use  of  the  root 
of  the  dogwood  in  place  of  quinine.  Townsend 
adds  considerably  to  our  knowledge  of  this  prac- 
tice, which  appears  to  have  been  common  in  the 
South.  He  describes  the  treatment  of  an  Indian 
girl  at  Fort  Vancouver,  who  had  intermittent 
fever,  brought  to  him  by  the  child’s  father.  Town- 
send guaranteed  to  cure  in  three  days  if  the  na- 
tive medicine  man  were  dismissed.  He  w'rites:  “I 
immediately  administered  to  the  child  an  active 
cathartic,  followed  by  sulphate  of  quinine,  which 
checked  the  disease,  and  in  two  days  the  patient 
was  perfectly  well. ”26  Later,  when  more  Indian 
children  were  brought  to  him  for  treatment  he 
writes:  “My  stock  of  quinine  being  exhausted  I 
determined  to  substitute  an  extract  of  the  bark  of 
the  dogwood  (Cornus  Nuttalli).”  With  a view 
to  doing  away  so  far  as  possible  with  all  mystery 
in  the  process,  he  had  the  father  of  the  children 
bring  his  own  kettle  and  accompany  Townsend 
into  the  woods.  The  account  continues:  “I  soon 
chipped  off  a plentiful  supply  (of  the  bark),  re- 
turned, boiled  it  in  his  own  kettle  and  completed 
the  preparation  in  his  lodge,  with  most  of  the  In- 
dians standing  by  and  staring  at  me,  to  compre- 
hend the  process.  ...  I administered  to  each  of 
the  children  about  a scruple  of  the  extract  per 


day.  The  second  day  they  escaped  the  paroxysm, 
and  on  the  third  day  were  entirely  well.” 

With  reference  to  another  disease  prevalent  at 
the  time,  Townsend  writes:  “A  disease  of  very  fatal 
character  is  prevalent  among  these  Indians.  Many 
of  them  have  died  of  it,  even  some  of  those  in 
the  neighborhood  of  the  fort,  where  medical  as- 
sistance was  always  at  hand.  The  symptoms  are  a 
general  coldness,  sorenss  and  stiffness  of  the  limbs 
and  body,  with  violent  tertian  ague.  Its  fatal  ter- 
mination is  attributable  to  its  tendency  to  attack 
the  liver,  which  is  generally  affected  a few  days 
after  the  first  symptoms  developed.  Several  of  the 
white  people  have  been  ill  with  it,  but  no  deaths 


Fig.  7.  Dr.  Forbes  Barclay  about  1845,  from  a painting. 


have  occurred  among  them,  the  disease  in  their 
case  having  yielded  to  the  simple  tonic  remedies 
usually  employed  at  home.” 

DR.  FORBES  BARCL.VY 

Tolmie’s  successor  at  Fort  Vancouver  was  a 
Scotsman  of  excellent  training  and  unique  exper- 
ience. Dr.  Forbes  Barclay  was  born  in  the  Shet- 
land Islands,  December  25,  1812,  where  his  father, 
John  Barclay,  was  a physician.  Forbes  Barclay 
studied  medicine  at  Edinburgh.  In  1834  he  joined 
one  of  the  Arctic  expeditions  seeking  the  north- 
west passage.  After  several  summers  as  surgeon 
with  exploring  expeditions  in  the  Arctic,  the 
younger  Barclay  received  his  medical  diploma  from 
the  Royal  College  of  Surgeons,  London,  under 
date  of  July  4,  1838.  The  diploma  bears  the  sig- 
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Memorandum  of  Medical  facts  from  Dr. 
Barclay's  Case  Book,  Medical  Officer  to 
the  Hon.  H.  Bay  Co.  since  1839,  up  to 
1850. 

1844.  Dysentery  first  made  its  appear- 
ance in  the  Columbia  in  August,  1844. 
This  disease  has  never  been  seen  in  this 
country  before,  is  particularly  violent 
equal  to  that  of  Tropical  Dysentery — 
traced  to  the  shipping,  and  aggravated  by 
the  climate,  a great  many  cases  approach- 
ing to  cholera,  vomiting,  purging,  cramp, 
spasm,  coldness  and  tossing  of  the  body 
forcibly  in  every  direction  attended  with 
Lock  Jaw  loss  of  pulse  Clammy  sweats 
terminates  in  death.  The  poor  Indians 
suffer  from  the  badness  of  food  and  want 
of  nursing. 

1849.  The  Dysentery  has  now  become 
an  endemic  of  the  Country  far  and  near 
extending  beyond  East  of  the  Rocky 
Mountains  but  of  a milder  nature  than 
when  it  first  appeared — like  all  epidemics 
of  this  Country  have  been  hitherto  very 
severe  on  the  first  appearance. 

1847.  The  Measles  first  made  its  ap- 
pearance in  Oregon  in  November,  and  was 
brought  overland  together  by  the  annual 
Express  of  the  H.  Bay  Company  and  the 
Mountain  Trappers — on  its  first  appear,, 
the  disease  was  severe  and  fatal  amongst 
the  Natives  but  alternately  became  milder 
and  raged  as  an  Epidemic  by  Contagion 
spreading  over  all  this  Country  since  18*48 
there  have  been  no  more  cases  in  the 
Country  at  this  moment  the  only  Endemics 
of  the  Country  of  any  importance  are 
Dysentery  and  Intermittent  fever — occas- 
ionally the  Hooping  Cough  and  Influenza 
makes  their  appear,,  but  always  imported 
by  shipping  or  strangers  visiting  the  Coun- 
try. The  measles  have  been  known  to 
prevail  in  the  Columbia  in  1812 — supposed 
to  have  been  carried  thither  by  the  H. 
Bay  Company  Express  from  York  factory 
where  it  prevailed  at  the  same  time,  but 
not  of  such  fatal  type  as  the  last  Epidemic. 


Fig.  8.  Memorandum  from  Dr.  Barclay’s  notes, 
early  epidemics  on  the  Columbia. 

nature,  among  others,  of  Sir  Astley  Cooper.  On 
one  of  the  Arctic  expeditions  the  ship  Lee,  Cap- 
tain Lee,  on  which  Barclay  served,  was  wrecked 
by  an  iceberg.  The  ship’s  company  was  exposed 
in  an  open  boat  for  nine  days  in  Disco  Bay,  and 
was  driven  to  such  extremities  of  hunger  that  they 
drew  lots  to  determine  which  of  the  company 
should  be  sacrificed  to  provide  food  for  the  others. 
Fortunately,  they  were  rescued  by  the  Eskimos 
before  cannibalism  was  resorted  to,  and  lived 
among  the  natives  for  three  months,  until  picked 
up  and  returned  to  Scotland. 

Barclay  (fig.  7)  was  appointed  surgeon  to  the 
Honorable  Hudson’s  Bay  Company  on  June  4, 
1839,  and  was  sent  to  the  Columbia,  making  the 
voyage  around  Cape  Horn.  He  arrived  at  Fort 


describing 

Vancouver  in  1840,  and  was  put  in  charge  of  the 
hospital,  relieving  Tomlie,  who  had  arrived  seven 
years  earlier.  Barclay  remained  in  charge  of  medi- 
cal activities  at  Vancouver  until  1850,  when  he 
removed  to  Oregon  City  to  cast  his  lot  with  the 
young  American  settlement,  becoming  later  a citi- 
zen of  the  United  States.  The  previous  year  the 
Hudson’s  Bay  Company’s  activities  had  been  trans- 
ferred to  Victoria.  Barclay  continued  in  active 
practice  at  Oregon  City  until  his  death  on  May 
13,  1873.  His  professional  calls  were  made  as  far 
away  as  St.  Helens  on  the  Columbia,  the  Waldo 
Hills  to  the  south,  and  Foster’s  in  the  Cascade 
Mountains.  He  travelled  a radius  of  fifty  miles 
on  horseback  and  by  canoe  with  Indian  canoe- 
men.  He  also  served  his  community  as  city  school 
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superintendent  for  a number  of  years,  resigning  in 
1870,  and  as  mayor.  He  married,  in  1842,  a 
daughter  of  Pierre  Pambrun,  a French'Canadian 
who  had  charge  of  the  Hudson’s  Bay  Company 
post  at  Walla  Walla.  He  attended  Dr.  McLough' 
lin,  who  had  anticipated  Barclay  by  four  years  in 
moving  to  Oregon  City,  in  his  last  illness,  which 
from  such  description  as  is  available,  had  the  ear- 
marks  of  diabetic  gangrene. 

Dr.  Barclay’s  papers  have  been  destroyed,  but 
a valuable  memorandum,  copied  from  his  case  book, 
gives  his  version  of  several  of  the  epidemics  which 
caused  such  havoc,  especially  with  the  Indian  popu' 
lation  (fig.  8).  These  notes  of  a welbtrained 
medical  man  of  considerable  experience  when  they 
were  written,  should  help  to  definitely  establish 
the  nature  of  the  epidemics,  to  which  historians 
have  given  various  names.  The  date  when  they 
were  copied  from  Dr.  Barclay’s  case  book  is  not 
given.  It  must  have  been  in  1850  or  later,  since 
the  memorandum  states  he  retired  from  the  Hud- 
son’s Bay  Company  service  in  this  year.  It  was 
written  on  paper  watermarked  “Rush  and  Turners 
1847’’,  and  according  to  Miss  Kate  Barclay,  still 
living  (1932),  the  handwriting  is  that  of  her  fa- 
ther. Dr.  Barclay  was  one  of  the  very  few  edu- 
cated physicians  of  early  Oregon  history.  His 
death  at  the  age  of  sixty-one  was  mourned  by  the 
community  as  the  loss  of  one  of  its  outstanding 
citizens,  as  well  of  as  the  “kind,  skillful  and  de- 
voted physician  in  our  midst.’’28 

With  the  removal  of  Dr.  Barclay  to  Oregon 
City  (fig.  9)  the  period  of  the  Hudson’s  Bay 
Company  physicians  ends  on  the  Columbia  River. 
Barclay’s  subsequent  activities  belong  rather  to  the 
period  of  settlement  and  early  statehood  of  Ore- 
gon. The  Hudson’s  Bay  Company  transferred  its 
activities  under  James  Douglas,  who  succeeded 
McLoughlin  at  ’Vancouver,  to  Victoria  and  Van- 
couver Island.  In  the  meantime  the  Puget  Sound 
Agricultural  Company  had  been  formed,  in  large 
part  by  Hudson’s  Bay  Company  men,  and  carried 
on  their  activities  of  raising  sheep  and  cattle,  es- 
pecially at  the  southern  end  of  Puget  Sound. 

DR.  JOHN  SEBASTIAN  HELMCKEN 

In  March,  1850,  another  Hudson’s  Bay  Com- 
pany surgeon  arrived  in  the  Northwest  in  the  per- 
son of  John  Sebastian  Helmcken  (fig.  10)  who 
was  to  be  stationed  at  Fort  Rupert  to  provide 
medical  care  for  the  coal  mining  settlement  which 
had  developed.  Helmcken  was  born  in  London, 

28.  Resolutions  of  Oregon  City  Council.  Oregonian,  Way 
14,  1873. 


Fig.  9.  Dr.  Forbes  Barclay  about  1870. 


June  5,  1825,  of  German  parentage.  He  received 
his  medical  training  in  his  native  city,  at  first  as 
an  apprentice  to  Dr.  Graves  of  Trinity  Square, 
and  later  as  a student  at  Guy’s  Hospital.  He  saw 
the  first  surgical  operation  in  this  noted  hospital 
performed  with  the  use  of  the  newly  discovered 
ether  anesthesia.  Helmcken  remained  at  Guy’s 
Hospital  four  years,  and  then  received  his  medical 
diploma  from  the  Royal  College  of  Surgeons,  and 
also  a license  from  the  Apothecaries  Society. 

After  a voyage  to  Hudson’s  Bay,  on  the  Hud- 
son’s Bay  Company’s  ship  Prince  Rupert,  as  ship’s 
surgeon,  Helmcken  spent  another  year  in  study, 
and  then  shipped  as  surgeon  on  the  passenger 
ship  Mallaca,  sailing  to  Bombay.  On  his  return 
to  England  he  was  appointed  clerk  and  surgeon 
in  the  service  of  the  Hudson’s  Bay  Company,  and 
was  shortly  sent  to  Fort  Rupert  as  medical  officer. 
The  ship  T^orman  Morrison,  on  which  he  arrived, 
brought  also  eighty  immigrants,  mostly  employees 
of  the  Company.  Smallpox  had  broken  out  on 
board  during  the  voyage,  and  the  ship  was  placed 
in  quarantine  for  three  weeks  on  its  arrival  at 
Vancouver  Island.  Due  to  the  efforts  and  skill  of 
the  young  surgeon  on  board,  only  two  persons 
died. 

The  young  doctor  found  himself  in  a difficult 
position  in  his  frontier  post.  Between  trouble 
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with  the  natives  and  turbulent  miners,  who  were 
becoming  especially  restless  because  of  the  reports 
of  gold  in  California,  the  community  was  beset 
with  disorder.  Dr.  Helmcken,  as  the  only  educated 


person,  was  made  magistrate  to  quell  the  disturb' 
ances.  He  soon  found  his  magisterial  duties  well 
nigh  impossible  because  of  lack  of  proper  support, 
and  tendered  his  resignation.  Later  in  the  year  we 
have  a picture  of  the  twenty'five  year  old  surgeon, 
but  recently  arrived  from  London,  making  a trip 
of  more  than  two  hundred  miles  dowii  the  coast 
of  Vancouver  Island  in  a canoe,  paddled  by  In' 
dians,  to  Victoria  to  attend  Governor  fflanshard. 
Hostile  Indians  made  the  journey  one  of  consider' 
able  danger,  but  Helmcken  arrived  at  Victoria 
late  in  December,  to  find  the  governor  recovered. 
The  doctor  settled  in  Victoria  and  remained  until 
his  death,  September  1,  1920,  at  the  age  of  nine' 
ty'five  years. 

Dr.  Helmcken  played  an  important  part  in  the 
organisation  of  the  government  of  Vancouver  Is' 
land  and  of  British  Columbia.  He  continued  as 
Hudson’s  Bay  Company  physician,  but  held  many 
public  offices,  among  them  coroner,  health  officer, 
etc.,  and  is  spoken  of  as  “the  leading  physician 
from  San  Francisco  to  the  North  Pole  and  from 
Asia  to  the  Red  River.”29  He  declined  a senator' 

29.  Begg,  Alexander:  History  of  British  Columbia.  Toronto, 
1884. 


ship  in  the  Dominion  in  1871,  preferring  to  re' 
main  in  Victoria  and  look  after  his  medical  prac' 
tice. 

In  1852  Dr.  Helmcken  was  married  to  Cecilia 
Douglas,  daughter  of  James  Douglas,  who  a few 
years  previously  had  left  Fort  Vancouver  for  Vic' 
toria,  and  was  governor  of  Vancouver  Island.  A 
son,  James  Douglas  Helmcken,  also  became  a phy' 
sician.  On  the  organisation  of  the  British  Colum' 
bia  Medical  Society  in  1885,  Dr.  J.  S.  Helmcken 
was  made  first  president,  and  his  son  was  made 
secretary'treasurer. 

From  about  1850  and  on  the  history  of  medi' 
cine  in  the  Northwest  becomes  more  and  more 
two  histories,  one  of  medicine  in  British  Columbia, 
which  has  recently  been  well  written  by  Munro^o, 
and  another  of  medicine  in  the  Pacific  Northwest 
States.  British  Columbia  continued  to  attract  men 
of  good  training  from  time  to  time  from  the  Old 
Country,  and  also  to  send  her  own  sons  away  for 
medical  education.  With  Dr.  J.  S.  Helmcken  the 
line  of  the  Hudson’s  Bay  Company  physicians  had 
its  end. 

Carcinoma  of  Cervix  Uteri:  Statistical  Survey  of 
Twenty-one  Years  of  Treatment.  Eugene  S.  Auer, 
St.  Louis  (Journal  A.  M.  A.,  June  25,  1932),  presents  the 
results  of  an  analysis  of  498  cases  of  preliminary  carcinoma 
of  the  cervix  treated  from  1906  to  1926  at  the  Barnard 
Free  Skin  and  Cancer  Hospital.  The  cases  were  classified 
into  clinical  groups  according  to  the  extent  of  the  disease. 
This  classification  was  determined  solely  by  the  physical 
examination.  Group  1 comprises  those  cases  in  which 
involvement  was  limited  to  one  half  or  less  of  the  cervix. 
Group  2 comprises  those  cases  in  which  more  than  one 
half  of  the  cervix  was  involved  but  in  which  there  was  no 
palpable  vaginal  or  parametrial  extension,  although  one  or 
the  other  could  occasionally  be  demonstrated  microscopi- 
cally. Group  3 comprises  those  cases  in  which  the  malignant 
process  had  invaded  the  vaginal  wall  without  perforation 
or  parametrial  thickening  of  one  pelvic  w a 11  . The 
other  parametrium  might  be  involved  but  was  not  infilter- 
ated  to  the  pelvic  wall.  Group  4 includes  all  cases  in  which 
there  was  total  fixation  of  the  uterus,  due  to  parametrial 
infiltration,  fistula  or  metastasis  to  distant  organs,  bones  or 
glands.  The  low  percentage  of  cure  may  be  in  part  as- 
cribed to  the  geographic  location  of  this  clinic,  with  the 
resulting  difficulties  in  the  follow  up  of  patients,  and  also 
by  the  large  percentage  of  far-advanced  cases  presenting 
themselves  for  treatment.  Prior  to  the  use  of  radium,  but 
4.76  per  cent  of  the  patients  survived  a five-year  period. 
After  the  use  of  radium  was  begun,  11.67  per  cent  of  the 
patients  survived  a five-year  period.  The  educational  cam- 
paign instituted  by  the  American  Society  for  the  Control 
of  Cancer  has  definitely  increased  the  number  of  patients 
applying  to  the  hospital,  but  the  percentage  of  early  cases 
has  not  greatly  increased  (from  11  per  cent  to  16  per 
cent).  The  repetition  of  irradiation  is  of  considerable  im- 
portance and  should  increase  the  survival  rate.  This  fea- 
ture is  dependent  on  an  efficient  social  service  follow-up 
system  to  insure  frequent  systematic  examinations  to  detect 
recurrences  that  the  earliest  possible  time.  This  service  can 
function  efficiently,  as  is  borne  by  the  fact  that  no  case  in 
this  service  has  been  lost  in  the  past  three  years. 
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EDITORIAL 

SHALL  THE  SURGEON  REPORT  HIS 
FAILURES? 

It  is  universally  conceded  that  the  science  of 
surgery  has  made  tremendous  strides  in  the  past 
several  decades.  To  this  general  wide  development 
no  department  of  surgery  has  proved  an  exception. 
It  is  reflected  in  the  everexpanding  surgical  litera' 
ture.  In  only  one  essential,  and  that  a most  im' 
portant  one,  has  little  if  any  progress  been  made. 
In  medical  and  surgical  papers,  in  which  new  me- 
thods  of  diagnosis  and  treatment  are  discussed 
and  in  which  clinical  end-results  are  reported,  the 
temptation  to  emphasize  brilliant  success  and  to 
minimize  or  conceal  unfortunate  failure  is  still 
altogether  too  prevalent.  To  yield  to  such  temp- 
tation is  unfortunate  and  greatly  retards  the  pro- 
gress of  surgery.  One  instinctively  hesitates  to 
acknowledge  errors,  although  it  cannot  be  denied 
that  experience  is  the  best  teacher  in  surgery  as 
v/ell  as  in  other  walks  of  life,  and  that  much  is 
learned  through  one’s  mistakes.  But,  jealous  of 
their  reputation,  the  knowledge  so  obtained  is 
rarely  given  by  those  guilty  of  error  to  the  pro- 
fession at  large,  and  the  same  mistake,  which  might 
have  been  prevented  by  frank  and  honest  publi- 
cation, is  made  by  other  surgeons. 

The  practice  of  this  virtue,  the  frank  avowal  of 
surgical  failure,  is  perhaps  too  much  to  expect  of 
the  young  surgeon  who  has  a reputation  to  gain 
and  a livelihood  to  make  under  conditions  of 
stern  competition.  It  is  rather  for  the  older  sur- 
geon of  established  standing  and  skill  to  set  the 
example  and  to  stimulate  the  younger  colleague  to 
follow  in  his  foot-steps  that  by  a united  effort 
this  evil  may  be  eradicated.  Such  a surgical  mil- 
lenium  has  not  yet  appeared.  Even  the  most 
skilful  and  experienced  surgeon  may  prove  the 
most  culpable.  The  following  instance  may  be 
mentioned.  Shortly  before  the  World  War,  at 
a meeting  of  a leading  surgical  society,  one  of  its 
oldest  and  most  experienced  members  in  the  dis- 
cussion of  an  important  surgical  topic  called  at- 
tention to  this  frailty  of  surgical  human  nature. 
He  then  referred  to  an  avoidable  fatality  in  his 
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own  experience,  the  result  of  protracted  and  force- 
ful pressure  of  a retracter  upon  an  important 
vital  organ.  This  frank  confession  of  failure,  a I 
step  in  the  right  direction,  was  most  highly  ad-  ] 
mired  and  commended  by  his  audience,  but  the 
praise  so  generously  bestowed  was  replaced  by  a 
feeling  akin  to  scorn  when,  in  the  subsequent 
publication  of  the  Society’s  Transactions,  it  was 
noted  that  the  reporter  had  carefully  deleted  the 
clinical  record  of  his  unfortunate  experience. 

Partial,  doctored  or  untruthful  reports  consti- 
tute a much  more  reprehensible  practice.  Is  a 
certain  author  trustworthy?  Can  implicit  confi-  ; 
dence  be  placed  in  his  statistics  and  in  his  final 
results?  Such  inquiries  are  not  rare  even  at  the 
present  time  on  the  part  of  those  who,  in  winnow- 
ing the  wheat  from  the  chaff  in  surgical  literature, 
seek  and  value  surgical  truth.  To  promote  frank  1 

and  complete  reports  in  the  presentation  of  surgi- 
cal topics,  to  eliminate  the  practice  of  all  kinds  ' 

of  misrepresentation,  whether  in  the  form  of  in-  ] 

tentional  emission  or  of  actual  deception,  should 
be  the  aim  and  effort  of  every  medical  periodical,  ] 
every  scientific  society  and  of  the  surgical  profes-  j 
sion  as  a whole.  I 


ANNUAL  MEETING  OF  WASHINGTON 
STATE  MEDICAL  ASSOCIATION 

The  annual  meeting  of  Washington  State  Me- 
dical Association  held  at  Tacoma  last  month,  was 
noteworthy  and  in  three  particulars  epochal.  It 
was  entirely  economic,  and  marked  the  beginning 
of  an  unified  acceptance  of  the  problem  of  medi- 
cal economics,  and  a study  program  for  the  future. 
It  established  for  this  association  the  new  and 
highly  valuable  educational  department  of  scientific 
exhibit  and  demonstration,  and  it  will  become 
historic  because  it  marked  the  beginning  of  the 
Woman’s  Auxiliary  to  the  Washington  State  Med- 
ical  Association. 

One  year  ago  there  was  general  discontent,  de- 
mand was  made  on  all  sides  for  the  correction  of 
many  evils,  and  few  were  in  agreement  as  to  just 
what  should  be  done  to  bring  order  out  of  chaos. 
At  the  close  of  this  annual  meeting  the  mental 
attitude  of  the  profession  is  changed.  Those  who 
saw  no  hope  are  willing  to  withhold  active  opposi- 
tion to  reorganization  efforts;  those  who  were  most 
conscious  of  the  economic  and  social  problems  that 
beset  the  medical  profession  are  either  hopeful  or 
enthusiastic  over  the  possibilities  of  relief;  and, 
most  important  of  all,  unity  prevails. 
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The  studies  of  the  past  year  have  relegated  the 
previously  paramount  question  of  contract  practice 
to  a minor  position,  because  they  have  shown  that 
this  is  only  a part  of  the  big  problem  that  con^ 
fronts  organized  medicine,  and  physicians  every' 
where  are  less  disposed  to  take  a radical  position 
on  this  question.  Antagonisms  have  been  softened, 
individuals  are  less  disposed  to  insist  upon  their 
right  to  practice  as  they  please,  and  the  principle, 
that  what  is  best  for  the  entire  profession  is  best 
for  the  individual  physician,  has  gained  some 
measure  of  acceptance.  There  was,  perhaps,  no 
single  note  sounded  at  this  meeting  which  did 
more  to  bring  the  members  to  a full  realization  of 
the  need  for  unity  than  the  somewhat  guarded 
statements  of  Drs.  Nathan  Sinai  and  R.  G.  Leland, 
to  the  effect  that  unless  the  medical  profession 
united  in  earnest  cooperative  study  and  developed 
an  improved  plan  of  medical  care,  they  would  be 
submerged  by  social  insurance  within  a period  of 
two  years. 

Two  forward  steps  were  made  and  definite  ac' 
tion  taken.  A new  Medical  Practice  Act  to  re' 
place  the  existing  law  was  proposed  and  adopted. 
This  was  proposed,  first,  because  it  will  make  it 
possible  for  the  medical  profession  to  regain  com 
trol  of  its  own  members;  second,  because  it  elimi' 
nates  politics;  third,  it  provides  funds  and  machin' 
ery  for  the  effective  enforcement  of  its  pro' 
visions;  and,  fourth,  it  places  organized  medicine 
in  a position  to  take  leadership  in  the  supervision 
of  scientific  medicine  and  control  of  public  health, 
to  the  end  that  public  welfare  and  safety  may  be 
advanced.  Every  item  in  this  new  bill  is  in)the 
interest  of  public  welfare,  and  cannot  in  any  sense 
be  looked  upon  as  class  legislation.  It  is  fair  to  all 
physicians  and  upholds  the  high  standard  of  ethi' 
cal  medicine. 

The  second  forward  step  concerns  the  proposal 
for  the  amendment  of  that  section  of  the  Medical 
Aid  Law  which  deals  with  contract  practice,  and  is 
designed  to  correct  certain  abuses  of  the  system 
which  are  deplored  by  all  parties  concerned.  The 
most  essential  element  in  this  bill  is  the  proposal 
to  establish  a nonpolitical  advisory  board  for  the 
Department  of  Labor  and  Industries,  chosen  from 
nominees  of  the  Washington  State  Medical  As' 
sociation.  This  principle  is  one  of  proved  merit 
and  should  advance  the  cause  of  working  men, 
industry  and  physicians. 


The  association  was  particularly  fortunate  in  its 
guest  speakers.  Dr.  Ray  Lyman  Wilbur  contributed 
generously  from  his  vast  store  of  knowledge  on 
the  economic  problems  of  medicine,  showed  a most 
sympathetic  attitude  toward  the  medical  viewpoint, 
and  helped  greatly  in  coming  to  conclusions.  Dr. 
Nathan  Sinai,  a real  authority  and  as  honest  an 
investigator  in  this  field  as  there  is,  spoke  without 
bias,  demonstrating  clearly  that  he  was  uninflu' 
enced  by  preconceived  opinions  or  desires,  and  elec' 
trified  his  audience.  Dr.  R.  G.  Leland  spoke  with 
all  of  the  conservation  and  effectiveness  of  a man 
who  has  studied  deeply  and  is  in  possession  of  facts. 
He  painted  the  picture  very  clearly  and  called  the 
association  to  action  in  no  uncertain  terms.  Mr. 
Harry  E.  Foster  presented  invaluable  information 
relative  to  the  legal  aspects  of  reorganization,  and 
evidenced  an  unusual  undertaking  of  the  problems 
that  are  before  the  profession.  The  viewpoint  of 
the  layman  was  ably  and  forcibly  presented  by 
Mr.  Frank  P.  Foisie,  who  left  no  doubt  in  the 
minds  of  the  members  about  the  wisdom  and 
merit  of  nonpolitical  medical  advisory  boards.  Dr. 
Joseph  Pettit,  of  Portland,  gave  a very  convincing 
presentation  of  the  value  of  the  American  Medical’ 
Association  to  the  state  association,  and  the  need 
for  a close  relationship  between  the  two.  The 
service  that  the  A.  M.  A.  can  render  is  well 
shown  by  the  fact  that  it  sent  Dr.  Leland  to  the 
meeting  without  cost. 

The  golf  tournament,  which  is  now  looked  upon 
as  an  integral  part  of  the  state  association  meeting, 
was  a great  success.  The  social  features  in  com 
nection  with  the  meeting  were  entirely  in  the 
hands  of  Pierce  County  Woman’s  Auxiliary,  and 
by  reason  of  the  cooperative  efficiency  which  has 
grown  out  of  this  organization,  were  better  con' 
ducted  than  at  any  previous  meeting. 

There  is  a general  consensus  of  opinion  to 
the  effect  this  annual  meeting  marks  a real  step 
in  advance  for  the  medical  profession;  first,  be' 
cause  it  has  demonstrated  a cooperative  spirit 
which  is  indispensable  for  unity  in  action;  second, 
organized  medicine  acknowledged  its  problems  and 
voted  a continuation  of  the  study  program;  third, 
it  initiated  a conservative  legislative  program;  and, 
fourth,  it  aroused  the  membership  to  a full  reali' 
zation  of  the  menace  of  the  existing  practice  of  the 
treatment  of  nonservice'connected  veterans  by  the 
United  States  Government. 

Special  reference  should  be  made  to  the  scienti' 
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fic  exhibit,  prepared  by  members  from  several 
cities,  illustrating  results  of  practical  and  research 
work.  Medical,  surgical  and  pathologic  demonstra- 
tions were  exhibited  with  much  detail.  These  ex- 
hibits were  assembled  mostly  by  men  on  the  staffs 
of  certain  hospitals,  and  demonstrated  the  earnest, 
scientific  work  which  is  conducted  in  these  institu- 
tions. This  form  of  exhibit  was  most  extensive  that 
has  ever  been  presented  at  a meeting  of  this  as- 
sociation. 


PUBLIC  HEALTH  LEAGUE  EXHIBIT  AT 
THE  WESTERN  WASHINGTON  FAIR 
A noteworthy  event  in  public  education  along 
health  lines  was  the  operation  of  a booth  at  the 
Western  Washington  Fair  at  Puyallup  last  month 
by  the  Woman’s  Auxiliary  to  the  Pierce  County 
Medical  Society  for  the  Public  Health  League  of 
Washington.  The  members  of  the  Pierce  County 
Auxiliary  decorated  and  equipped  a very  credita- 
ble booth,  in  cooperation  with  the  Public  Health 
League  of  Washington  and  the  Tuberculosis 
League  of  Pierce  County.  Illuminated  exhibits  were 
secured  from  the  American  Medical  Association, 
and  a great  variety  of  educational  posters  were 
used,  and  thousands  of  pieces  of  literature  on 
various  subjects  were  distributed.  The  interest  of 
the  general  public  in  health  matters  was  abundantly 
shown  by  the  fact  that  there  was  never  a time 
during  the  week  of  the  Fair,  when  there  was  not 
a sizable  crowd  in  front  of  this  booth.  King  County 
Woman’s  Auxiliary  gave  full  cooperation,  and 
furnished  attendants  for  Thursday,  September  22. 
The  Woman’s  Auxiliary  is  deserving  of  great 
credit  for  this  valuable  activity. 


THE  POCATELLO  MEETING 
On  account  of  the  great  state  of  Idaho  being 
divided  by  mounteun  ranges  into  distinct  northern 
and  southern  sections,  a medical  meeting  must  of 
necessity  be  attended  chiefly  by  physicians  living 
in  the  cities  and  towns  located  north  or  south  of 
the  obstructing  mountains.  Therefore  the  Pocatello 
meeting  of  the  Idaho  State  Medical  Association 
last  month  was  largely  represented  by  practitioners 
from  the  southern  section  of  the  state,  who  were 
more  than  eighty  in  number.  Pocatello  is  an  enter- 
prising, attractive  city  nestling  among  the  sur- 
rounding hills.  The  physicians  of  the  city  extended 
a warm  welcome  to  the  visitors  who  enjoyed  great- 
ly the  two  days  of  the  meeting.  The  program  was 
presented  entirely  by  men  from  other  states,  some 
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from  the  East  and  others  from  Western  cities 
who  discussed  practical  problems  as  one  can  note 
from  the  papers  listed  elsewhere  in  this  issue.  The 
social  feature  of  the  meeting  was  a dinner  dance 
with  additional  musical  and  dancing  entertain- 
ers who  added  greatly  to  the  evening’s  en- 
joyment. The  main  address  was  presented  by  the 
president  of  the  Idaho  State  University,  Southern 
Branch,  located  at  Pocatello.  He  sketched  the  de-  [ 
velopment  of  medicine  from  the  days  of  antiquity, 
interspersed  with  humorous  incidents,  and  empha- 
sized the  important  role  of  the  physican  to  the 
politic.  One  departed  from  Pocatello  with  the 
hope  that  he  might  be  able  to  repeat  the  visit 
at  some  future  time. 


NEW  ADVERTISEMENTS 
Attention  is  called  to  the  following  new  advertisements 
that  appear  in  this  issue:  Abbott  Laboratories  (page  2) 
present  Haliver  Oil  the  new  substitute  for  cod-liver  oil. 
Ideal  Gown  Company  (page  6)  provides  gowns  for  doc- 
tors, nurses  and  dentists.  Hill’s  Rest  Home  (page  6)  cares 
for  convalescents  and  elderly  people.  Seattle  Exclusive 
and  Grinding  Works  (page  501)  repairs  surgical  in- 
struments. 


MEDICAL  NOTES 

War  Nurses.  At  the  regular  meeting  of  the  national 
organization  of  American  War  Nurses,  September  12,  in 
Portland  two  major  resolutions  were  adopted.  The  first 
read  to  the  effect  that  a world  war  nurse,  in  order  to  be 
eligible  to  membership  in  the  National  Organization  of 
American  World  War  Nurses,  must  present  a paidup 
membership  card  in  the  American  Legion.  Recommenda- 
tions of  the  second  resolution,  if  accepted  by  the  Legion, 
will  create  a new  unit  to  be  known  as  the  American  Le- 
gion Nurses’  corps.  Twenty-four  states  were  represented 
at  the  meeting.  New  York  had  the  largest  group  of  dele- 
gates with  eleven  attending,  and  California  next  with  ten. 

Board  Meets.  The  State  Board  of  Eugenics  met  Au- 
gust 19  at  Pendleton  with  W.  D.  McNary  of  the  East- 
ern Oregon  State  Hospital.  Those  present  were  H.  H. 
Foskett  of  Portland,  president  State  Board  of  Health; 
Fred  Strieker  of  Portland,  secretary  of  State  Board  of 
Health;  J.  F.  Brennen  of  Pendleton,  J.  H.  Rosenburg 
of  Prineville,  George  Houck  of  Roseburg,  N.  E.  Irvine 
of  Lebanon  and  Albert  Mount  of  Oregon  City. 

Legislative  Members.  The  following  physicians  are 
expected  to  serve  in  the  next  Oregon  Legislative  Session. 
In  the  Senate  will  be  Joel  C.  Booth  of  Lebanon,  repre- 
senting Lane  and  Linn  Counties.  He  is  a holdover  sena- 
tor. For  the  House  of  Representatives  F.  H.  Dammash 
of  Portland  is  the  Republican  nominee  from  Multnomah 
County  at  the  November  election.  James  A.  Best  of 
Pendleton  is  the  unopposed  nominee  from  Umatilla 
County. 

Veterans  Hospital.  P.  I.  Carter,  head  of  the  Vet- 
erans Administration  in  Oregon,  stated  before  a junior 
Chamber  of  Commerce  luncheon  in  Portland  September  6 
that  the  Veterans  Hospital  on  Marquam  hill  handles  6000 
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patients  a year.  He  said  that  this  is  the  greatest  number 
cared  for  by  any  government  hospital  in  the  country.  Its 
upkeep  exceeds  $700,000  annually. 

Dedication.  On  September  8 the  Home  and  Hospital 
at  Roseburg,  which  was  recommended  by  the  Federal 
Board  of  Hospitalization  one  year  ago,  was  formally  dedi- 
cated. The  entire  structure  will  represent  an  appropria- 
tion of  $2,000,000.  At  present  only  one  building  has 
been  completed. 

Professional  Honors  Received  Abroad.  Robert  C. 
Coffey  of  Portland  has  sailed  for  Europe,  where  he  will 
present  papers  describing  his  work  on  ureteral  transplanta- 
tion before  the  profession  of  several  cities.  In  Paris  he 
will  be  elected  a member  of  French  Urological  Society, 
following  the  presentation  of  a paper  on  this  subject.  In 
Rome  he  will  present  his  work  before  a joint  meeting  of 
the  Italian  Society  of  Surgery  and  the  Italian  Society  of 
Urology.  He  will  also  read  papers  in  Vienna  and  London. 
He  has  prepared  slides  with  suitable  legends  in  the  lan- 
guages of  the  different  countries  which  he  will  visit.  This 
indicates  the  wide  spread  distinction  which  he  has  receiv- 
ed as  the  result  of  his  original  work  in  ureteral  trans- 
plantation. 

Postgraduate  Work.  B.  E.  Pedan  of  Chiloquin 
has  left  for  Philadelphia  where  he  will  enroll  in  the  Uni- 
versity of  Pennsylvania  Medical  School  for  postgraduate 
work  in  ophthalmology  and  otolaryngology.  M.  Kerseth 
of  Portland  and  a graduate  of  the  University  of  Nebras- 
ka Medical  School  will  have  charge  of  Dr.  Pedan’s 
practice  during  his  abscence. 

Able  Pilot.  W.  A.  Cartwright  of  Gold  Beach,  believ- 
ing that  a boat  lying  of  the  mouth  of  the  Rogue  river 
might  be  in  distress,  put  out  in  his  motor  boat  “Don”  to 
render  assistance.  Facing  heavy  seas  and  strong  head 
winds  the  Don  successfully  negotiated  the  trip  to  find 
the  apparently  disabled  boat  was  a halibut  boat  which  had 
come  to  anchor. 

E.  F.  Lucas,  formerly  of  Portland,  has  moved  to  ^an- 
don  in  order  to  take  Over  the  practice  of  J.  D.  Rankin 
who  recently  opened  offices  in  Marshfield.  Dr.  Lucas  is 
a graduate  of  University  of  Oregon  Medical  School  in 
1925  and  since  his  graduation  he  has  been  associated  with 
J.  D.  Sternberg  of  Portland.  ‘ 

J.  M.  SiMPKiN  of  Marshfield  outlined  a short  sketch 
of  medical  history  before  the  Marshfield-North  Bend 
Rotary  Club  at  its  luncheon  September  14.  He  pointed 
out  that  practically  all  the  major  advances  of  medicine 
have  been  made  during  the  past  one  hundred  years. 

Out  for  Mayor.  A.  B.  Peacock,  practicing  physician 
in  Marshfield  for  the  past  eleven  years,  has  entered  the 
race  to  be  elected  mayor  of  this  city.  Dr.  Peacock  is  a 
graduate  of  the  University  of  Oregon  Medical  School, 
former  director  of  the  Marshfield  Chamber  of  Commerce 
and  past  president  of  the  Lions  club. 

R.  W.  Mangels  has  opened  offices  at  Troutdale.  He 
was  graduated  from  the  University  of  Nebraska  College 
of  Medicine  and  for  the  past  year  has  served  as  intern 
in  Emanuel  hospital  of  Portland. 


Lane  County  Medical  Society  held  a meeting  in 
Klamth  Falls,  September  6,  for  the  purpose  of  completing 
final  details  prior  to  the  meeting  of  Oregon  State  Medical 
Society  which  was  held  in  Klamath  Falls  September  22- 
24.  E.  D.  Johnson  was  elected  delegate  to  the  meeting 
and  G.  A.  Alder  alternate. 

H.  N.  Whitelaw  and  H.  M.  Francis  of  Corvallis 
have  opened  a new  suite  of  offices  recently. 


WASHINGTON 

Legislative  Nominations.  As  a result  of  the  primary 
elections  last  month  the  following  physicians  received 
nominations  for  the  legislature.  On  the  Republican  ticket 
the  following  will  be  voted  upon  in  November  for  elec- 
tion to  the  House.  W.  W.  Webb  of  Winlock,  Lewis 
County;  E.  A.  Pierce  of  Tacoma,  Pierce  County,  neither 
having  served  hitherto;  J.  A.  Durrant  of  Snohomish,  Sno- 
homish County,  who  has  already  served  in  several  legis- 
lative sessions;  H.  C.  Watkins  of  Hoquiam,  Grays  Harbor 
County,  who  has  served  in  the  last  two  sessions.  On  the 
Democratic  ticket  R.  D.  Wiswall  of  Vancouver,  Clark 
County,  was  nominated  for  the  House,  this  being  his  first 
legislative  venture. 

Spreaders  of  Disease.  In  an  address  before  a lay 
aggregation  at  First  Baptist  Church,  Tacoma,  Dr.  Ray  L. 
Wilbur  stated  that  mothers  are  the  greatest  spreaders  of 
diseases  among  children.  He  said  the  question  of  public, 
health  is  a personal  one  and  must  go  back  to  the  home. 
Mothers  do  not  want  to  spread  disease  but  they  do  so 
because  of  their  lack  of  understanding.  Dr.  Wilbur  en- 
larged upon  the  remarkable  development  of  medicine  from 
a field  of  superstitition,  magic  and  foibles  to  the  high 
place  education  of  the  public  in  preventative  medicine 
has  attained.  He  said  the  more  we  apply  our  present 
knowledge  to  the  home  the  greater  the  degree  of  happi- 
ness and  health  that  will  be  promoted.  His  address  was 
given  under  the  auspices  of  the  Public  Health  League  of 
Washington. 

Adults  Warned.  R.  G.  Leland  of  Chicago,  who  was 
present  in  Tacoma  as  a guest  speaker  before  the  Wash- 
ington State  Medical  Association  meeting,  told  members 
of  the  Kiwanis  Club  at  a luncheon  that  the  adult  should 
use  every  means  to  keep  himself  fit.  He  said  that  medical 
science  has  lengthened  the  average  span  of  human  life 
by  conquering  many  of  the  ills  which  formerly  laid  heavy 
toll  on  children  but  that  the  field  of  disease  relating  to 
ills  of  later  life  has  not  yielded  as  well  to  the  attack  of 
medicine.  He  admonished  adults  to  undergo  periodic  in- 
spection by  a physician  and  predicted  that  with  this  move 
on  the  part  of  adults  and  the  continued  improvement  in 
medical  science  the  average  span  of  life  can  be  lengthened 
by  the  year  2000  to  about  100  years. 

Washington  Public  Health  League  held  its  annual 
meeting  at  a luncheon  on  the  first  day  of  Washington 
State  Medical  Assodation  Meeting  at  Tacoma,  September 
13,  at  which  S.  E.  Lambert,  in  the  absence  off  R.  N. 
Hamblen,  presided.  Interesting  talks  were  given  by  Miss 
Wilcox  of  Seattle,  secretary  of  the  league  and  E.  A.  Rich 
of  Tacoma.  A report  of  finances  was  made  by  treasurer 
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W.  C.  Woodward  of  Seattle,  and  the  report  of  the  nom- 
inating  committee  was  presented  by  W.  B.  Penney  of  Ta- 
coma, chairman.  A.  L.  Hart  of  Tacoma  spoke  before  the 
Woman’s  Auxiliary  at  the  First  Baptist  Church  on  the 
Romance  of  Medicine. 

Dinner  Fete.  Mr.  S.  M.  Jackson,  president  of  the 
Board  of  Trustees  of  the  Tacoma  General  Hospital  gave 
the  annual  dinner  for  hospital  interns  and  exinterns  Au- 
gust 31,  at  the  Tacoma  Hotel.  Covers  were  laid  for  the 
hosts,  Mr.  Jackson  and  Mr.  C.  J.  Cummings,  superintend- 
ent of  the  hospital  and  for  the  guests  who  were  Drs.  D. 
L.  Martin,  pathologist;  A.  L.  Hart,  radiologist;  H.  C. 
Christopher,  M.  Purman  Dorman  and  L.  M.  Gould,  of 
Seattle;  G.  C.  Kohl  and  C.  Denzler,  of  Sumner;  C.  B. 
Ritchie  of  Morton;  N.  C.  Mace  of  American  Lake;  D.  H. 
Rynning,  C.  W.  Whitaker,  E.  W.  Hanson,  A.  L.  Schultz, 
P.  C.  Kyle,  W.  A.  Neithammer,  W.  A.  Goering,  Corney 
Klaaren  of  Tacoma,  former  interns  and  R.  D.  Harris,  H. 
F.  Staubitz,  M.  L.  Sumouchel  and  J.  Ryder  present  in- 
terns. 

American  Hospital  Association.  C.  J.  Cummings, 
superintendent  of  the  Tacoma  General  Hospital,  attended 
the  joint  session  of  representatives  of  the  American  Medi- 
cal Association,  the  American  Hospital  Association  and  the 
Veterans’  Bureau  at  Portland,  September  13.  Discussion 
took  place  relative  to  legislation  on  hospitalization  affairs, 
especially  local  hospitalization  of  nonservice  disabilities. 
He  was  accompanied  by  H.  G.  Willard  of  Tacoma  who 
addressed  Washington  State  Medical  Association  meeting 
two  days  later  on  medical  care  of  veterans. 

Accepts  Eastern  Position.  Adolph  Weinzirl  of  Se- 
attle, assistant  health  commissioner  for  several  years,  has 
accepted  the  appointment  as  epidemiologist  with  the  Balti- 
more Department  of  Health.  The  appointment  resulted 
from  contacts  established  by  Dr.  Weinzirl  last  year  while 
studying  at  the  Johns  Hopkins  University  on  a graduate 
fellowship  awarded  by  the  Rockefeller  Foundation.  He 
was  graduated  from  the  University  of  Oregon  Medical 
School  and  served  his  internship  in  City  Hospital  of  Se- 
attle before  being  appointed  to  the  health  board  position. 

Indian  Service  Physician.  S.  L.  Mebel  arrived  at 
Omak  early  in  September  to  take  up  his  work  as  Indian 
physician.  He  is  a graduate  of  Friedrich  Wilhelm  Univer- 
sity of  Berlin  and  has  resided  in  the  United  States  for 
the  past  seven  years.  He  came  from  New  York  City. 

Visits  Quinault  Tribe.  R.  L.  Wilbur,  secretary  of 
the  interior,  was  the  guest  of  Grays  Harbor  on  the 
week-end  following  his  attendance  at  the  annual  meeting 
of  the  Washington  State  Medical  Association.  While 
there  he  visited  the  Quinault  Indian  reservation. 

Cancer  Clinic.  Plans  of  the  Spokane  physicians  to 
establish  a cancer  chnic  were  discussed  at  the  September 
meeting  of  Spokane  County  Medical  Society.  A.  O. 
Adams  was  the  principal  speaker  and  A.  N.  Codd,  chair- 
man of  the  cancer  committee,  made  a report  of  the  com- 
mittee findings. 

Resumes  Practice.  Robert  E.  Mullarky  of  Seattle  has 
returned  home  after  two  and  one-half  years  devoted  to 


study  of  surgery  in  Vienna  and  Berlin.  He  also  visited 
and  pursued  his  studies  in  France  and  England.  From  his 
obser\'ations  of  the  depression  and  difficulties  of  existence 
on  the  part  of  physicians  in  European  countries,  the  ap- 
parent hard  times  in  this  country  do  not  compare  with 
what  is  found  abroad.  The  profession  of  our  country  is 
in  an  enviable  condition  in  contrast  to  that  of  European 
brethren. 

E.  C.  Guyer  has  recently  opened  offices  in  Seattle. 
He  attended  the  University  of  Washington  and  for  the 
past  six  years  has  lived  in  Philadelphia,  where  he  grad- 
uated from  Jefferson  Medical  College. 

D.  S.  Shellabarger  of  Edmonds  collapsed  at  his 
home  August  30  and  has  been  confined  to  his  bed.  His 
health  has  been  failing  for  sometime. 

Returns.  E.  L.  Brinson  of  Bellingham  has  resumed 
his  practice  after  a two  months  trip  in  the  east  and  south. 
He  spent  sometime  in  the  Mayo  Chnic  and  the  Jefferson 
Medical  College  of  Philadelphia,  visited  his  parental  home 
in  Georgia  and  on  his  return  witnessed  the  Olympic 
games. 

V.  C.  Norine,  recently  of  Vancouver,  B.  C.,  has 
opened  offices  at  Tonasket.  He  is  a graduate  of  Uni- 
versity of  Nebraska  Medical  School. 

Weddings.  The  marriage  of  R.  E.  Currie  and  Miss 
Frances  Eleanor  Joseph  of  Spokane  took  place  September 
10.  After  a trip  to  Glacier  National  Park  they  returned 
to  Medical  Lake,  where  Dr.  Currie  is  on  the  staff  of 
Eastern  Washington  State  Hospital.  W.  C.  Keyes  of  Bell- 
ingham was  recently  married  to  Miss  Emma  Filsinger  of 
that  city.  W.  S.  Griswold  and  Miss  Jessie  Reeves  of  Se- 
attle were  married  August  20.  They  are  absent  on  a long 
eastern  automobile  tour. 


IDAHO 

Leaves  Boise.  G.  E.  Riggs,  formerly  chief  surgeon  of 
the  Veterans'  Hospital  of  Boise,  has  been  transferred  to 
the  Veterans’  Hospital  of  Memphis,  Tenn.,  where  he  will 
serve  as  chief  of  the  surgical  staff.  He  will  be  succeeded 
by  H.  E.  Bundy  of  Portland  who  formerly  was  an  assist- 
ant of  Dr.  Riggs  at  the  Portland  Veterans’  Hospital. 
L.  B.  Crumrine,  formerly  of  Memphis,  will  join  the  staff 
as  ophthalmologist  and  otolaryngolgist  and  E.  J.  Clarke, 
from  Sheridan,  Wyo.,  as  a specialist  in  internal  medicine. 
Because  of  the  increased  number  of  patients  five  nurses 
have  been  added  to  the  Boise  hospital. 

M.  J.  McRae  has  become  associated  with  E.  G.  Brad- 
dock  and  J.  F.  Gist  of  Lewiston.  Dr.  McRae  is  a gradu- 
ate of  University  of  Washington  and  Georgetown  School 
of  Medicine,  Washington,  D.  C.  He  served  his  internship 
at  General  Hospital  of  Altoona,  Pa. 

Burl  Betzer  has  located  at  Scio  for  the  practice  of 
medicine.  He  is  a graduate  of  University  of  Portland 
Medical  School  and  during  the  past  year  has  served  as 
an  intern  at  the  Good  Samaritan  hospital  of  Portland. 
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WOMAN’S  AUXILIARY 

WOMAN’S  AUXILIARY  TO  WASHINGTON  STATE 
MEDICAL  ASSOCIATION 

REPORT  OF  FIRST  ANNUAL  SESSION  HELD  AT  TACOMA 

SEPTEMBER  12'14,  1932 

One  of  the  striking  features  of  the  forty-third  annual 
session  of  the  Washington  State  Medical  Association  was 
the  absence  of  impatient  and  waiting  wives  in  the  lobby 
of  the  hotel  where  the  meetings  were  held.  The  ladies 
were  at  times  busier  than  their  doctor  husbands,  attending 
general  sessions,  committee  meetings  and  social  gatherings. 

In  spite  of  the  fact  that  this  was  the  first  annual  meet- 
ing of  the  Woman’s  Auxiliary,  organized  less  than  a 
year  ago,  146  delegates  from  twelve  county  societies  were 
registered,  and  many  more  took  active  and  enthusiastic 
part  in  its  programs.  During  the  morning  sessions  the 
reports  of  the  presidents  of  county  auxiliaries  and  chair- 
men of  committees  were  presented  and  many  important 
points  in  organization  work  were  discussed  under  the  very 
able  leadership  of  its  organizer  and  first  president,  Mrs. 
Horace  J.  Whitacre  of  Tacoma. 

An  outstanding  feature  of  the  first  annual  session  was 
the  eloquent  address  of  Dr.  Alan  L.  Hart  of  Tacoma  un- 
der the  title,  “The  Romance  of  Medicine.”  The  enthusi- 
asm of  the  ladies  present  warrants  the  hope  that  many 
more  such  addresses  be  the  part  of  future  sessions.  An- 
other well  delivered  informative  address  on  “The  Auxiliary 
and  Public  Health”  was  given  by  Miss  Helen  Wilcox, 
Secretary  Public  Health  League  of  Washington. 

Genuine  friendliness  was  apparent  everywhere  and  the 
hospitality  of  the  ladies  of  Pierce  County  Auxiliary,  un- 
der the  skillful  management  of  Mrs.  Ralph  Schaeffer  and 
Mrs.  Edgar  F.  Dodds,  seemed  to  know  no  bounds.  With 
the  opening  social  event,  a tea  at  the  residence  of  the 
State  President,  Mrs.  Whitacre,  a round  of  very  happy 
social  events  filled  the  afternoons  and  evenings  of  each 
day,  ending  with  the  garden  tea  at  American  Lake 
Hospital,  where  friendships  were  renewed  and  streng^ened 
and  foundations  of  new  ones  laid. 

A goodly  number  took  part  in  the  golf  tournament  on 
the  first  morning  and  the  Woman’s  Auxiliary  trophy, 
donated  by  Dr.  C.  Quevli,  was  won  by  Mrs.  Horace 
Wright  of  Tacoma.  Other  winners  of  prizes  donated  by 
the  host-city  were  Mrs.  C.  V.  Lunvick,  Mrs.  W.  N.  Kin- 
ney, Mrs.  Millard  Nelsen,  Mrs.  A.  T.  Wanamakcr,  Mrs. 
C.  E.  Watts,  Mrs.  C.  H.  Hoefler  and  rs.  W.  C.  Wood 
ward. 

Folowing  officers  were  elected  to  serve  one  year. 


President Mrs.  O.  F.  Lamson  Seattlle 

1st  Vice-President Mrs.  L.  S.  Gilpatrick  Spokane 

2nd  Vice-President Mrs.  W.  W.  Ballaine,  Bellingham 

3rd  Vice-President Mrs.  J.  F.  MacDonald  Floquiam 

4th  Vice. President Mrs.  J.  B.  Blair  Vancouver 

5th  Vice-President Mrs.  Edgar  F.  Dodds  Tacoma 

Recording  Secretary Mrs.  A.  Macrae  Smith,  Bellingham 

Corresponding  SecretaryMrs.  Chas.  B.  Castlen  Seattle 

Treasurer Mrs.  C.  B.  Jones  Everett 


The  admiration  and  gratitude  for  the  success  of  the  first 
annual  session  of  Woman’s  Auxiliary  to  the  Washington 
State  Medical  Association  goes  to  Mrs.  H.  J.  Whitacre 
who  was  made  an  honorary  member  by  unanimous  vote, 
and  to  the  local  Convention  Committee  Chairmen: 


Organization Mrs.  H.  J.  Whitacre  Tacoma 

Program Mrs.  N.  L.  Thompson  Everett, 


Public  Relations Mrs.  D.  H.  Nickerson  Seattle 

Hygeia Mrs.  A.  A.  Mathews  Spokane 

Legislative Mrs.  W.  H.  Axtell  Bellingham 

Press  and  publicity Mrs.  L.  G.  Steck  Chehalis 


Chairmen  of  Standing  Committees: 

Mrs.  Ralph  C.  Schaeffer,  Mrs.  Edgar  F.  Dodds,  General 
Chairmen. 

Mrs.  C.  Quevli,  Mrs.  W.  G.  Cameron,  Country  Club 
Luncheon  and  bridge. 

Mrs.  E.  C.  Yoder,  Mrs.  E.  D.  Warren,  Garden  tour. 

Mrs.  C.  V.  Lundvick,  Mrs.  Ross  Wright,  Golf. 

Mrs.  J.  A.  La  Casa,  Mrs.  H.  G.  Willard,  Hospitality. 

Mrs.  A.  L.  Hart,  Mrs.  Chas.  S.  Pascoe,  Information. 

Mrs.  Chas.  McCreery,  Mrs.  E.  C.  Yoder,  Press  and  pub- 
licity. 

Mrs.  E.  L.  Carlsen,  Mrs.  Burton  Brown,  Program. 

Mrs.  D.  H.  Bell,  Mrs.  H.  S.  Argue,  Registration. 

Mrs.  Eugene  Hanson,  Mrs.  W.  W.  Mattson,  Transporta- 
tion. 

Mrs.  W.  A.  Monroe,  Mrs.  T.  C.  Rummell,  Tea. 


REPORTS  OF  SOCIETY  MEETINGS 

WASHINGTON  STATE  MEDICAL 
ASSOaATION 

MINUTES  OF  THE  FORTY-THIRD  ANNUAL  MEET- 
ING OF  WASHINGTON  STATE  MEDICAL  ASSOCI- 
ATION, HELD  AT  HOTEL  WINTHROP,  TACOMA, 
WASH.,  SEPT.  13-14,  1923. 

The  forty-third  annual  meeting  of  the  Washington 
State  Medical  Association  was  held  at  the  Winthrop 
Hotel,  Tacoma,  Washington,  September  13-14,  1932. 
HOUSE  OF  DELEGATES 
First  Session 
Tuesday,  September  13 

The  meeting  was  called  to  order  at  9:00  a.m.  by  Presi- 
dent Dr.  H.  J.  Whitacre.  On  calling  the  roll,  a quorum 
was  found  present  with  the  following  delegates  answering 
to  roll  call:  H.  J.  Whitacre,  J.  T.  Rooks,  W.  A.  Taylor, 
C.  H.  Thomson,  J.  H.  O’Shea,  A.  H.  Peacock,  A.  O.  Loe, 
A.  C.  Crookall,  Carroll  Smith,  P.  J.  Gallagher,  Frederick 
Epplen,  R.  T.  Congdon,  D.  E.  McGillivray,  J.  W.  Hen- 
derson, H.  G.  Miller,  H.  E.  Coe,  A.  J.  Bowles,  C.  E. 
Watts,  T.  E.  Douglas,  Frederick  Slyfield,  Brien  King, 
E.  Weldon  Young,  O.  A.  Nelson,  H.  G.  Wright,  C.  W. 
Sharpies,  A.  E.  McMillan,  W.  G.  Cameron,  Chas.  Mc- 
Creery, W.  D.  Read,  E.  C.  Leach,  H.  E.  Rhodehamel, 
E.  B.  Loudin,  E.  J.  Rhoades,  J.  R.  Morrison,  F.  H.  Brush. 

The  minutes  of  the  previous  meeting  were  accepted  as 
published  in  Northwest  Medicine.  The  Secretary  stated 
that  all  the  proceedings  of  the  special  meeting  of  the 
House  of  Delegates  and  Board  of  Trustees  would  be 
brought  up  at  this  meeting. 

Secretary-Treasurer’s  Report 

The  Secretary-Treasurer  gave  the  following  summary 
of  the  last  audit. 

To  the  Officers  and  Members, 

Washington  State  Medical  Association, 

Seattle,  Washington. 

Gentlemen: 

In  accordance  with  your  request,  we  have  examined 
the  books  and  records  presented  us  of  the  Washington 
State  Medical  Association  and  The  Legal  Defense  Fund, 
for  the  six  months  ending  June  30,  1932,  and  now  pre- 
sent our  report,  as  a part  of  this  report,  we  have  pre- 
pared and  attach  hereto  the  following  Exhibits: 
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Medical  Ass’n  Fund  Exhibit  “A”  Page  3 

Medical  Ass'n  Fund  Disbursements  ....Exhibit  “B”  Page  4 

Legal  Defense  Fund  Exhibit  “C”  Page  5 

Legal  Defense  Fund,  Disbursements  ....Exhibit  “D”  Page  6 

List  of  L.  D.  F.  Securities  Exhibit  “E”  Page  7 

While  we  believe  these  Exhibits  are  to  a large  degree 


self-explanatory,  we  might  comment  briefly  upon  them 
and  shall  do  this  in  the  order  in  which  they  appear. 

Medical  Association  Fund 

Receipts  from  membership  dues  for  the  period  have 
amounted  to  $4520.00,  being  remittances  from  904  mem- 
bers; 775  of  these  were  for  1932,  126  for  1931  and  3 for 
1930.  These  amounts  were  satisfactorily  reconciled  with 
remittance  blanks  of  the  Secretary-treasurers  of  the  var- 
ious County  Societies.  We  have  also  credited  this  Fund 
with  interest  received  $83.14,  making  a total  in  receipts 
of  $4603.14.  Disbursements  have  amounted  to  $4190.44, 
as  shown  by  Exhibit  “B",  therefore  showing  an  increase 
of  receipts  over  disbursements  of  $412.70.  This  amount, 
added  to  your  January  First  Balance  of  $1213.71,  gives 
you  a balance  of  $1626.41,  to  the  credit  of  this  Fund  at 
June  30,  1932,  as  shown  by  Exhibit  “A”.  This  balance 
is  made  up  of  cash  $10.00,  balance  First  National  Bank 
$924.52,  and  Wash.  Mutual  Savings  Bank  691.89. 

Legal  Defense  Fund 

Receipts  from  subscribers  to  this  Fund  have  amounted 
to  $2810.00.  Interest  on  Bonds  $425.00,  or  a total  re- 
ceipts of  $3235.00.  Disbursements  for  the  period  have 
amounted  to  $2304.85,  as  shown  by  Exhibit  “D”,  a net 
increase  of  receipts  over  disbursements  of  $930.15.  This 
amount,  added  to  your  balance  at  January  first  of  $23, 
136.95,  gives  you  a balance  to  the  credit  of  this  Fund 
at  June  30,  1932  of  $24,067.10,  as  shown  by  Exhibit  “C''. 
This  balance  is  made  up  as  shown  by  Exhibit  “E”. 

General 

The  bank  balances  have  been  satisfactorily  reconciled 
with  statements  from  the  depositories.  The  bonds  were 
inspected  by  us  and  were  found  to  be  intact  with  all  un- 
paid coupons  attached. 

All  disbursements  have  been  made  by  voucher-check, 
drawn  on  yOur  regular  depository,  have  been  properly  en- 
dorsed and  cleared  through  the  bank  in  regular  order.  In- 
voices from  parties  to  whom  payments  have  been  made  are 
properly  o.k'd.  by  the  President  of  the  Association  and 
are  on  file  or  payments  are  authorized  by  your  minutes 
or  by-laws. 

We  Hereby  Certify  that  the  attached  Exhibits,  together 
with  the  foregoing  comments,  are  in  agreement  with  your 
books  and  in  our  opinion  are  correct  and  show  the  true 
status  of  the  two  Funds  as  at  June  30,  1932,  and  the 
true  amount  of  Receipts  and  Disbursements  for  the  six 
months  ending  that  date. 

Respectfully  submitted, 

Louis  E.  Smith  & Co. 
Certified  Public  Accountants 
By  Louis  E.  Smith  (Signed). 

C.  P.  A. 

Dr.  H.  J.  Whitacre  then  gave  the  President's  annual 
address. 

The  Secretary  stated  that  all  resolutions  to  the  House 
of  Delegates  must  be  in  the  writing  and  be  presented 
at  the  afternoon  session. 


Vol.  XXXI,  No.  10 

Dr.  J.  T.  Rooks  presented  the  report  of  the  Committee 
of  Seven. 

After  considerable  discussion,  motion  made  and  carried 
that  this  report  be  accepted. 

Dr.  Whitacre  presented  Mr.  Harry  E.  Foster,  Assistant 
Attorney  General  of  the  State,  who  spoke  on  “Some  of 
the  Legal  Aspects  of  Reorganized  Medicine.” 

Meeting  adjourned. 

Afternoon  Session 

The  afternoon  session  was  called  to  order  by  Dr.  Whit- 
acre at  2 p.m.,  who  called  for  presentation  of  resolutions. 

Resolutions 

Dr.  W.  B.  Penney  presented  the  following  resolution; 
WHEREAS:  The  practice  of  medicine,  as  conducted 
by  the  United  States  Government  under  the  Veterans 
Administration  and  the  Public  Health  Service,  represents 
a serious  and  increasing  burden  in  taxation  upon  the  gen- 
eral pubhc  and  the  medical  profession,  and 

WHEREAS:  The  treatment  of  non-service-connected 
disabilities  by  the  United  States  Veterans  Administration 
is  unjust  to  and  an  encroachment  upon  the  legitimate 
fields  of  business  and  the  medical  profession,  and 

WHEREAS:  The  problems  involved  in  this  vast  sub- 
ject are  so  complex  and  difficult  of  solution,  now,  there- 
fore, be  it 

RESOLVED:  That  a standing  committee  of  five  be 
appointed  by  the  president  for  the  intensive  study  of  this 
subject,  and  that  this  committee  be  given  authority  to 
cooperate  fully  with  a similar  committee  of  the  American 
Medical  Association  and  with  Veterans’  organizations  dur- 
ing the  coming  year,  and  that  before  committing  the 
Washington  State  Medical  Association  to  any  policy  or 
action,  this  committee  shall  derive  its  authority  from  the 
Board  of  Trustees  of  the  Association. 

Dr.  C.  W.  Sharpies  presented  the  following  resolution: 
WHEREAS:  The  Medical  Practice  Act  for  the  regu- 
lation of  the  practice  of  medicine  and  surgery  and  the 
treatment  of  the  sick  and  afflicted  in  the  State  of  Wash- 
ington, as  it  now  stands  on  the  statutes  of  the  State  of 
Washington,  has  shown  various  and  sundry  defects  which 
it  is  believed  are  contrary  to  the  best  interests  of  the 
people  of  the  State,  now,  therefore,  be  it 

RESOLVED:  That  a new  Medical  Practice  Act,  as 
previously  discussed  and  now  in  the  hands  of  each  mem- 
ber of  the  House  of  Delegates,  be  approved  by  the  Wash- 
ington State  Medical  Association. 

Dr.  J.  T.  Rooks  presented  the  following  resolution; 
WHEREAS:  Workmen’s  compensation  insurance  and 
medical  aid  are  widely  prevalent  in  the  United  States,  and 
have  become  an  established  economic  principle,  and 
WHEREAS:  The  Medical  Aid  Division  of  the  Work- 
men’s Compensation  Act  in  the  State  of  Washington  has 
in  some  respects  proven  unsatisfactory  to  the  medical 
profession,  as  regards  the  operation  of  Sec.  7724  of  Rem- 
ington’s 1927  Supplement  or  Remington’s  Compiled  Stat- 
utes, now,  therefore,  be  it 

RESOLVED:  That  an  act  prepared  for  the  amendment 
of  this  section,  as  presented  at  this  meeting  of  the  Wash- 
ington State  Medical  Association,  be  adopted. 

Dr.  J.  W.  Henderson  presented  the  following  resolu- 
tion: 

WHEREAS:  Modern  social  trends  have  brought  or- 
ganized medicine  to  a real  appreciation  of  the  economic 
and  public  relationship  phase  of  the  practice  of  medicine, 
and 

WHEREAS:  The  wisdom  of  the  House  of  Delegates 
in  the  election  of  the  Committee  of  Seven  has  been  amply 
demonstrated  by  the  past  year  of  work,  and 

WHEREAS:  The  problems  involved  cannot  be  solved 
in  a single  year,  and  must  be  studied  throughout  many 
years  to  come,  now,  therefore,  be  it 

RESOLVED;  That  a standing  Committee  of  Seven 
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on  Economics  and  Public  Relations  be  created  by  the 
Washington  State  Medical  Association,  and  that  the  presb 
dent  appoint  two  members  to  serve  for  a period  of  five 
years,  one  member  for  a period  of  four  years,  one  member 
for  a period  of  three  years,  one  member  for  a period  of 
two  years,  and  two  members  for  a period  of  one  year. 
Dr.  J.  R.  Morrison  presented  the  following  resolution: 
WHEREAS:  It  appears  that  there  is  duplication  in 

health  programs,  with  resulting  inefficiency,  and  dissapa- 
tion  of  effort,  and 

WHEREAS:  Many  health  programs  are  under  control 
of  politicians  rather  than  qualified  physicians,  and 

WHEREAS:  It  has  been  definitely  shown  that  there 
is  a distinct  trend  toward  paternalism  in  health  programs, 
that  is  inimical  to  the  best  interest  of  the  public,  now, 
therefore,  be  it 

RESOLVED:  That  the  Washington  State  Medical  As' 
sociation,  through  its  House  of  Delegates,  pledge  itself  to 
continue  organized  efforts  to  correct  these  manifest  evils 
and  assume  the  leadership  which  by  training  and  exper- 
ience it  deserves  and  is  competent  to  exercise. 

Dr.  E.  C.  Leach  presented  the  following  resolution: 
WHEREAS:  The  job  ahead  for  organized  medicine 
includes  thorough  study  for  the  development  of  a com- 
prehensive, adequate  and  efficient  system  of  preventive 
medicine,  and 

WHEREAS:  The  work  of  the  standing  committees  of 
the  Washington  State  Medical  Association  concerns  itself 
very  largely  with  the  disease  prevention  phases  of  medi- 
cine, and 

WHEREAS:  The  committee  work  of  the  Washington 
State  Medical  Association  has  in  some  measure  lacked  in 
coordination  and  efficiency,  now,  therefore,  be  it 

RESOLVED:  That  the  Executive  Committee  of  the 
Washington  State  Medical  Association  be  charged  with 
the  obligation  of  developing  a coordinated  standing  com- 
mittee program,  and  that  definite  consideration  be  given 
to  certain  recommendations  made  by  Dale  L.  Martin,  M.D., 
in  his  report  of  the  Cancer  Committee  of  1932. 

Dr.  H.  E.  Coe  presented  the  following  resolutions: 
WHEREAS:  The  Washington  State  Conference  on 

parent  education  is  to  be  held  on  October  19  and  20, 
and  the  chairman  has  requested  that  the  Washington  State 
Medical  Association  be  one  of  the  cooperating  agencies, 
and  N 

WHEREAS:  There  are  many  aspects  of  parent /edu- 
cation in  which  personal  and  public  health  are  of  great 
importance,  and 

WHEREAS:  The  participation  requested  involves  no 
activities  other  than  those  which  are  constantly  being 
carried  on  in  the  personal  and  public  contacts  of  individ- 
ual members  of  this  association  with  their  patients  and 
other  groups,  therefore,  be  it 

RESOLVED:  That  the  request  of  the  Parent  Educa- 
tion Conference  to  name  this  Association  as  one  of  its 
cooperating  agencies  be  granted. 

Dr.  Whitacre  appointed  the  following  Resolution  Com- 
mittee: J.  H.  O’Shea,  Chairman,  Frederick  Slyfield, 
W.  D.  Read,  J.  W.  Henderson,  J.  R.  Morrison. 

Drs.  J.  H.  O’Shea  and  W.  B.  Penney  gave  reports  as 
Delegates  to  the  Annual  Meeting  of  the  American  Medi- 
cal Association  held  in  New  Orleans. 

Dr.  Joseph  A.  Pettit  gave  the  following  address:  “The 
American  Medical  Association.’’ 

Dr.  Nathan  Sinai  gave  the  following  address:  “The 
Health  Problem  of  the  Individual  Worker.’’ 

Dr.  R.  G.  Leland  gave  the  closing  paper  for  the  day, 
entitled  “Current  Trends  in  Medical  Practice.” 


Second  Session 
Wednesday,  September  14 

The  meeting  was  called  to  order  at  9:30  a.m.  by  First 
Vice-President,  Dr.  J.  T.  Rooks. 

Dr.  A.  H.  Peacock  presented  the  report  for  the  Com- 


mittee of  Seven  on  “Present  Status  of  Health  Insurance 
in  the  State  of  Washington.” 

Dr.  W.  D.  Read  gave  a paper  entitled,  “Studies  in 
Pierce  County.” 

The  following  address  was  given  by  Dr.  Sinai:  “Health 
Insurance.” 

The  following  address  was  given  by  Dr.  Leland:  “Some 
Economics  of  Medicine.” 

Dr.  C.  W.  Sharpies  gave  “Report  of  the  Medical  Prac- 
tice Act  Committee.” 

This  report  was  followed  by  considerable  discussion 
among  the  members. 

Dr.  A.  O.  Loe  suggested  that  the  doctors  send  in  any 
suggestions  that  they  might  have  with  their  signatures 
attached. 

Dr.  E.  L.  Zimmerman,  President  of  the  Oregon 
State  Medical  Society,  was  introduced  by  Dr.  Whitacre. 
Dr.  Zimmerman  extended  an  invitation  to  the  Washington 
State  Medical  Association  to  attend  the  annual  meeting 
of  the  Oregon  State  Society  to  be  held  at  Klamath  Falls, 
Sept.  22-24. 

Motion  was  made  and  carried  that  the  House  of  Dele- 
gates go  into  Executive  Session  after  recess  until  noon. 


HOUSE  OF  DELEGATES 
A luncheon  and  business  meeting  was  held  at  the 
Winthrop  Hotel  September  14,  at  12  o’clock  noon. 

The  meeting  was  called  to  order  by  the  President. 

The  Secretary  introduced  a motion  that  the  House  of 
Delegates  apportion  not  more  than  $75.00  a month  from 
the  Defense  Fund  to  the  General  Fund  as  office  dVer- 
head  expenses.  Motion  seconded  and  carried. 

The  Secretary  introduced  an  amendment  to  the  By- 
Laws  that  would  strike  out  the  phrase  entitling  full  time 
officers  of  Army,  Navy,  and  Public  Health  Service  to 
membership  without  payment  of  dues.  After  discussion, 
this  amendment  was  adopted. 


Election  of  Officers 

The  House  of  Delegates  then  proceeded  to  elect  officers 
for  the  ensuing  year.  (Those  whose  terms  did  not  expire 
are  added  to  complete  the  list.) 

President,  A.  H.  Peacock,  Seattle,  term  expires  1933. 
First  Vice-President,  J.  T.  Rooks,  Walla  Walla,  term  ex- 
pires 1933. 

Second  Vice  President,  W.  A.  Taylor,  Ellensburg,  term 
expires  1933. 

Secretary-Treasurer,  C.  H.  Thomson,  Seattle,  term  ex- 
pires 1933. 

Assistant  Secretary-Treasurer,  J.  H.  O’Shea,  Spokane,  term 
expires  1933. 

TRUSTEES 
First  District 

A.  C.  Crookall,  Seattle,  term  expires  1933. 

A.  O.  Loe,  Seattle,  term  expires  1933. 

E.  C.  Leach,  Arlington,  term  expires  1934. 

P.  J.  Gallagher,  Seattle,  term  expires  1934. 

Second  District 

George  Anderson,  Spokane,  term  expires  1933. 

A.  E.  Gerhardt,  Wenatchee,  term  expires  1933. 

Carroll  Smith,  Spokane,  term  expires  1934. 

H.  E.  Rhodehamel,  Spokane,  term  expires  1934. 

Journal 

E.  J.  Rhoades,  Walla  Walla,  term  expires  1933. 

H.  G.  Willard,  Tacoma,  term  expires  1933. 

C.  W.  Sharpies,  Seattle,  term  expires  1933. 

Delegates  to  A.  M.  A. 

J.  H.  O’Shea,  Spokane,  term  expires  1933. 

F.  G.  Sprowl  (alt.),  Seattle,  term  expires  1933. 

Brien  T.  King,  Seattle,  term  expires  1934. 

W.  B.  Penney  (alt.),  Tacoma,  term  expires  1934. 
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Dr.  Frederick  Slyfield  on  behalf  of  King  County  e.x- 
tended  an  invitation  to  the  Association  to  meet  in  Seattle 
in  1933.  This  was  accepted. 

Dr.  J.  H.  O’Shea  presented  the  report  of  the  Resolu' 
tion  Committee. 

We,  your  committee  on  Resolutions,  wish  to  make  the 
following  report  on  the  resolutions  submitted  to  us: 

1,  Referring  to  the  resolution  proposed  by  Dr.  J.  P. 
Rooks  relative  to  an  amendment  to  the  Workman’s  Com- 
pensation Insurance,  the  committee  recommends  that  it 
be  adopted.  Motion  made  and  carried  that  this  resolution 
be  adopted. 

2.  Referring  to  the  resolution  presented  by  Dr.  C.  W. 
Sharpies  pertaining  to  a new  Medical  Practice  Act,  the 
committee  recommends  that  it  be  adopted  with  certain 
omissions  and  additions  as  follows: 

a.  That  Section  4 be  amended  to  read,  “a  majority 
of  the  full  board  shall  be  required  to  carry  a measure.” 

b.  That  Section  1 be  changed  and  that  in  the  second 
paragraph,  where  it  is  stated  “The  Washington  State 
Medical  Association  shall  nominate  and  recommend  to 
the  Governor,”  that  the  words  “Board  of  Trustees”  be 
added. 

c.  That  paragraph  No.  9 of  Section  12  be  eliminated 
entirely. 

d.  That  paragraph  No.  13  of  Section  12  be  elimin- 
ated entirely. 

e.  That  paragraph  15  of  Section  12  be  eliminated 
entirely. 

f.  That  Section  No.  1 be  amended  with  reference  to 
the  removal  of  a member  and  that  there  be  added  thereto, 
“or  by  the  Governor  with  the  consent  and  approval  of 
the  Board  of  Trustees  of  the  Washington  State  Medical 
Association.” 

g.  Section  No.  16,  with  reference  to  appeal,  that  it 
be  added,  “license  shall  not  be  revoked  and  physicians 
prevented  from  practicing  until  the  case  is  finally  ad- 
judicated. 

h.  Section  No.  24,  with  reference  to  itinerant  physi- 
cians, that  it  be  added,  after  the  words  “a  physician,”  the 
words,  “holding  a license.” 

i.  That  Section  25  be  entirely  omitted. 

This  resolution  as  amended  was  accepted  with  the  fol- 
lowing additional  amendments. 

1.  Section  24  with  reference  to  itinerant  physician’s 
license  be  changed  from  One  Thousand  Dollars  per  an- 
num to  Two  Thousand  Five  Hundred  Dollars  per  annum. 

2.  Section  5,  Part  1,  be  changed  to  read  that  he  be 
given  a permit,  after  he  has  declared  his  intention  to  be- 
come a citizen,  until  his  papers  can  be  obtained.  This 
was  further  amended  to  empower  the  Executive  Committee 
or  Board  of  Trustees  to  consult  whatever  sources  they 
would  see  fit  to  study  this  question,  and  be  authorized 
to  make  what  changes  they  would  deem  necessary. 

33.  Referring  to  the  resolution  proposed  by  Dr. 
Leach,  the  committee  recommends  that  this  be  submitted 
to  the  incoming  president  for  consideration  and  guidance. 
Motion  made  and  carried. 

4.  With  reference  to  resolution  presented  by  Dr.  Pen- 
ney in  regard  to  the  appointment  of  the  committee  for 
the  purpose  of  an  investigation  of  the  veterans’  adminis- 
tration, we  recommend  that  it  be  adopted.  Motion  made 
and  carried  that  this  resolution  be  adopted. 

5.  Referring  to  the  resolution  presented  by  Dr.  J.  W. 
Henderson  with  reference  to  the  creation  of  a permanent 
committee  of  seven,  the  committee  recommends  that  it 
be  adopted.  This  resolution  was  adopted. 

6.  Referring  to  the  resolution  submitted  by  Dr.  H.  E. 
Coe  with  reference  to  the  conference  on  Parent  Educa- 
tion, the  committee  recommends  that  it  be  adopted.  This 
resolution  was  adopted. 

7.  With  reference  to  the  resolution  presented  by  Dr. 
J.  R.  Morrison,  the  committee  recommends  that  it  be 
adopted.  This  resolution  was  adopted. 

Motion  was  made  that  the  report  of  the  Resolution 
Committee  as  adopted  section  by  section  and  amended,  be 


adopted  as  a whole.  After  discussion,  motion  was  adopted. 

Dr.  J.  H.  O’Shea  expressed  his  appreciation  of  work  of 
the  members  of  the  resolution  committee. 

The  Secretary  presented  a list  of  the  deceased  members. 
Motion  made  and  carried  that  President  appoint  a commit- 
tee to  draw  up  suitable  resolutions  for  deceased  members. 
Dr.  A.  H.  Peacock  was  introduced  by  Dr.  Whitacre. 

Dr.  Whitacre  stated  that  he  wished  to  officially  thank 
Mr.  Foster,  Dr.  Sinai  and  Dr.  Leland  for  their  cooperation 
and  help. 

Dr.  A.  O.  Loe  moved  that  a unanimous  vote  of  thanks 
be  given  in  appreciation  and  praise  of  the  work  of  Dr. 
Whitacre  and  the  other  officers  of  the  Association. 

There  being  no  further  business,  the  meeting  adjourned. 

Afternoon  Session 

The  afternoon  session  was  called  to  order  by  Dr.  J.  T. 
Rooks. 

Dr.  H.  G.  Willard  gave  a further  report  of  the  Com- 
mittee of  Seven  on  “Medical  Care  of  Veterans  and  Gov- 
ernment Employees.” 

Dr.  Whitacre  presented  the  new  president.  Dr.  A.  H. 
Peacock,  who  spoke  a few  words. 

Mr.  Frank  P.  Foisie  was  the  next  speaker  who  gave  an 
address  entitled,  “A  Layman’s  Attitude  on  the  Medical 
Care  of  Injured  Workmen.” 

Dr.  Ray  Lyman  Wilbur  was  then  introduced  by  Dr. 
Whitacre  who  presented  the  last  paper  of  the  session,  re- 
porting of  the  progress  of  the  Committee  on  the  Costs  of 
Medical  Care. 

IDAHO  STATE  MEDICAL  ASSOCIATION 
PROCEEDINGS  OF  THE  FORTIETH  ANNUAL 
MEETING  OF  IDAHO  STATE  MEDICAL  ASSOCIA- 
TION, POCATELLO,  IDA.,  SEPTEMBER  16-17,  1932 
The  fortieth  annual  meeting  of  Idaho  State  Medical  As- 
sociation was  held  in  Pocatello  September  16-17,  headquar- 
ters being  at  the  Bannock  Hotel. 

Registration  amounted  to  over  eighty  members.  The  pro- 
gram occupied  two  full  days  and  was  one  of  exceptional 
merit. 

The  essayists  with  their  subjects  are  as  follows: 

Dr.  Caroline  McGill,  Butte,  Mont.,  on  “Menorrhagia,” 
and  “Tissue  Diagnosis  and  the  General  Surgeon.” 

Dr.  Frederick  L.  Reichert,  Professor  of  Surgery,  Stan- 
ford University,  on  “Interruption  of  Sympathetic  Path- 
ways for  Relief  of  Pain  in  the  Extremities,”  and  “Neuralgia 
of  Certain  Sensory  and  Sympathetic  Nerves.” 

Dr.  L.  B.  Kingery,  Clinical  Professor  Dermatology  and 
Syphilology,  University  of  Oregon,  Portland,  on  “Ring- 
worm Infection,  Clinical  Types,  Diagnosis  and  Treatment.” 
Dr.  Dorrell  G.  Dickerson,  Seattle,  Wash.,  on  “Mi- 
graine,” and  “Brain  Abscess.” 

Dr.  Albert  Mathieu,  Portland,  Ore.,  on  “Introduction  of 
Labor,”  and  “Diet  in  Its  Relation  to  the  Teeth  of  the 
Pregnant  Woman  and  her  Offspring.” 

Dr.  Thomas  Jones,  Crile  Clinic,  Cleveland,  Ohio,  on 
“Diagnosis  and  Treatment  of  Carcinoma  of  the  Cervix,” 
“Diagnosis  and  Surgical  Treatment  of  Cancer  of  the 
Breast”  and  “Diagnosis  and  Treatment  of  Carcinoma  of 
the  Colon  and  Rectum.” 

Dr.  W.  H.  Bueermann  of  Portland,  Ore.,  on  “Diag- 
nostic Aspects  of  Goitre.” 

Dr.  C.  F.  Kemper,  Denver,  Colo.,  on  “Pernicious  Ane- 
mia.” 
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HOUSE  OF  DELEGATES 
The  House  of  Delegates  met  on  the  evening  prior  to 
the  first  day  of  the  meeting  as  well  as  daily  on  the  16th 
and  17th. 

The  address  of  President  J.  N.  Davis  dealt  with  econ- 
omic  aspects  of  the  practice  of  medicine,  particularly  with 
state  insurance  as  it  has  been  developed  in  European 
countries. 

Dr.  William  Dock  was  unable  to  attend  the  meeting, 
as  were  Drs.  P.  W.  Covington,  and  A.  W.  Adson,  the 
latter  being  detained  in  Ogden  by  a severe  respiratory 
infection.  Dr.  John  Flude  was  also  unable  to  attend. 

The  officers  for  the  coming  year  are  as  follows: 

J.  S.  Springer,  Boise,  President-elect. 

H.  W.  Stone,  Boise,  Secretary-Treasurer. 

D.  L.  Alexander,  Twin  Falls,  Councilor  East  District. 
W.  F.  Passer,  Twin  Falls,  Associate  Editor  Northwest 
Medicine. 

Scientific  Program  Committee,  J.  R.  Young,  Pocatello  and 
A.  C.  Jones,  Boise. 

Credentials  Committee,  A.  H.  Budge,  Boise  and  O.  F. 
Call,  Pocatello. 

Resolutions  Committee,  D.  L.  Alexander,  Twin  Falls;  W. 

O.  Clark,  Lewiston,  G.  O.  A.  Kellogg,  Nampa. 
Nominating  Committee,  A.  C.  Jones,  Boise;  O.  F.  Call, 
Pocatello,  H.  D.  Spencer,  Idaho  Falls. 

The  next  meeting  of  the  Idaho  State  Medical  Associa- 
tion will  be  a joint  meeting  with  Wyoming  and  Montana 
and  is  to  be  held  at  Yellowstone  National  Park,  August 
6-8,  1933. 


Audit  Report 

Boise,  Ida.,  Sept.  14,  1932 
Dr.  Harold  W.  Stone,  Secretary, 

Idaho  State  Medical  Association, 

Boise,  Idaho. 

Dear  Sir: 

On  your  instructions  I have  made  an  audit  of  the  books 
of  Idaho  State  Medical  Association  for  the  year  ended 
September  13,  1932,  and  submit  herewith  my  report  to- 
gether wi^  the  following  exhibits: 

Exhibit/  A.  Balance  Sheet,  as  of  Sept.  13,  1932. 

Exhibit  B.  Statement  of  Revenue  and  Expense  for  the 
year  ended  Sept.  13,  1932. 

Exhibit  C.  Receipts  and  Disbursements  for  the  year 
ended  Sept.  13,  1932. 

All  deposits  and  checks  have  been  examined  and  re- 
conciled with  the  records  of  the  bank. 

The  balance  sheet  shows  balances  in  the  First  National 
Bank  totaling  $4,213.76,  but  since  this  bank  closed  its 
doors  on  August  31,  1932,  the  value  of  this  balance  is 
questionable. 

The  Savings  account  was  credited  by  the  bank  with 
$152.01  interest  and  I have  included  this  amount  in  the 
revenue  account. 

The  statement  of  Revenue  and  Expense  differs  from 
the  statement  of  Receipts  and  Disbursements  principally 
in  the  amount  paid  for  printing,  stationery  and  salaries. 
The  salaries  in  the  expense  statement  include  the  salary 
of  the  secretary  accrued  only  to  September  1st,  1932.  The 
amount  of  salaries  actually  paid  as  shown  in  Exhibit  C 
includes  $22.50  accrued  on  the  books  at  the  time  of  my 
previous  report. 

Since  the  time  of  the  closing  of  the  First  National 
Bank,  no  other  bank  account  has  been  opened  and  it 
has  been  necessary  to  cash  some  of  the  checks  received 


and  pay  bills  directly  with  cash.  The  paid  bills  are  all 
available  for  these  transactions  and  have  been  audited. 

The  books  are  in  agreement  with  the  figures  contained 
in  this  report. 

In  my  opinion  the  attached  statements  reflect  the  true 
operations  for  the  period  under  review. 

Yours  very  truly, 

Elmer  W.  Fox 
Certified  Public  Accountant. 


Balance  Sheet 
AS  OF  SEPTEMBER  13,  1932 

Exhibit  A. 

Assets 

Undeposited  cash  on  hand  $ 110.00 

First  National  Bank  (closed) 

Current  account  $ 433.00 

Savings  account  3,780.76  4,213.76 


Total  assets  $4,323.76 

Liabilities  and  Surplus 

Unpaid  local  societies  190.00 

Salaries  unpaid  100.00 

Unpaid  printing  bill  8.00 


Total  liabilities  $ 298.00 

Surplus,  September  14,  1931  3,792.47 

Income  per  Exhibit  B 233.29 


Net  surplus.  Sept.  13,  1932  ....  4,025.76 


Total  Liabilities  and  Surplus....  $4,323.76 

Statement  of  Revenue  and  Expense 
Exhibit  B. 

Revenue 

Membership  Fees  Received  ' 

General  fund  $1,776.00 

Medical  Defense  Fund  96.00 

Northwest  Medicine  220.00 

Local  society  fund  216.00  $2,308.00 


Interest  earned  on  savings 


152.01 


Total  revenue  

Expense 

Salaries  $ 

Printing  and  stationery  

Travel  

Periodicals  

Office  expense  

Telephone  and  telegraph  

Emergency  

Legal  and  auditing  

Fidelity  bond  

Miscellaneous  

Local  societies  


$2,460.01 


387.50 

121.77 

93.16 

560.00 
136.93 

22.62 

363.00 

290.00 
25.00 
10.74 

216.00  $2,226.72 


Excess  of  revenue  over  expense 


$ 233.29 


Cash  Receipts  and  Disbursements 
Exhibit  C. 


Receipts 

General  Fund  dues  $1,786.Q0 

Medical  Defense  Fund  96.00 

Local  societies  216.00 

Northwest  Medicine  fund  220.00  $2,318.00 


Interest 


152.01 


Total  receipts  

Disbursements 


Salaries  $ 410.00 

Printing  and  stationery  113.77 

Travel  93.16 

Periodicals  560.00 

Office  expense  136.93 


2,470.01 
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Telephone  and  telegraph  22.62 

Emergency  363.00 

Legal  and  auditing  290.00 

Fidelity  bond  25.00 

Miscellaneous  10.74 

Local  societies  290.00 

Refunds  10.00  $2,325.22 


Excess  of  receipts  over  disbursements  144.79 

Cash  Balance,  September  14,  1931....  4,178.97 


Balance  on  hand,  September  13,  1932  $4,323.76 


BOOK  REVIEWS 

Edited  by  Kenelm  Winslow.  M.  D. 


The  Science  of  Signs  and  Symptoms.  Its  Relation 
to  Modern  Diagnosis  and  Treatment.  A Textbook  for 
General  Practitioners  of  Medicine.  By  Robert  John 
Stewart  McDowall,  D.Sc.,  M.B.,  F.R.C.P.  (Edin.),  Pro- 
fessor  of  Physiology,  King's  College,  University  of  Lon- 
don,  etc.  440  pp.  D.  Appleton  and  Co.,  New  York,  1932. 

In  the  past  physiology  has  been  meager  in  its  contri- 
bution of  practical  concepts  to  the  clinician.  This  volume 
pays  back  in  full  measure  the  debt  of  physiology  to  the 
clinical  observer,  and  meets  that  urge  to  review  this  sub- 
ject of  our  student  days.  It  is  well  written  and  one  gets 
the  delight  of  understanding  the  mechanism  behind  the 
signs  and  symptoms  of  disease,  and  the  rationale  for 
treatment.  Unconsciousness,  a very  important  clinical  en- 
tity, is  given  full  consideration  in  the  discussion  of  the 
physical  integrity  of  the  cerebrum,  maintenance  of  the 
blood  supply  and  the  quality  of  the  blood.  It  is  pleasing 
to  follow  the  easy  exposition  of  the  various  motor  and 
sensory  paths  and  the  running  comment  on  the  different 
types  of  paralysis  and  disturbances  of  sensation. 

The  chapters  on  the  eye  and  ear  are  especially  interest- 
ing. “The  tail  of  one  eye”  is  explmned  in  that  the  macu- 
la has  a large  representation  in  the  cortex  and  into  this 
area  are  projected  some  of  the  nerves  from  the  periphery. 
The  inability  to  close  the  eyes  without  tremor  is  a sign 
of  neurasthenia.  There  is  no  after  vibration  of  the 
tympanum  in  the  ear  because  it  is  arranged  to  produce 
a “practically  dead  beat.” 

The  author  explains  the  formation  and  excretion  of 
bile  with  bearing  on  the  practical  side  of  jaundice.  Bili- 
rubin is  produced  by  the  breakdown  of  the  red  cells  by 
the  star-like  cells  of  the  reticuloendothelial  system  which 
are  found  in  the  spleen,  the  bone  marrow  and  the  venous 
capillaries  of  the  liver,  where  they  are  known  as  the  von 
Kupffer  cells.  The  bihrubin  when  formed  passes  to  the 
liver  and  is  apparently  modified  in  some  way  by  the 
ordinary  glandular  cells.  When  bile  pigment  forms  in 
excess  and  has  not  been  modified  by  the  Ever,  the  blood 
serum  will  give  an  indirect  van  den  Bergh  reaction.  The 
direct  van  den  Bergh  reaction  occurs  in  obstructive  jaun- 
dice as  in  carcinoma,  gallstones  and  catarrhal  blockage. 

The  final  chapters  deal  with  the  physiologic  principles 
in  the  treatment  of  certain  emergencies,  e.g.,  primary 
cardiac  failure,  aortic  failure,  failure  of  respiration  and 
exhaustions.  This  book  is  a splendid  source  of  basic  un- 
derstanding of  our  every  day  problems  in  body,  functions, 
written  in  an  easy,  lucid  style.  ' Whelan. 


The  Sputum.  Its  Examination  and  Clinical  Signifi- 
cance. By  Randall  Clifford,  M.D.,  Associate  in  Medicine, 
Peter  Bent  Brigham  Hospital,  Boston,  etc.  167  pp.,  $4.00. 
The  Macmillan  Co.,  New  York,  1932. 

This  is  a brief,  concise,  well-written  treatise  devoted  to 
the  more  common  diseases  of  the  lungs  and  bronchi,  using 
those  sputum  methods  of  examination  which  have  proved 
of  sound  diagnostic  value.  The  author  states  wisely  that 
in  all  cases  showing  any  respiratory  symptoms,  every  ef- 
fort should  be  made  to  secure  a specimen  of  sputum. 
By  keeping  sputum  bottles  handy  in  the  physician’s  office, 
often  valuable  spedmens  will  be  obtained  during  the  ex- 
amination, thus  facilitating  earlier  diagnosis.  In  helping 
to  raise  sputum,  expectorants  or  postural  drainage  are 
often  of  great  aid.  Po.stural  drainage  is  also  a good  thera- 
peutic measure,  for  it  will  largely  prevent  the  deleterious 
effect  of  sputum  stasis,  diminish  the  necessity  for  using 
drugs  and  hasten  cure. 

Macroscopic  examination  gives  valuable  information  as 
to  amount,  character  of  sputum,  etc.  If  blood  is  present, 
the  author  stresses  the  importance  o f determining  its 
source.  Caseous  masses  which  are  fragments  of  necrotic 
tissue  are  most  apt  to  contain  tubercle  bacilli.  A trace 
of  albumin  in  absence  of  pneumonia  or  pulmonary  edema 
is  very  strong  evidence  of  a pulmonary  lesion,  probably 
due  to  the  tubercle  bacillus.  The  author  suggests  making 
four  smears;  one  examined  unstained  for  elastic  tissue  and 
crystals,  the  other  three  stained,  one  for  tuberculosis,  one 
for  gram-positive  and  gram-negative  bacteria,  fungi,  para- 
sites and  cells,  and  one  for  spirochetes  and  fusiform  bacilli. 
In  the  unstained  spedmen  elastic  tissue  findings  are  due 
in  about  90  per  cent  to  tuberculosis  and  10  per  cent  to 
abscess  of  the  lung  and  bronchiectasis.  Staining  methods 
are  given  clearly  and  concisely.  In  tuberculosis  he  advises 
one  of  the  concentration  methods,  if  three  successive 
smears  are  negative. 

When  lobar  pneumonia  is  suspected  a specimen  should 
be  sent  to  a laboratory  for  examination  of  type,  as  many 
lives  could  be  saved  by  the  early  administration  of  type 
one  in  type  one  pneumonia.  The  sudden  expectoration 
of  a large  quantity  of  foul  smelling  pus  is  pathognomonic 
of  lung  abscess  or  of  empyema  rupturing  into  the  lung 
or  bronchus.  Infarction,  passive  congestion,  etc.,  have 
more  or  less  characteristic  splutum  findings.  This  book 
should  be  of  great  importance  to  the  profession  in  helping 
to  diagnose  correctly  respiratory  diseases  at  a time  when 
they  will  respond  to  treatment.  Slyfield. 

Diabetes  in  Childhood  and  Adolescence.  By  Pris- 
cilla White,  M.D.,  physician  at  the  New  England  Dea- 
coness Hospital,  Boston,  Mass.  With  a foreword  by  El- 
liot P.  Joslin,  M.  D.,  Clinical  Professor  of  Medidne, 
Harvard  Medical  School,  etc.  Illustrated  with  25  En- 
gravings and  a Colored  Plate,  236  pp.,  $3.75,  Lea  and 
Febiger,  Philadelphia,  1932. 

This  volume  comes  in  the  nature  of  a discussion  of  the 
problems  in  the  management  of  diabetes  in  childhood  and 
adolescence.  Through  this  work  one  can  see  the  stimulus 
of  the  leader  of  the  group  of  contributors  and  also  a 
very  excellent  quality  of  observation  by  the  author. 

One  can  get  here  in  a condensed  manner  all  of  the 
prindples  required  in  diabetic  management.  The  chapter 
on  heredity  is  exceedingly  interesting  and  it  opens  up  a 
field  for  consideration  which  previously  has  been  obscure. 
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Many  of  the  problems  associated  with  the  management 
of  the  diabetic  child  are  behavior  or  physiologic  prob- 
lems. There  is  an  excellent  chapter  on  this  subject.  It 
requires  an  individual  with  a peculiar  appreciation  of 
detail,  a tremendous  interest  in  the  humanitarian  aspects 
of  the  situation  and  a devotion  to  industry  to  be  success- 
ful with  the  management  of  diabetic  children.  These  fac- 
tors are  all  displayed  by  this  careful  worker,  and  those 
who  read  will  find  a wealth  of  information  and  a stimulus 
which  will  repay  them  well  for  their  efforts. 

Hofrichter. 

Medicine  Among  the  American  Indians.  Eric 
Stone,  M.D.,  Providence,  R.  I.  With  17  illustrations,  139 
pp,  $1.50,  Paul  B Hoeber,  Inc.,  New  York,  1932. 

Practice  of  medicine  among  the  Indians  of  this  country, 
before  coming  in  contact  with  Europeans,  was  based  large- 
ly on  nature  worship,  combined  with  their  polytheistic 
religions.  The  medicine  man  was  the  chief  Indian  of  the 
tribe.  He  could  cure  the  sick,  perform  feats  of  magic, 
subject  others  to  his  will  and  enlist  the  gods  in  favor  of 
various  undertakings.  The  equipment  of  the  medicine 
man  seems  grotesque.  A Cheyenne  shaman  wore  a neck- 
lace, including  eight  forefingers  from  the  left  hand  of  the 
enemy  worriors  killed  in  battle  with  arrows  made  for  this 
purpose,  and  two  pouches  for  holding  medicines  made 
from  human  scrota.  Besides  mystic  rights  the  medicine 
man  employed  certain  drugs  and  physical  therapy.  He 
used  diuretics,  antirheumatics  and  anodynes.  The  suda- 
tory or  sweat  house  was  an  important  item  in  his  arma- 
the  white  man.  He  developed  considerable  skill  in  treating 
the  whiteman.  He  developed  considerable  skill  in  treating 
sick  patients.  Anyone  interested  in  Indian  lore  will  profit 
from  reading  this  monograph,  included  in  the  series  of 
handbooks  entitled  Clio  Medica. 

Essentials  of  Pediatric  Nursing.  By  Ruth  Alice  Per- 
kins, R.  N.,  B.  S.,  Supervisor  and  Instructor  of  Pediatrics. 
St.  Luke's  Hospital,  Chicago,  etc.  Illustrated  with  5 5 en- 
gravings in  the  text  and  6 full  p^ge  colored  plates.  Second 
edition  revised  and  enlarged.  467  pp.,  F.  A.  Davis  Com- 
pany, Philadelphia,  1932. 

The  author  states  that  pediatric  nursing  presents  cer- 
tain demands  distinctive  from  ordinary  nursing.  This 
book  devotes  some  attention  to  the  care  of  the  normal 
child  and  basic  principles  of  child  psychiatry.  After  a 
discussion  of  the  development,  hygiene  and  psychology  of 
babyhood,  chapters  deal  with  breast  and  artificial  feeding. 
The  hygiene  of  the  older  child  and  psychology  of  child- 
hood are  discussed.  Separate  chapters  consider  different 
diseases  of  childhood  with  a consideration  of  the  special 
nursing  for  each.  Therapy  is  naturally  not  included  in 
this  volume.  Formulas  and  recipes  for  different  conditions 
are  included.  Appendices  are  devoted  to  nursing  in  com- 
municable diseases  and  orthopedics.  This  volume  can 
safely  be  recommended  to  the  nurse  who  is  interested  in 
the  care  of  infants  and  children. 

An  Introduction  to  Dermatology.  By  Richard  L. 
Sutton,  M.D.,  Sc.D.,  LL.D.,  F.R.S.  (Edin.),  Professor  of 
Diseases  of  the  Skin,  University  of  Kansas  School  of  Medi- 
cine and  Richard  L.  Sutton,  Jr.,  A.M.,  M.D.,  Visiting 
Dematologist  to  the  Kansas  City  General  Hospital.  With 
183  illustrations.  565  pp.  $5.00.  The  C.  V.  Mosby  Com- 
pany, St.  Louis,  1932. 

This  volume  is  intended  primarily  for  students  and  as 
a ready  reference  book  for  the  practitioner.  For  com- 


plete dermatologic  descriptions  one  is  referred  to  the 
more  extensive  textbooks.  The  essential  features  of  the 
common  diseases  of  the  skin  are  presented,  most  of  them 
being  illustrated,  so  that  basic  facts  are  available.  After 
general  discussions  of  various  features  of  skin  diseases, 
special  diseases  are  taken  up  for  their  individual  consid- 
erations. There  appear  definitions,  symptoms,  etiology, 
pathology,  diagnosis,  prognosis  and  treatment  of  each 
which  are  clearly  described.  For  ready  reference  this  vol- 
ume is  worth  consideration  and  will  prove  helpful  for  the 
general  practitioner. 

Nursing  in  Nervous  Diseases.  By  James  W.  Mc- 
Connell, M.D.,  Neurologist  Philadelphia  General  Hospital, 
et  cet.  Illustrated  with  24  engravings,  153  pp.  $1.50. 
F.  A.  Davis  Company,  Philadelphia,  1932. 

This  book  presents  the  substance  of  clinical  lectures 
delivered  to  hospital  classes  of  nurses.  The  author  states 
that  only  one  or  two  books  on  nursing  regard  the  care  of 
nervous  patients  as  an  important  matter.  While  physical 
therapeutics  is  important  in  nursing  these  patients,  in 
this  volume  are  considered  only  hydrotherapy,  exercise, 
massage  and  electricity.  These  cannot  be  considered  in 
detail  but  their  appllication  is  outlined.  Chapters  are  de- 
voted to  apoplexy,  epilepsy,  diseases  of  the  spinal  cord, 
tabes  dorsalis,  poliomyelitis,  neuritis,  paralysis  agitans, 
chorea,  neuroses  and  psychoses.  These  are  discussed  only 
in  their  relation  to  their  care  by  the  nurse.  One  useful 
injunction  is  to  the  effect  that  instructions  in  the  care 
of  the  patient  should  come  from  the  attending  physician. 
This  volume  will  be  found  usefully  suggestive  in  this  class 
of  patients. 

The  Surgical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month.)  Volume  12,  No. 
4.  (Mayo  Clinic  Number — August  1932)  Octavo  of  227 
pages  with  79  illustrations.  Per  clinic  year,  February 
1932  to  December  1932,  Paper,  $12.00;  Cloth,  $16.00 
net.  Philadelphia  and  London:  W.  B.  Saunders  Com- 

pany, 1932. 

This  Mayo  Clinic  number  includes  reports  by  forty 
members  of  the  staff.  All  are  brief  and  usually  deal  with 
one  subject.  There  are  many  reports  of  surgical  diseases 
of  the  thorax,  abdomen  and  bones.  Judd  and  Heimdal 
report  eleven  cases  of  mesenteric  cysts,  a condition  once 
considered  quite  rare.  Sheard  describes  the  artificial  lar- 
ynx perfected  in  the  Clinic  which  has  been  used  success- 
fully by  thirty-two  patients  who  have  been  subjected  to 
laryngectomy.  By  this  device  the  patient  makes  himself 
intelligible  in  a quite  satisfactory  manner.  Mulholland 
presents  a method  of  spliting  the  penis  with  a bandage 
and  collodion  following  operations,  whose  success  may  be 
jeopardized  by  untimely  erections.  The  surgeon  will  find 
many  valuable  suggestions  in  the  volume. 
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ECONOMIC  STUDIES  OE  THE  STATE 
ASSOCIATION- 
Horace  J.  Whitacre,  M.D. 

TACOMA,  WASH. 

One  year  ago  this  House  of  Delegates  ex- 
pressed itself  in  no  uncertain  terms  on  many 
subjects  which  concern  the  economic  side  of  medi- 
cine, and  your  officers  accepted  the  charge  to 
make  this  a year  of  economic  study.  We  knew 
at  the  out^t  that  our  administrative  ship  would 
have  to  sail  uncharted  seas,  but  I do  not  believe 
that  any  of  us  realized  fully  the  magnitude  of  the 
job,  nor  do  we  yet  know  the  limits  of  the  study 
that  will  be  necessary  during  the  coming  years. 

It  has  been  a year  of  intensive  study,  and  this 
meeting  is  set  up  purely  as  a group  study  period. 
We  think  we  have  discovered  that  it  takes  a 
colossal  egotism  for  any  man  to  say  that  he  knows 
the  solution  of  our  economic  problem,  a colossal 
ignorance  for  any  man  to  say  that  nothing  is 
wrong,  and  a colossal  indifference  to  resist  activ- 
ity in  seeking  a solution.  We  have  a huge  prob- 
lem before  us  and  this  is  no  time  for  radical 
resentments,  radical  cures  or  fault  finding  be- 
cause a complete  and  evident  cure  is  not  pre- 
sented, but  a time  for  careful  study,  unprejudiced 
by  habit  of  mind  or  preconceived  opinions  or 
desires. 

‘President’s  Report,  read  before  the  Forty-third 
Annual  Meeting  of  Washington  State  Medical  Asso- 
ciation. Tacoma,  Wash.,  September  12-14,  1932. 
September  12-14,  1932. 


Our  first  work  was  a survey  of  the  state  by 
personal  visits  to  every  county  society,  and  a ques- 
tionnaire by  mail.  This  has  been  followed  by 
repeated  and  continuous  committee  activity,  four 
meetings  of  the  Board  of  Trustees,  and  a mid- 
year meeting  of  the  House  of  Delegates.  We 
stop  now  for  a group  study  period  in  order  that 
we  may  evaluate  and  coordinate  in  general  ses- 
sion the  studies  that  have  been  made  thus  far, 
then  with  united  determination  and  rededication 
to  the  high  principles  and  unparalleled  usefulness 
of  our  profession,  must  continue  our  efforts  to 
adjust  our  methods  of  practice  to  a changing 
social  order  and  plan  a system  of  medical  service 
which  will  preserve  for  society  the  full  benefits 
of  all  scientific  discoveries  in  health  protection 
and  disease  cure,  divested  of  the  blighting  in- 
fluence of  commercialism  and  politics. 

If  we  are  to  serve  society  in  any  small  measure 
by  the  studies  that  have  been  conducted  during 
the  past  year,  the  administration  of  1932-33  must 
continue  these  studies  with  unremitting  vigor. 

The  program  for  the  general  sessions  of  this 
annual  meeting  is  purely  economic.  This  sort 
of  program  could  not  be  repeated,  but  is  impera- 
tive for  this  year.  The  various  problems  that 
are  before  organized  medicine  have  been  freely 
discussed  throughout  the  past  year,  and  we  now 
bring  to  you  the  deepest  students  of  economics 
and  the  very  best  talent  that  can  be  found  in  the 
United  States.  When  this  meeting  is  over  we 
should  be  sound  in  our  primary  conclusions  and 


504 


STATK  association — WHIT  ACRE 


Vol.  XXXI,  No.  11 


ready  for  an  organized  scientific  program  of 
study. 

Our  program  for  this  annual  meeting  does  not 
neglect  the  scientific  side  of  medicine,  however. 
A program  innovation  in  the  form  of  a scientific 
exhibit  has  been  prepared  under  the  able  lead- 
ership of  Drs.  Conrad  Jacobson  of  Seattle  and 
T.  H.  Duerfeldt  of  Tacoma.  This  scientific  ex- 
hibit is  of  a quality  that  would  do  credit  to  a 
national  exhibit,  set  up  by  teaching  institutions. 
Your  president  and  the  officers  of  the  associa- 
tion wish  to  express  to  Drs.  Jacobson  and  Duer- 
feldt, and  to  each  exhibitor,  our  compliments  and 
our  sincere  appreciation  of  this  outstanding  co- 
operation, hard  work  and  quality  of  demonstra- 
tions. Undoubtedly  this  exhibit  possesses  as 
much  or  more  educational  opportunities  for  mem- 
bers than  any  previous  scientific  session  of  the 
State  As.sociation,  and  is  deserving  of  as  much 
time  allotment  as  the  general  sessions.  No  man 
or  woman  in  attendance  should  fail  to  visit  the 
scientific  exhibit. 

Another  outstanding  innovation  at  this  meet- 
ing is  the  first  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  Washington  vState  IVIedical  As- 
sociation. No  finer  piece  of  organization  work 
has  been  done  in  medical  circles  than  that  which 
has  been  performed  by  Mrs.  H.  J.  Whitacre  dur- 
ing the  past  year  in  bringing  this  organization 
into  lust}'  activity.  The  Woman’s  Auxiliary  is 
fraught  with  great  possibilities  in  the  advance- 
ment of  the  obligations  of  organized  medicine, 
and  is  deserving  of  every  possible  encouragement 
and  help  that  the  state  and  county  medical  or- 
ganizations can  give.  We  congratulate  the 
Woman’s  Auxiliary  to  the  Washington  State 
Medical  Association  upon  its  splendid  organiza- 
tion, and  wish  it  the  greatest  possible  success. 
The  Pierce  County  unit  of  the  Woman’s  Aux- 
iliary has  taken  full  charge  of  all  social  functions 
in  connection  with  the  annual  meeting,  and  I 
feel  secure  in  saying  that  both  registration  and 
the  social  side  of  our  convention  will  be  covered 
in  a more  efficient  manner  than  at  any  previous 
meeting.  I feel  quite  sure  that  much  of  this  ef- 
ficiency is  creditable  to  the  fine  cooperative  re- 
lationships that  have  been  developed  by  the 
Woman’s  Auxiliary  to  the  Washington  State 
Medical  Association. 

The  committee  work  of  the  past  year  has  been 
commendable.  The  very  fine  work  of  the  Com- 
mittee of  Seven  will  form  a basis  for  the  discus- 


sions of  our  meeting,  and  perhaps  needs  no  fur- 
ther commendation,  yet  I must  express  the  feel- 
ing that  the  Association  owes  a deep  debt  of 
gratitude  to  this  committee,  and  particularl>  to 
the  chairman.  Dr.  Alexander  H.  Peacock,  for  his 
untiring  effort  and  real  accomplishment.  I wish 
to  express  my  personal  thanks  and  appreciation 
to  this  committee. 

The  reports  of  the  standing  committees  are 
published  in  the  program.  I want  to  thank  the 
members  of  these  committees,  and  particularly  the 
chairman  of  each  committee,  for  their  assistance 
during  the  year.  I feel  that  the  committee  re- 
ports as  presented  are  a definite  part  of  the 
annual  meeting  presentation,  and  should  be  read 
by  each  member.  I would  particularly  call  at- 
tention to  the  constructive  committee  work  sug- 
gestions made  in  the  report  of  Dr.  Dale  L.  Mar- 
tin, on  Cancer.  I do  not  offer  criticism  of  the 
committee  reports  which  present  the  work  of  the 
past  year,  but  do  criticize  the  time-honored  in- 
dividualistic work  of  committees,  and  have  asked 
that  a resolution  be  presented  for  a reorganization 
of  committee  work. 

I am  under  deep  obligation  to  Dr,  James  A. 
La  Gasa,  president  of  the  Pierce  County  IMedical 
Society,  and  to  the  local  committees  for  their 
efficient  work  that  has  been  done  in  preparation 
for  this  meeting.  The  Association  has  been  most 
generously  complimented  by  the  Winthrop  Hotel 
through  cooperation  and  provision  for  accom- 
modations for  all  meetings  without  cost. 

We  are  indeed  fortunate  in  having  so  many 
distinguished  guests,  who  are  deep  students  of 
economic  problems,  and  can  speak  with  wisdom 
and  authority  upon  the  various  problems  which 
are  troubling  us.  We  are  deeply  grateful  to  these 
gentlemen  for  their  presence,  and  1 am  impelled 
to  express  my  thanks  and  deepest  feeling  of 
gratitude  to  IMr.  Harry  E.  Foster  for  the  tireless 
work  which  he  has  given  to  the  Washington  State 
Medical  Association  during  the  past  months  in  the 
preparation  of  the  two  bills  that  will  be  presented. 

Re.\ction  Time  of  Normal  Pupil.  H.  S.  Grandle  and 
Walter  Ackerman,  Chicago  (Journal  A.  M.  A.,  Oct.  IS, 
1932),  report  that  in  normal  young  blue-eyed  persons, 
the  pupil  reacts  in  accordance  with  the  following  terms : 
(a)  On  illuminating  the  eye,  there  is  a latent  period  of 
0.1875  second,  (h)  This  is  followed  by  a primary  con- 
traction of  the  pupil  lasting  0.4365  second  at  the  rate 
of  5.48  mm.  per  second,  (c)  Then  there  comes  a second- 
ary contraction  of  the  pupil  lasting  0.3125  second  at  the 
rate  of  1.34  mm.  per  second,  (d)  When  the  illumination 
is  removed,  the  pupil  starts  to  dilate  at  the  rate  of 
0-95  mm.  per  second. 
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HEALTH  INSURANCE  IN  THE  STATE 
OE  WASHINGTON* 

Alexander  Hamilton  Peacock,  M.D.,F.A.C.S. 

SEATTLE,  WASH. 

Insurance  is  a contract  by  which  one  party,  for 
a stipulated  consideration,  undertakes  to  indem- 
nify or  compensate  another  party  against  loss 
by  certain  specified  risks,  a principle  applied  even 
by  the  Romans  for  marine  risks.  With  the 
elapse  of  centuries  and  the  successive  develop- 
ments of  machinery  and  transportation,  we  find 
the  plan  covering  numerous  other  hazards,  in- 
cluding the  burning  of  property  on  shore,  per- 
sonal damage  to  the  traveler  by  land  or  sea,  dis- 
ease of  live  stock  and  employer’s  loss  through 
dishonesty  of  employee.  So  far  has  insurance 
been  developed  that  even  the  weather  is  insur- 
able. 

That  phase  which  holds  our  interest  chiefly 
is  casualty  insurance,  which  includes  those  forms 
of  indemnity  providing  for  payment  in  the  event 
of  bodily  injury  or  death,  the  result  of  an  un- 
anticipated contingency.  Under  this  category,  the 
first  form  employed  in  this  country  was  personal 
accident  insurance.  James  Batterson  of  Hart- 
ford, Connecticut,  in  1863,  introduced  the  plan 
as  then  developed  in  England,  and  as  such  was 
limited  to  loss  of  life,  sight  and  limbs,  affected 
solely  by  external  violence  and  accidental  means. 
It  is  characteristic  of  this,  as  of  any  economic 
goods,  that  competition  should  greatly  broaden 
the  field,  thus  adding  such  as  double  indemnity 
for  injury  sustained  on  a common  carrier,  par- 
tial disability,  excepting  such  conditions  as  sun 
stroke,  freezing,  voluntary  exposure  to  unneces- 
sary danger,  expeditions  and  explorations,  and 
injuries  intentionally  self-inflicted,  those  from 
voluntary  overexertion,  or  while  violating  law,  et 
cetera. 

A radical  move  was  made  in  1899,  when  in- 
surance was  extended  to  include  health  and  dis- 
ability risks.  Following  the  crude  accident  pol- 
icy, we  see  the  gradual  evolution  of  a plan  which 
embraces  “all  the  ills  human  flesh  is  heir  to,” 
and  again  American  underwriters  turned  to 
Europe,  where  the  initiative  had  already  been 
taken.  Not  only  had  sickness  policies  been  wide- 
ly introduced  for  many  years,  but  as  early  as  1884 
Germany  had  inaugurated  the  institution  of  com- 

•Report  of  Committee  of  Seven,  Washington  State 
Medical  Association. 

•Read  before  the  Forty-third  Annual  Meeting  of 
Washington  State  Medical  Association,  Tacoma,  Wash., 
September  12-14,  1932. 


pulsory  insurance  against  accident  and  sickness. 
A study  of  this  structure  shows  that,  although 
Germany  pioneered  in  enacting,  the  foundation 
was  being  simultaneously  laid  by  many  European 
governments. 

Continuing  our  survey,  we  note  that  in  1896 
a rider  was  attached  to  accident  policies,  which 
covered  about  eight  diseases.  This  number  was 
next  increased  to  fifteen,  then  to  thirty,  until  all 
ordinary  disease  was  included  in  the  policy,  which 
at  first  was  only  issued  in  conjunction  with  an 
accident  policy.  Later  the  unlimited  health  policy 
was  written  alone. 

With  the  introduction  of  disability  insurance, 
another  broad  step  was  taken  in  the  “schedule 
of  operations,’’  providing  for  a fixed  sum,  in 
addition  to  weekly  compensation,  to  cover  surgery 
costs  for  any  scheduled  injury.  In  1903  another 
startling  innovation  consisted  in  the  insurance  of 
the  beneficiary,  without  extra  charge,  in  addition 
to  the  policy  holder. 

Liability  insurance  was  not  introduced  in  Am- 
erica until  1887,  although  in  1880  the  English 
Employer’s  Act  was  instituted  to  supplement  the 
Common  Law.  A brief  historical  perspective 
shows  that  employer’s  liability  for  injuries  caused 
or  suffered  by  employees  in  the  course  of  em- 
ployment has  been  a part  of  the  Common  Law 
of  all  civilized  nations.  The  Code  of  Hammur- 
abi, King  of  Babylon,  about  2250  B.C.,  has  many 
specific  references  to  liability  of  carrier  for  loss 
of  goods  and  liability  for  personal  injury  and 
property  damage.^  In  1500  B.  C.,  the  Jewish  law 
provided  that,  “if  a master  were  the  means  of 
causing  the  loss,  either  intentionally  or  uninten- 
tionally, of  the  eye  or  of  the  tooth  of  his  slave, 
he  was  bound  to  let  him  go  for  his  eye  or  his 
tooth’s  sake.’’  The  same  obligation  was  assumed 
under  the  Roman  Law,  “respondeat  superior.” 

1.  From  that  great  store-house  of  jurisprudence 
found  in  the  Babylonian  talmud,  we  quote; 

Article  112|,  If  a man  be  on  a journey  and  he  give 
silver,  gold,  stones  or  portable  property  to  a man  with 
a commission  for  transportation,  and  if  that  man  do 
not  deliver  that  which  was  to  be  transported  where  it 
was  to  be  transported,  but  take  it  to  himself,  the 
owner  of  the  transported  goods  shall  call  that  man 
to  account  for  the  goods  to  be  transported  which  he 
did  not  deliver,  and  that  man  shall  deliver  to  the 
owner  of  the  transported  goods  five-fold  the  amount 
which  was  given  to  him. 

Article  229.  If  a builder  build  a house  for  a man 
and  do  not  make  its  construction  firm,  and  the  house 
which  he  has  built  collapse  and  cause  the  death  of  the 
owner  of  the  house,  that  builder  shall  be  put  to  death. 

Article  251.  If  a man’s  bull  have  been  wont  to  gore 
and  they  have  made  known  to  him  his  habit  of  goring, 
and  he  have  not  protected  his  horns  or  have  not  tied 
him  up,  and  that  bull  gore  the  son  of  a man  and 
bring  about  his  death,  he  shall  pay  one-half  mana  of 
silver.  , 
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In  1887,  the  State  of  ^Massachusetts  took  a 
decisive  step  and  passed  an  Employer’s  Liability 
Act.  The  policies  were  at  first  issued  to  build- 
ers and  contractors,  later  to  hotels  and  owners 
of  horses.  Hence,  “team  insurance”  covered 
liabilities  for  injuries  caused  solely  by  horses  and 
vehicles;  and  “elevator  insurance,”  injuries  the 
result  of  accidents  thereby.  Further  history  of 
the  movements  shows  Common  Carriers’  Liabil- 
ity, covering  “any  and  every  accident  to  or  caused 
In-  the  cars,  horses,  plants,  ways,  works,  machin- 
ery or  appliances”  used  in  the  business  of  steam 
or  street  railroads,  steamboats  and  ferries.  In 
1904,  the  revolutionary  W^orkman’s  Compensa- 
tion Act  was  passed  and  is  now  in  force  in  all 
but  four  states. 

Such  is  the  foundation  of  the  general  subject 
of  health  insurance  in  America  and  applies 
equally  to  the  State  of  Washington.  It  has  out- 
grown its  embryonic  stage  and  has  established  it- 
self firmly,  but  its  administration  is  a debatable 
(juestion. 


Revolving  around  the  conception  of  health  in- 
surance are  several  types  of  specific  insurance: 
health,  accident,  disability,  certain  contagious  dis- 
eases, fixed  fee  medical  service,  maternity  and 
nursing,  old  age,  burial,  unemployment,  state  in- 
dustrial and  workman’s  dependents  (fig.  1).  In 
the  sphere  of  social  insurance,  health,  accident 
and  disability  form  but  a small  part  of  the  gen- 
eral idea,  yet  a most  important  one.  The  reason 
for  the  close  association  of  these  various  types 
of  insurance  is  that  it  is  a composite  picture  of 
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human  relations : work,  compensation,  wages,  in- 
comes, living  and  housing  conditions,  rural  and 
urban  populations,  sanitation,  disease  prevention, 
exposure  to  disease  and  industrial  hazards,  the 
infirmities  of  old  age,  loss  of  income  in  the  de- 
clining years  of  life,  poverty  and  sickness,  all  so 
interrelated  that  it  is  impossible  to  consider  one 
without  the  other  factors. 

-\s  cities  and  states  grow  more  densely  popu- 
lated. the  need  of  law  becomes  apparent  in  tbe 
corporate  life  of  man,  just  as  applicable  to  mat- 
ters of  health  as  to  that  of  commerce  and  traffic. 
L^nemployment  and  the  average  wage  is  of 
primary  import,  never  so  pertinent  as  today,  when 
the  public  mind  is  preoccupied  with  this  question. 
W’ith  the  tremendous  overindustrialization  in 
many  countries  and  the  consequent  dependence 
of  income  in  industries  which  have  proven  most 
unstable  at  times,  great  hardships  have  been  en- 
countered by  large  groups,  reduction  of  income 
or  entire  loss. 

Witness  the  vitality  of  the  practical  interest  in 
unemployment  insurance  by  European  countries 
(fig.  2).  They  are  adopting  a scientific  applica- 
tion of  the  theory,  whereas  we  are  depending 
upon  voluntary  contributions  to  community-  funds 
or  direct  appropriations  to  take  care  of  our  bread 
lines,  a haphazard  and  unsatisfactory  mode.  Such 
a state  hardly  conjures  up  the  picture  of  the  oft- 
reputed  wealthiest  nation  that  ever  existed. 

Subjecting  our  own  state  to  a critical  analysis, 
we  find  that  the  Legislature  actually  eliminated 
all  the  provisions  that  were  made  for  nrcdical 
treatment  in  the  original  workmen’s  compensa- 
tion bill  of  1911.  Therefore,  between  1911  and 
1917  tbe  injured  workman  either  paid  his  own 
medical  bill  or  received  no  treatment.  A small 
minority  did  receive  a fair  service  through  vol- 
untary monthly  contributions  for  contract  aid. 
But  any  statistical  study  of  compensation  minus 
loss  of  wage  illustrates  the  inadequacy  of  the 
balance  to  cover  full  payment  of  medical  and 
hospital  costs. 

The  Medical  Aid  Act  of  1917  amended  the 
deficiency,  providing  for  medical  care  and  hos- 
pitalization in  cases  of  compensable  injury,  not 
for  ordinary  sickness  and  nonindustrial  injuries. 
The  equable  contribution  from  employer  and  em- 
ployee is  on  a sliding  scale,  computed  according 
to  data  of  medical  co.sts  of  each  industry.  Work- 
men have  choice  of  plan  of  treatment,  the  “state 
plan”  or  the  “contract  plan,”  but  the  same  super- 
vision, the  State  Medical  Board,  governs  both. 
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Fig.  2. 


Under  the  “state  plan,”  the  State  Medical  Aid 
Fund  pays  the  bills  from  the  joint  contribution  of 
employee  and  employer,  the  latter  being  liable 
for  no  further  indebtedness,  except  transporta- 
tion to  place  of  treatment.  Although  the  injured 
worker  has  free  choice  of  physician  and  hospi- 
tal, all  bills  are  subject  to  approval  and  certifica- 
tion by  the  respective  State  Medical  Aid  Fund 
and  the  Industrial  Insurance  Commission. 

If  the  employer  and  at  least  50  per  cent  of 
his  workmen  agree,  a contract  for  medical  and 
hospital  service  may  be  entered  into  with  either 
a doctor  or  a hospital  association.  Under  this 
“contract  plan”  the  state  fund  receives  only  10 
per  cent  of  the  amount  collected,  the  employer 
paying  the  90  per  cent  directly  to  the  contractor. 

In  this  manner  industry’s  sick  and  injured  are 
mainly  cared  for.  Falling  under  the  present 
Medical  Aid  Law  we  have  one  of  the  oldest  types 
of  contract  service,  the  various  railroad  hospital 
associations  which  are  largely  benefit  organiza- 
tions supported  by  fixed  payment  wage  deduc- 
tion. A similar  arrangement  governs  coal- 
mining. On  the  other  hand,  our  lumber  and  log- 
ging industries  often  have  their  own  company 
doctors,  or  they  may  permit  freedom  of  choice 
under  the  “state  plan.” 

As  noted,  compensable  injury  only  is  provided 


for  under  Medical  Aid  Contracts.  Treatment  for 
ordinary  disease  and  nonindustrial  accidents  must 
be  cared  for  by  voluntary  contributions  from 
employees,  usually  termed  a “Medical  Service  Con- 
tract.” These  two  types  of  contract  should  meet 
the  daily  need,  “complete  coverage,”  with  the  pro- 
viso that  both  contractors  be  subjected  to  strict 
state  supervision. 

Under  both  types  of  contract  there  are  sev- 
eral classes  of  service,  namely:  individual  sur- 
geons, group  clinics,  hospital  associations  and 
medical  society  service  bureaus.  Numerous  fra- 
ternal orders  draw  considerable  medical  practice 
from  the  private  field.  Furthermore,  all  United 
States  government  medical  aid  services  operate  in 
the  State  of  Washington : Army  and  Navy,  Pub- 
lic Health  and  Veterans  Administration  (fig.  3). 

Many  hospital  associations  and  some  clinics  are 
incorporated ; a few  of  these  are  organized  in  a 
foreign  state  and  operate  in  Washington.  Leav- 
ing aside  the  polemic  against  corporation  prac- 
tice, the  chief  opposition  to  them  has  been  sharp 
business  methods,  hiring  solicitors  to  obtain  con- 
tracts, conducting  services  at  a very  considerable 
distance  from  the  industrial  plant  and  employing 
doctors  to  render  the  actual  service  at  too  low' 
scale,  d'he  organizers  and  managers  have  thereby 
derived  an  unduly  lucrative  income.  To  counter- 
act the  evil  of  these  industrial  clinics,  certain 
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Fig-.  3.  Schematic  Distribution  of  Medical  Service 
in  State  of  Washington. 


Fig,  4.  Location  of  Practice  in  Washington. 


medical  societies  have  undertaken  to  supply  medi- 
cal service,  these  Medical  Society  Bureaus  being 
composed  of  80  to  90  per  cent  of  the  members. 
In  attempting  a solution  of  the  problem,  Yakima, 
Pierce  and  Whatcom  counties  are  in  the  vanguard 
of  this  progressive  movement. 

Some  of  you  may  question  our  purpose  with 
the  familiar  argument:  Mayhap  for  Europe,  but 
the  American  worker  can  well  afford  to  pay  his 
own  way.  But  the  National  Bureau  of  Economic 
Research  estimated  that  even  during  the  high 
peak  of  1918,  85.92  per  cent  received  an  annual 
income  under  $2,000.  Study  the  minimum  bud- 
get for  a family  of  five,  computed  at  $1,700  to 
$2,000,.  according  to  several  recognized  sources ; 
then  consider  the  small  margin  left  for  saving  and 
sickness. 2 

There  has  been  in  vogue  a type  of  medical  serv- 
ice supplied  by  Medical  Service  Contracts,  which 
are  often  termed  Supplemental  Health  Contracts. 
This  is  essentially  medical  service  insurance ; 
sociology  students  are  united  in  so  terming  it. 

2.  The  Chicago  City  Council  of  Social  Agencies 
estimated  a minimum  budget  according-  to  1929  costs. 
This  is  exclusive  of  rent  -which,  if  included,  will  at 


least  reach  $1,700. 

Food  $ 648.00 

Clothing  and  toilet  articles  274.80 

Fuel  (coal  for  two  stoves) 114  00 

Household  supplies  and  furnishings..  84.00 

Carfare  56.04 

Care  of  health,  doctor,  dentist,  nurse  84.00 

Savings  and  insurance  120.00 

Education,  school,  newspapers,  books  36.00 
Recreation,  picture  shows,  carfare  to 

parks,  et  cetera 48.00 

Organization  and  church  dues 36.00 

Incidental  and  emergency  expenses, 
moving,  accidents,  loss  of  wages 
by  Illness  and  change  of  position  48.00 


$1,548.84 


As  before  mentioned,  it  is  based  on  two  prin- 
ciples ; first,  fixed  payment,  guaranteeing  full 
medical  care,  excepting  one  or  two  diseases,  for 
all  illness  not  covered  by  the  Medical  Aid  Act; 
and,  second,  payment  for  said  service  usually  de- 
ducted by  the  employer.  A state  survey  of  its 
rapid  growth  discloses  an  increasing  demand  for 
this  plan  of  service,  now  elected  by  clerks  as  well 
as  workmen.  We  also  note  its  firm  establish- 
ment, with  every  indication  of  its  extending  and 
including  a larger  proportion  of  the  population, 
especially  that  of  cities  and  their  environs.  Since 
68.5  per  cent  of  the  profession  in  this  state  de- 
rive their  income  from  city  practice  (fig.  4), 
the  correlation  of  interest  should  be  high. 

The  advantage  of  Medical  Service  Contracts 
rests  on  that  fundamental  insurance  principle  of 
the  distribution  of  the  costs  of  a few  over  a larger 
group,  at  a figure  well  within  the  means  of  the 
insured.  Consider  the  number  of  low  incomes 
under  $2,000,  and  the  balance  above  the  previous- 


A vouN'T  OF  Cumulative  Percentage  or 

OME  Popuu\.TioN  Receiving 

Under  $1,000  69.63 

Under  $1,500  72.01 

Under  $2,000  85.92 

Under  $3,000  94.08 

Under  $5,000  98.38 


Flg\  5.  Distribution  of  Incomes  (Exclusive  of  Sol- 
diers, Sailors  and  Marines.)  Prepared  by  the  Nation- 
al Bureau  of  Economic  Research,  1918. 

ly  quoted  minimum  family  budget,  the  result  of 
many  statistical  studies ; then  surely  felt  need  is 
seen  as  the  primal  causal  factor  for  all  our  de- 
liberations, since  a severe  illness  is  a calam- 
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ity,  disturbing  any  carefully  calculated  budget 
(fig.  5). 

A phase  of  the  question  ■which  must  be  con- 
sidered in  due  time  is  the  overcrowding  of  the 
medical  profession,  both  in  this  country  and 
abroad.  At  one  time  the  doctor  constituted  the 
entire  medical  service.  Now  his  field  is  enlarged 
by  the  aid  of  hospitals,  dentists,  nurses,  attend- 
ants, technicians,  pharmacists,  elaborate  diagnos- 
tic laboratories  and  a much  greater  radius  of 
activity  through  changes  in  mode  of  transporta- 
tion (fig.  6). 


Doctors  of  Medicine  1,020 

(200  Federal  M.D.’s  included;  10%  registered) 

Osteopaths  375 

Chiropractors  450 

Drugless  Healers  352 

U.  S.  A.,  129  M.D.’s;  German}%  65  Per  100,000 

M D.’s;  Washington,  129  M.D.’s  Population 

Fig’.  6.  Professional  Registration  in  Washington. 


In  addition  to  these  definite  factors,  there  has 
been  constantly  growing  a new  conception  of  pov- 
erty, sickness  and  medical  service.  Millions  of 
dollars  have  been  invested  by  wealthy  individ- 
uals, foundations  and  corporations,  also  by  pub- 
lic taxation,  for  the  establishment  of  free  and 
part  payment  hospitals  and  clinics.  Whatever 
part  in  their  evolution  must  be  ascribed  to  the 
force  of  example  (the  public  has  been  educated 
to  regard  them  as  their  rightful  heritage),  in  the 
last  analysis  we  are  faced  with  the  fact  that  man 
cannot  live  without  food,  shelter  and  care,  basic 
to  any  standard  of  living. 

The  latest  publicly  owned  hospitals  rival  in 
equipment  and  frequently  surpass  privately 
owned  standardized  institutions.  The  public  is 
becoming  more  and  more  loath  to  pay  for  medi- 
cal service,  a change  in  the  social  conscience  which 
must  be  considered.  The  medical  profession  must 
reckon  with  this  phase  of  the  question  and  under- 
stand that  this  is,  in  reality,  a social  gain,  a per- 
manent economic  gain.  Succinctly  stated,  it  will 
react  to  the  benefit  of  the  medical  profession. 

The  resistance  of  the  profession  as  a whole 
toward  changes  in  the  system  of  medical  service 
is  proverbial.  Our  refusal  to  become  the  educand 
has  been  the  subject  of  criticism  by  educators  and 
students  of  sociology,  who  see  in  our  professed 
individualism  only  a narrow  point  of  view. 
Among  ourselves  we  hear  the  complaint  that  vol- 
untary sickness  insurance  will  cut  into  the  in- 
come of  private  practice;  that  unfair  methods 
have  been  utilized  to  secure  patronage;  and  that 
these  voluntary  sick-benefits  are  but  a step  to- 


wards compulsory  insurance.  This  suggests  a 
natural  question.  Is  not  the  medical  profession 
but  a small  part  of  society  and  does  it  not  fol- 
low that  the  good  of  the  many  comes  before  that 
of  the  few?  This  rule  will  always  hold  true. 

In  this  short  paper  we  have  only  attempted  to 
sketch  the  movement  and  to  indicate  its  numerous 
and  far  reaching  ramifications.  It  should  be  a 
well  known  fact  that  medical  service  insurance, 
which  term  designates  this  type  of  voluntary  in- 
surance, has  been  operated  in  this  state  for  some 
time,  through  various  agencies,  without  regula- 
tions and  responsibility.  Since  it  is  already  a 
part  of  modern  economy,  it  seems  but  fit  that 
both  the  insured  and  insurer  are  entitled  to  pro- 
tection. After  all,  there  should  exist  no  prejudice 
to  reasonable  regulations  by  any  one  performing 
a legitimate  service  and  by  those  who  have  no 
irregular  methods  to  conceal.  It  is  apparent  to 
even  the  tyro  on  this  subject  that  the  public  is 
restless  and  steadily  bringing  pressure  to  the 
point  when  either  voluntary  or  compulsory  in- 
surance will  be  available. 

If  left  to  our  educators  and  politicians,  com- 
pulsory insurance  will  be  the  inevitable  result,  as 
it  is  in  other  countries.  It,  therefore,  behooves 
the  members  of  this  association  to  recognize  the 
existence  of  this  demand  and  to  meet  it  by  cor- 
recting the  present  irregular  system  of  medical 
contract  and  making  medical  service  insurance 
a legal  and  dignified  method  of  self-protection 
for  the  wage  earning  classes  and  the  profession. 

We  should  profit  by  the  experience  of  doctors 
in  other  countries,  where  the  same  economic  prob- 
lem has  been  agitated  and  resulted  in  either  vol- 
untary or  compulsory  insurance.  As  a conse- 
quence of  their  aloof  attitude,  a false  individual- 
ism, the  medical  profession  found  itself  unpre- 
pared, with  the  laity  in  control  of  the  funds. 
Only  by  years  of  contention  was  this  control  par- 
tially regained  by  the  medical  profession  of 
France  and  Great  Britain. 

Is  it  not  more  appropriate  for  us  to  endeavor 
to  regulate  Medical  Service  Insurance  at  a time 
when  it  is  feasible,  rather  than  wait  until  it  is 
thrust  upon  us  by  the  people  of  the  state,  whose 
voice  is  supreme? 
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LEGISLATIVE  PROPOSALS  RELATIVE 
TO  THE  MEDICAL  AID  LAW* 

T.  T.  Rooks,  A.M.,  M.D. 

WALLA  WALLA,  WASH. 

The  Committee,  to  which  was  referred  the 
study  of  economic  conditions  of  the  practice  of 
medicine  in  the  State  of  Washington,  begs  leave 
to  submit  its  final  report. 

Fornvord.  A year  ago  this  organization,  the 
Washington  State  Medical  Association,  elected  a 
Committee  of  Seven  to  study  and  report  on  eco- 
nomic problems  relevant  to  medical  practice  in 
our  state.  At  a special  meeting  of  the  House  of 
Delegates  in  Seattle,  April  3,  1932,  this  Com- 
mittee submitted  its  report,  a copy  of  which  has 
been  placed  in  your  hands.  The  House  of  Dele- 
gates voted  to  continue  this  Committee  until  the 
annual  meeting  in  September,  and  requested  an 
additional  report  at  that  time. 

The  further  recommendations  of  the  Commit- 
tee of  Seven  are  listed  under  the  headings  as 
enumerated  below. 

1.  A New  Medical  Practice  Act  has  been 
drawn  up  and  is  recommended,  in  the  words  of 
our  president,  for  these  reasons : (a)  it  will  make 
it  possible  for  the  medical  profession  to  regain 
control  of  its  own  members;  (b)  it  eliminates 
politics;  (c)  it  provides  funds  and  machinery  for 
effective  enforcement  of  its  provisions;  and  (d) 
it  places  organized  medicine  in  a position  to  take 
leadcr.ship  in  the  supervision  of  scientific  medi- 
cine and  control  of  public  health,  to  the  end  that 
public  welfare  and  safety  may  be  advanced. 

A copy  of  this  act  has  been  distributed  to 
the  officers  and  delegates  of  the  association.  Its 
various  aims  and  provisions  will  be  presented  to 
you  in  detail  by  Dr.  Casper  W.  Sharpies  in  the 
report  of  the  Medical  Practice  Act  Committee. 
The  Committee  of  Seven  strongly  recommends 
the  approval  of  this  Medical  Practice  Act  as  a 
substitute  for  the  one  now  in  force. 

2.  Modification  of  the  Medical  Aid  Law. 
The  Committee  submits  the  following  changes  in 
the  Industrial  Aid  Act,  with  regard  to  contracts. 

a.  A board  of  physicians,  selected  by  the  State 
Industrial  Commission  and  the  Washington  State 
Medical  Association,  to  determine  the  capabilities 
of  the  physician  for  handling  contracts. 

•Report  of  Committee  of  Seven,  Washington  State 
Medical  Association. 

•Read  before  the  Forty-third  Annual  Meeting  of 
Washington  State  Medical  Association.  Tacoma,  Wash., 
September  12-14,  1932. 


b.  To  give  to  the  State  Industrial  Board  the 

power  to  accept  or  reject  contracts  on  a basis  of  i 
competence,  honesty  and  remoteness  of  the  con-  I 
tract  ; the  right  to  judge  whether  or  not  the  ap-  ! 

plicant  can  give  a high  quality  of  service.  I 

c.  Contracts  to  be  granted  only  to  physicians 
licensed  to  practice  in  the  State  of  Washington, 
actually  practicing  in  the  state  and  giving  per- 
sonal supervision. 

d.  The  Medical  Aid  Fund  to  be  paid  to  the 

contracting  physician  according  to  the  going  rate  ] 

of  that  class.  This  is  to  avoid  rebating.  No  j 

doctor  shall  have  financial  interests  in  a com-  i 
pany  with  which  he  has  a contract. 

e.  Supervision  of  supplementary  contracts  by  j 
the  Industrial  Insurance  Board.  Under  this  i 
supervision,  the  establishment  of  a minimum  rate  | 
per  month  for  the  supplemental  contract  in  con-  1 
sultation  with  the  Washington  State  Medical  As-  : 
sociation  ; also  the  rule  that  a supplemental  con-  ; 
tract  cannot  be  held  unless  the  same  physician  ■ 
holds  the  industrial  contract. 

f.  Contracts  to  be  made  only  with  those  phy-  | 
sicians  who  agree  to  operate  them,  and  not  with  | 
corporations  or  laymen. 

g.  Nonindustrial  Contracts.  Any  person  hold- 
ing himself  out  as  treating  the  sick  for  a specific 
sum  per  month  or  per  year  shall  be  declared  to 
be  in  the  insurance  business,  and  shall  be  required 
to  submit  the  conditions  of  his  contract  to  the 
insurance  commission  and  to  give  bond  for  the 
proper  performance  of  his  contract.  Th*s^  shall 
not  apply  to  contracts  dealing  with  men  who  are 
engaged  in  extrahazardous  occupations  coming 
under  the  Industrial  Insurance  Commission.  * 

h.  Solicitation  of  contracts  by  lay  solicitors 
would  be  corrected  through  modifications  in  the 
new  Medical  Practice  Act. 

It  is  the  opinion  of  the  Committee  that  these 
changes  would  greatly  eliminate  such  abuses  as 
now  occasionally  arise. 

3.  A General  Medical  Advisory  Board.  Such 
a board  would  act  in  the  capacity  of  a grievance 
committee  and  would  assist  in  adjusting  many 
of  the  complaints  of  the  medical  profession  and 
the  laity.  It  is  suggested  that  this  General 
Medical  Advisory  Board,  which  is  to  be  created 
and  included  in  the  Code,  shall  have  inquisitorial 
powers  over  all  medical  affairs;  medical  prac- 
tice, medical  cults,  the  issuance  and  revocation 
of  licenses,  medical  aid  contracts,  the  administra- 
ton  of  the  Medical  Aid  Act  in  general;  public 
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health ; sickness  insurance ; grievance  committees ; 
and  all  matters  pertaining  to  the  prevention  and 
treatment  of  sickness.  It  shall  be  the  duty  of 
this  Board  to  recommend  to  the  Governor  of 
the  State  of  Washington  the  correction  of  any 
abuses  disclosed  by  such  investigation,  and  to 
recommend  to  the  next  Legislature  such  legis- 
lation as  may  be  deemed  necessary  to  correct 
said  abuses. 

The  Board  shall  be  appointed  by  the  House  of 
Delegates  of  the  Washington  State  Medical  As- 
sociation. The  term  of  office  of  this  Board  shall 
be  so  regulated  that  part  of  the  personnel  shall 
hold  office  for  more  than  one  gubernatorial  term. 

4.  A Permanent  Economic  Committee.  The 
economic  and  social  side  of  medicine  assumes 
such  tremendous  importance  in  the  changing  con- 
ditions of  society  and  the  consequent  disturbances 
of  economic  and  social  equilibrium  that  a per- 
manent committee  to  cover  a period  of  from  five 
to  ten  years  is  strongly  recommended.  Although 
the  personnel  should  be  changed  from  time  to 
time,  sufficient  numbers  must  be  retained  to  carry 
on  the  work  smoothly,  members  being  retired  on 
basis  of  seniority. 

5.  United  States  Veterans  Administration  and 
the  Problems  of  Nonservice  Connected  Illnesses. 
Considerable  difference  of  opinion  exists  as  to 
the  methods  of  the  United  States  government  and 
its  care  of  nonservice  illnesses  among  the  United 
States  veterans.  Politics,  both  local  and  national, 
are  keenly  interested,  in  that  service  obligations 
assumed  by  the  federal  government  have  threat- 
ened to  swamp  its  funds  and  to  place  a burden- 
some tax  on  the  individual  federal  taxpayer. 

Present  yearly  appropriations  for  exservice 
men  have  passed  the  billion  dollar  mark,  with 
every  indication  of  an  increase  from  year  to  year. 
According  to  figures  obtained  from  the  Veterans 
Administration,  85  per  cent  of  all  illnesses  now 
treated  are  nonservice  connected.  It  has,  there- 
fore, become  a grievance  with  taxpayers,  whether 
this  is  fair  play  and  right  to  the  rest  of  the 
community  who  shoulder  this  financial  load. 

The  Committee  of  Seven  recommends  a stand- 
ing committee,  whose  duty  it  shall  be  to  act  as 
a liaison  committee  between  the  United  States 
Veterans  Administration,  the  doctors  of  the  State 
Medical  Association  and  the  exservice  men,  either 
individually  or  through  their  various  legion  or- 
ganizations. 

6.  Recogniton  of  Medical  Contracts  as  Medi- 


cal Service  Insurance.  This  whole  economic  pro- 
gram had  its  inception  about  two  years  ago  in 
the  question  of  the  nonindustrial  contracts.  The 
entire  subject  of  medical  service  on  the  fixed  pay- 
ment basis  rests  on  the  general  principle  of  health 
insurance,  of  which  medical  service  is  but  a smalf 
part.  It  is  useless  for  the  medical  profession  not 
to  take  cognizance  of  general  conditions  and  to 
take  an  arbitrary  stand  without  a survey  of  the 
whole  problem.  Your  chairman  of  the  Com- 
mittee of  Seven  will  present  this  phase  of  con- 
tract medical  service  in  a separate  report  tomor- 
row. 

Demand  for  medical  service  on  the  fixed  pay- 
ment plan  is  insistent  and  increasing  in  scope. 
While  no  recompensation  is  involved  and  no  in- 
surance remuneration  exists,  it  is  essentially  med- 
ical service  insurance.  It  should  be  recognized 
as  such,  and  put  under  the  State  Department 
of  Insurance,  with  fair  and  reasonable  regula- 
tions by  that  department. 

An  act  has  been  prepared  which  will  form  the 
basis  of  a permanent  bill  some  time  in  the  future 
at  the  pleasure  of  the  association.  We  submit  this 
proposed  act  for  study. 

7.  The  Legality  of  Medical  Corporation  Prac- 
tice in  the  State  of  Washington.  As  will  be 
noted  in  the  preliminary  April  report  of  the  Com- 
mittee of  Seven,  technically  corporation  practice 
in  the  State  of  Washington  is  illegal.  Both 
Yakima  and  King  County  have  prepared  test 
.suits  against  corporations  for  practicing  medi- 
cine but  delay  in  filing  and  prosecuting  has  been 
withheld  on  a clause  occurring  in  the  Industrial 
Act  which  specifically  privileges  hospital  asso- 
ciations and  groups  to  accept  industrial  contracts 
under  the  Medical  Aid  Law.  While  corporation 
practice  is  wrong  in  theory  and  apparently  illegal, 
like  the  eighteenth  Amendment  it  is  difficult  of 
enforcement.  Lined  up  on  one  side  we  have 
a portion  of  the  medical  profession ; on  the  op- 
posing side,  the  laity,  workmen’s  groups,  mill 
owners,  industrialists  and  other  groups  of  em- 
ployees who  are  strongly  in  favor  of  medical 
service  on  the  fixed  payment  basis.  Should  the 
question  be  put  to  vote,  there  is  no  doubt  of  the 
outcome,  and  the  medical  profession  will  be  forced 
to  accept  this  type  of  medical  service. 

The  Committee  of  Seven  acknowledges  its  in- 
debtedness to  the  officials  and  individual  mem- 
bers of  the  state  association,  numerous  officials 
of  the  State  of  Washington,  to  employers,  to 
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officials  of  the  labor  unions  and  to  our  numerous 
correspondents  in  other  states.  A particular  debt 
is  due  Dr.  W.  O.  Copps  of  Seattle,  whose  legal 
and  medical  training  was  largely  instrumental  in 
the  formation  of  the  New  Medical  Practice  Act, 
published  in  Northwest  Medicine,  July,  1930. 
The  preparation  of  this  act  provided  the  stimulus 
for  a healthy  interest  in  the  need  for  a new  medi- 
cal practice  act,  and  gave  the  Committee  many 
valuable  points. 

We  wish  to  call  your  attention  to  the  fact  that 
this  program  is  still  far  from  fruition,  since  the 
sp>ecific  proposals  must  be  debated  by  this  body, 
resolutions  covering  each  one  introduced,  referred 
to  the  Resolutions  Committee,  and  then  returned 
to  this  body  for  the  final  recommendation.  Those 
measures  recommended  to  bear  fruit  must  be 
submitted  in  due  and  legal  manner  before  the 
legislative  body  of  the  state,  a course  requiring 
considerable  education  and  pressure  on  those  wlio 
make  our  laws. 

We  ask  your  unbiased  and  honest  study  of 
these  recommendations  which,  we  believe,  are  to 
the  benefit  of  both  the  public  and  the  medical 
profession.  If  you  see  merit  in  them,  we  urge 
your  whole-hearted  support. 

MEDICAL  CARE  OF  THE  INJURED 
WORKMAN 

A layman's  attitude  on  this  subject* 
Mr.  F.  P.  Foisie 

Manag"er  of  Shipping  Federation  of  Washington 
SEATTLE,  WASH. 

The  depth  and  breadth  of  professional  sub- 
jects presented  at  this  convention,  coupled  with 
the  necessary  limit  of  time,  must  have  compelled 
those  giving  the  papers  to  choose  between  thor- 
oughness of  treatment  and  breadth  of  coverage. 
They  are  something  after  the  fashion  of  choos" 
ing  between  the  Victorian  style  of  dress  which 
covered  everything  and  touched  nothing,  or  after 
the  modern  style  which  touches  everything  and 
covers  nothing.  My  subject  as  a layman  in  in- 
dustry, dealing  with  a professional  field,  permits 
me  under  the  defense  of  ignorance  neither  to 
cover  nor  touch  the  subject  at  all.  Unfortunately 
industry’s  injured  workmen  are  also  ignorant  of 
what  is  due  them  in  the  nature  of  medical  care 
and  they,  therefore,  become  either  the  beneficiar- 
ies or  the  butt  of  the  medical  profession,  depend- 
ing upon  whether  that  care  is  good  or  bad. 

•Read  before  the  Forty-third  Annual  Meeting  of 
Washington  State  Medical  Association.  Tacoma.  Wash  , 
September  12-14,  1932. 


So  with  all  the  effrontery  of  the  uninformed 
but  in  the  hope  of  presenting  the  aptitude  of  in- 
dustry on  the  medical  care  of  its  injured  work- 
men, I venture  to  suggest  an  infallible  test  by 
which  to  judge  all  questions  of  policy  arising 
under  the  provision  of  medical  care  for  the  in- 
jured workmen;  “Will  the  policy  under  consid- 
eration best  facilitate  his  restoration  to  wage- 
earning capacity?”  It  is  this  wage-earning 
capacity  which  modern  industrial  society  has 
taken  from  him  and  it  is  this  which  society  should 
restore  to  him  as  nearly  as  its  medical  resources 
make  possible.  Such  simple  criterion  requires 
broad-guaged  interpretation  and  application  to  the 
whole  man  in  industry,  too  often  the  forgotten 
man,  a case  to  the  medical  profession  and  a 
machine-tender  to  industrial  management. 

Let  us  apply  this  test  to  the  more  obvious  ques- 
tions of  policies  arising  as  follows; 

Cost  of  Medical  Treatment.  Cost  is  the  es- 
sence of  industry,  and  low  cost  is  management’s 
objective.  Yet  all  proposals  for  artificially  limit- 
ing cost  by  either  length  or  quality  of  treatment 
are  abortive  in  that  the  quicker  the  return  of  the 
worker  to  the  job,  functionally  able,  the  lower 
the  net  cost  to  industry,  whatever  may  be  the 
medical  bill.  IMedical  costs  are  determined  prac- 
tically by  the  medical  profession,  necessarily  so 
since  that  which  determines  medical  cost  is  length 
and  quality’  of  treatment,  on  which  only  the  pro- 
fession can  speak  with  authority.  The  remain- 
ing factor  affecting  cost  of  treatment  is  of  course 
the  fee  schedule  and  here  industry’s  interest  j^ti- 
fies  a voice  in  determining  costs  which  the  pro- 
fession of  medicine  cannot  logically  nor  effective- 
ly ignore. 

On  the  adequacy  of  rates  never  was  there  tru- 
ism better  suited  to  the  occasion  than  that  “the 
workman  is  worthy  of  his  hire.”  An  inadequate 
fee  is  the  poorest  economy  for  industry,  always 
judged  by  our  infallible  test,  since  subtly  if  not 
consciously  the  aggrieved  physician’s  efforts  to 
return  the  injured  man  to  his  job  at  the  earliest 
practicable  time  will  be  slackened  by  inadequate 
professional  rates.  I do  not  raise  the  point  of 
dishonest  medical  bills  as  a substantial  factor  in 
medical  cost  because  of  the  obvious  administrative 
remedy  of  summary  refusal  to  permit  further 
practice  under  the  compensation  act.  In  brief, 
the  total  medical  bill  should  not  be  the  issue,  only 
the  value  of  the  medical  services. 

Choice  of  Physician.  An  old  debatable  ques- 
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tion.  If  we  ignore  the  strident  cry  of  those 
champions  of  the  injured  man  and  listen  to  the 
quiet  voice  of  reason  applying  our  test,  what 
works  best  for  the  restoration  of  the  injured  man 
to  his  job,  it  should  be  clear  that  the  unfettered 
choice  of  physician  by  the  injured  man  is  not  the 
answer.  You  are  familiar  with  the  arguments, 
pro  and  con.  If  you  will  perhaps  permit  a general- 
ized answer  (though  all  generalizations  are  said 
to  be  wrong,  including  this  one),  a circumscribed 
choice  or  a voice  in  the  selection  of  the  physician 
would  seem  to  be  the  answer.  From  the  view- 
point of  the  injured  man  the  choice  of  physician 
arises  out  of  his  mental  rather  than  bodily  need. 
But  why  not  both?  Those  who  insist  upon  un- 
fettered selection  of  physician  by  the  employer 
forget  the  man. 

The  practical  answer  would  seem  to  be  not 
a dispute  over  alleged  conflicting  principles, 
namely,  the  inalienable  right  of  the  patient  versus 
“the  man  who  puts  up  the  money  calls  the  tune.” 
The  utmost  care  is  required  in  selecting  compe- 
tent medical  men  by  those  best  qualified  with  a 
ready  privilege  to  the  workman  to  change  doc- 
tors for  cause,  real  or  imagined ; in  brief,  a directed 
choice,  if  such  does  not  seem  contradictory.  To 
leave  this  subject  so  general  is  to  stand  charged 
with  evasion,  and  to  descend  into  detail  is  even 
less  to  be  desired. 

Therefore,  here  are  these  leading  questions: 
Is  it  asking  too  much  of  the  medical  profession, 
as  its  contribution  to  this  vexatious  subject  and 
out  of  enlightened  self-interest,  that  it  set  up 
standards  upon  which  its  members  may  practice 
traumatic  surgery  ? It  sets  the  standards  by 
which  its  members  are  admitted  to  the  practice 
of  general  medicine.  Why  not  do  likewise  for 
one  of  its  most  important,  specialized  branches? 
Is  it  asking  too  much  of  organized  industry  that 
each  employer  and  his  workmen  agree  upon  their 
immediate  choice  or  choices?  Are  we  so  inept 
politically  that  it  is  impractical  to  have  a quasi- 
judicial administrative  authority  to  prevent  and 
correct  abuses  which  may  enter  in  because  of 
selfish  interests  exploiting  broken  bodies  under 
the  foregoing  plan? 

Contract  Medicine.  Where  the  profession  di- 
vides into  warring  factions  it  behooves  the  lay- 
man to  run  from  the  scene  of  combat,  but  un- 
fortunately industry  is  the  no-man’s  land  of  this 
particular  battle  and  is  steadily  shot  over  and 
into.  Contract  medicine  has  its  validities.  For 


the  employer  cost  fixed  in  advance  is  a valuable 
asset  and  low  cost  directly,  however  valid  the 
argument  may  be  to  the  contrary  on  the  ground 
of  unknown  hidden  costs.  For  the  workman, 
usually  there  is  group  medicine  and  specialized. 
It  should  be  said  in  fairness,  I believe,  that  all 
of  the  foregoing  benefits  must  be  provided  by 
the  opponents  of  contract  medicine  if  they  are 
to  prevail. 

But  the  advocates  of  contract  medicine  have 
something  to  answer  for.  Excessive  low  cost 
through  competition  and  by  appealing  to  the 
cupidity  of  the  employer  is  totally  destructive  of 
all  worthwhile  values  and  eventually  self-defeat- 
ing. There  is  necessarily  and  will  continue  to 
be  by  the  very  nature  of  competition  develop- 
ments of  this  excessive  low  cost  sort,  unless  the 
profession  establishes  some  regulatory  rate- 
making body. 

The  solicitation  of  medical  contracts  by  the 
medical  profession  and  by  business  aides  has  no 
sanction  except  the  doubtful  one  of  so-called 
“business  efficiency,”  a slogan  now  of  threadbare 
repute  within  business  itself.  The  solicitation  of 
medical  contracts  is  a graceless  act  in  a profes- 
sion which  lays  rightful  claim  to  being  an  art 
as  well  as  a profession. 

Economies  of  contract  medicine  carried  to  the 
point  of  machining  the  object  of  medical  care 
through  substituting  mass  treatment  for  individ- 
iml  is  an  abomination.  This  is  not  said  to  slight 
the  real  advantages  of  a well  organized  medical 
office.  But  an  office  procedure  in  medicine  as 
in  any  other  activity  is  for  the  purpose  of  serv- 
ing not  of  being  served,  and  the  forced  alignment 
of  individuals  to  a pattern  in  any  relationship  in 
life  is  to  be  resented. 

An  interesting  and  revealing  appraisal  of  the 
position  of  contract  medicine  would  be  for  those 
businesses  engaged  in  such  contract  to  run  a 
human  audit  of  the  workman  under  it,  a genuine 
test  of  attitude  taken  sincerely  by  the  manage- 
ment using  it.  This  is  the  theoretical  legal  basis 
of  the  medical  contract  system  under  our  State 
Act  but  vitiated  in  actual  practice  by  many  of 
the  industries  using  it  through  coercion  of  its 
work  people,  active  or  latent. 

Relations  of  Industry  and  Medicine.  Injection 
of  the  idea  that  there  might  well  be  planned  re- 
lations between  the  medical  profession  and  in- 
dustry, which  latter  should  be  similarly  organ- 
ized but  is  only  beginning  to  be,  may  seem  chim- 
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erical.  Some  may  well  believe  that  time  is  the 
solvent  of  all  of  these  questions,  as  Browning 
wrote : “Leave  now  for  dogs  and  apes,  man  has 
forever’’  hut,  as  he  added  and  as  every  one  who 
would  be  effective  agrees,  “but  time  escapes,  live 
now  or  never.” 

Modern  industry  with  its  growing  maze  of 
complexities  under  necessity  developes  some 
most  useful  technics  in  the  evolving  profession 
of  business.  One  of  these  is  the  abandonment 
of  the  hoary  conception  of  authority  as  a vertical 
ladder  always  up  and  down,  in  favor  of  the 
dual  conception  of  horizontal  authority  as  well 
as  vertical,  in  other  words,  coordinated  authority. 
This  in  turn  has  developed  the  conception  of 
function  authority;  for  example,  the  foreman 
has  authority  by  virtue  of  his  function  which 
the  manager  cannot  take  away.  He  may  fire 
the  foreman  and  get  a new'  one  but  the  func- 
tional authority  inherent  in  the  foreman’s  posi- 
tion remains.  It  is  this  conception  of  the  rela- 
tionship of  horizontal  and  functional  authorities 
between  organized  industry  and  organized  medi- 
cine which  I hope  to  see  developed  immediately 
ahead.  Otherwise  it  is  quite  probable  that  the 
practice  of  medicine  within  industry,  including 
care  of  injured  w'orkmen,  may  become  subordi- 
nate to  industrial  management,  unless  the  medical 
profession  takes  steps  to  retain  its  independence. 
Medical  men  as  employees  of  industry  are  of 
doubtful  desirability  both  to  medicine  and  to 
industry. 

Medical  Advisory  Commission.  Just  as  there 
is  an  infallible  criterion  available  on  wdiich  to  de- 
cide the  questions  of  policy  arising  in  medical 
care  of  the  injured  workman,  namely,  will  the 
particular  policy  advocated  best  facilitate  his  res- 
toration to  w'age  earning  capacity,  just  so  there  is 
a practical  administrative  method  for  coping 
with  all  the  problems  of  the  medical  profession  in 
its  relation  to  the  Act,  namely,  the  creation  of  an 
advisory  commission  of  medical  leaders  collabo- 
rating wdth  the  authorities  responsible  for  the  ad- 
ministration of  the  medical  aid  law.  The  func- 
tions of  advisory  commissions  are  too  well  known 
to  need  restatement  here.  Such  commissions  are 
effective  in  direct  proportion  to  the  disinterested 
leadership  represented  in  the  personnel. 

An  invaluable  adjunct  is  a competent  research 
executive  to  develop  the  factual  materials  on 
which  an  advisory  commission  would  base  its  de- 
cision on  policy,  and  to  provide  the  necessary 


follow-through  to  see  that  such  policies  are  given 
fair  and  full  application.  A medical  director  with 
competent  staff  under  the  medical  aid  law  nom- 
inated by  the  advisory  commission  and  protected 
against  the  vagaries  of  political  expediency  is  a 
guarantee  essential  to  decent  fulfillment  of  the 
state’s  obligation  to  supervise  the  medical  care  of 
injured  workmen.  One  of  the  most  glaring 
evidences  of  wasteful  administration  is  the 
ttirnover  of  medical  supervision  with  political 
fortunes. 

The  frequent  charge,  w'ell  or  ill-founded,  of 
medicopolitical  patronage  can  be  met  most  suc- 
cessfully by  an  impartial,  professional  advisory 
commission,  composed  of  the  ablest  and  trusted 
medical  men  in  the  state.  No  new'  law'  is  needed 
to  bring  such  a beneficence  into  being.  Leader- 
ship within  your  association  is  alone  necessary, 
not  merely  professional  but  personal  leadership. 
Control  would  follow  naturally  from  confidence. 
There  are  tw'O  w'ays  alw'ays  of  securing  orderh 
control  in  any  human  situation — by  authority  and 
by  influence,  with  control  through  influence 
much  to  be  desired.  Recourse  to  the  legislature  is 
not  to  be  considered  in  the  same  light  w'ith  re- 
sourcefulness from  within  your  own  association. 

We  are  becoming  soberly  aware  in  industry  of 
an  excessive  individualism.  It  is  no  doubt  re- 
sponsible to  a considerable  extent  for  our  present 
economic  dilemma  and  to  the  sluggish  recovery 
therefrom.  There  w'ould  seem  even  to  a layman 
to  be  a similar  excessive  individualism  in  the^o- 
fession  of  medicine.  In  both  fields  this  needs  to  be 
tempered  by  a constructive  collectivism.  You  have 
the  means  at  hand  for  bringing  it  about  in  your 
association  and  its  natural  leaders.  In  the  field 
of  medical  care  of  industry's  injured  men  may  you 
lead  the  way. 


STUDIES  IN  PIERCE  COUNTY* 
WiEMOT  D.  Read,  M.D. 

TACOMA,  W'ASH. 

I'*ierce  County  Medical  Society  was  incorpor- 
ated September  5,  1888,  for  the  purpose  of  en- 
abling it  to  carry  out  its  objects  which  are  stated 
in  its  articles  of  incorporation,  namely,  “to  cul- 
tivate and  advance  medical  knowledge,  encourage 
concerted  action,  to  afford  protection  to  its  mem- 
bers, to  incite  and  encourage  emulation,  to  en- 
courage social  and  friendly  intercourse,  and  to 

•Read  before  the  Forty-third  Annual  Meeting:  of 
Washington  State  Medical  Association,  Tacoma.  Wash... 
September  12-14,  1932. 
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jiroA’ide  a means  for  the  emphatic  expression  of 
medical  thought.”  After  fortv-four  years  of  ex- 
istence the  section,  “to  encourage  concerted  action 
and  to  afford  protection  to  its  memhers,”  espec- 
ially along  economic  lines,  has  been  rapidly 
pushed  to  the  front. 

In  1917  Pierce  County  Industrial,  Medical  and 
Surgical  Service  Bureau  was  formed.  The  plan 
adopted  permitted  any  member  in  regular  stand- 
ing of  the  Society  to  join.  Officers  were  elected 
and  a manager  was  hired,  who  secured  contracts 
with  firms  coming  under  the  jurisdiction  of  tlie 
Department  of  Labor  and  Industries.  The  pur- 
pose of  this  organization  was  to  take  care  of 
the  injured  workman,  giving  him  the  free  choice 
of  physician  in  contrast  to  the  closed  contract 
system.  Supplemental  health  or  sickness  con- 
tracts were  also  written  so  that  the  workman 
would  be  covered  for  twenty-four  hours  of  the 
day,  including  sickness  or  accident  on  or  off  the 
job.  After  fifteen  years  of  existence  this  or- 
ganization still  continues  to  function.  Many 
abuses  have  crept  in,  both  from  the  physicians 
that  render  their  services  and  the  unsound  cost 
arrangement. 

The  cost  of  medical  and  surgical  care  has  in- 
creased but  the  old  dollar  a month  charge  has 
continued.  The  present  economic  period  has 
raised  havoc  with  all  classes  and  with  all  known 
standards.  For  the  systematic  study  and  attempt- 
ed regulation  of  the  present  problems,  our  present 
organization,  the  Physicians  and  Dentists  Busi- 
ness Bureau,  came  into  existence  a little  over  a 
year  ago.  Included  under  our  Bureau  are : f 1 ) 
Nurses  Exchange,  (2)  Doctors  and  Dentists  Ex- 
change, (3)  Collection  Bureau,  (4)  Branch  Read- 
ing Room  and  Medical  Information  Bureau  of 
the  Public  Health  League,  (5)  and  most  import- 
ant, the  study  of  economic  problems  that  affect 
the  medical  profession.  The  Industrial  Medical 
and  Surgical  .Service  Bureau  is  at  present  a sep- 
arate organization. 

No  longer  have  we  a decision  to  make  regard- 
ing contract  practice.  It  was  dumped  into  our 
laps  in  1911  with  the  passage  of  the  act  estab- 
lishing the  Department  of  Labor  and  Industry. 
The  supplemental  sickness  contract  arrived  at  the 
same  time.  The  contract  doctor  has  the  bulk 
of  the  work  and  the  services  of  this  man  and  of 
his  hired  professional  and  nonprofessional  em- 
ployees can  be  furnished  cheaper  than  those  of 
a doctor  under  the  free  choice  of  physician  plan. 


Now  the  contract  plan  is  reaching  out  to  all  wage 
earners. 

Eor  the  present  our  problem  is  how  to  save 
for  the  doctor  a share  of  the  medical  business 
that  each  year  is  becoming  more  and  more  con- 
tracted. One  plan  under  consideration  is  health 
insurance  for  the  low  wage  earner  of  $2,000  or 
less,  who  has  difficulty  in  paying  standard  hos- 
pital and  medical  fees.  A monthly  charge  of  one 
dollar  is  deducted  from  the  wage  earner’s  salary 
by  the  employer,  which  charge  entitles  the  in- 
sured to  his  free  choice  of  physician,  to  medicine, 
hospital  fees,  etc.,  with  the  limitation  of  certain 
chronic  diseases,  especially  venereal.  A study 
chart  is  kept  of  each  contract  so  that  the  cost 
of  services  rendered  may  be  adjusted  fairly.  Eor 
instance,  after  a period  of  months,  one  contract 
with  a large  department  store  was  found  to  be 
a losing  proposition,  particularly  on  account  of 
the  amount  of  surgery  and  hospitalization.  The 
employer  was  acquainted  with  this  fact  and  the 
employees  met  with  a representative  of  the 
Bureau,  who  explained  existing  conditions.  It 
was  learned  that  the  majority  of  the  employees 
were  perfectly  satisfied  with  the  services  rendered 
and  instead  of  curtailing  the  services,  they  agreed 
to  pay  one  dollar  and  a half  per  month.  This 
is  an  illustration  of  how  necessary  it  is  to  study 
each  contract  in  order  to  render  services  fair 
to  both  parties. 

The  great  drawback  to  the  Health  Insurance 
plan  is  a small  percentage  of  the  doctors  who 
by  nature  are  selfish  and  exploit  themselves  at 
the  expense  of  the  group.  Eor  instance,  there  is 
the  man  who  treats  the  gonorrheal  condition 
diagnosed  as  colitis,  who  operates  on  pus  tubes 
and  removes  the  appendix  and  reports  acute  ap- 
pendicitis, who  has  the  patient  visit  him  a few 
extra  times  in  the  dressing  of  an  injected  finger, 
or  a few  added  office  visits  for  a cold.  Rules 
and  regulations  covering  consultation  and  known 
abuses  have  been  prepared  and  adopted  which 
tend  to  correct  this  drawback. 

While  the  Business  Bureau  studies  these  health 
plans,  the  Physicians  and  Surgeons  Service 
Bureau  operates  the  machinery  for  the  care  of 
the  sick  and  injured.  The  physician  serves  under 
set  rules  and  receives  compensation  as  follows : 
Office  calls,  one  dollar  and  a half ; hospital  calls, 
two  dollars;  house  calls,  two  dollars  and  a half; 
major  operations,  not  over  seventy-five  dollars; 
tonsillectomy,  twenty  dollars.  Settlement  is  made 
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each  month.  Overhead,  hospital,  drugs,  etc.  are 
paid  first  and  the  remaining  is  prorated  to  the 
doctors.  For  the  year  ending  September  30,  1931, 
the  doctors  were  paid  63  per  cent  of  the  total 
money  collected.  Fifteen  per  cent  of  the  total 
went  to  the  hospitals,  7 per  cent  for  drugs,  and 
15  per  cent  for  overhead.  For  the  past  eleven 
months,  from  October,  1931,  to  August,  1932, 
the  total  pay  to  doctors  was  55  per  cent  of 
the  amount  collected,  to  the  hospitals  19  per  cent, 
10  per  cent  went  for  drugs,  and  16  per  cent  for 
overhead.  In  the  past  eighteen  months  the  doc- 
tors have  averaged  73  per  cent  of  the  fee  sched- 
ule, their  bills  having  been  discounted  27  per 
cent  of  the  above  schedule.  It  is  also  interesting 
that  for  the  year  ending  September  30,  1931  dur- 
ing which  time  there  were  eighty-five  doctors 
members  of  the  Service  Bureau,  five  doctors,  or 
6 per  cent  of  the  members,  received  33  per  cent 
of  the  whole  amount  paid,  and  ten  doctors,  or 
12  per  cent  of  the  members,  received  47  per  cent 
of  this  amount.  Eleven  doctors  out  of  eighty- 
five  receive  over  50  per  cent  of  the  money  paid 
the  doctors. 

Another  activity  of  the  Bureau  is  our  collec- 
tion department  which  was  organized  about  April, 
1931.  Our  entire  capital  consisted  of  five  dol- 
lars per  member  charged  as  a membership  fee. 
It  was  necessary  to  hire  a manager,  equip  offices, 
purchase  supplies,  secure  employees  and  pay  sal- 
aries. Naturally  we  have  had  to  rob  Peter  to 
pay  Paul  and  the  money  paid  to  doctors  collected 
on  their  bills  has  been  overdue  several  months, 
but  gradually  we  are  taking  up  this  slack  and 
very  shortly  hope  to  settle  each  account  at  the 
end  of  each  current  month.  As  was  expected, 
our  greatest  difficulty  is  with  a number  of  the 
doctors,  whose  accounts  have  been  overdue. 
Their  criticisms,  voided  in  the  assembly  rooms 
of  the  hospitals,  has  greatly  disturbed  many  of 
the  members  and  all  sorts  of  statements  are  made. 

If  all  the  members  would  take  the  trouble  to 
read  the  report  of  Mr.  Van  Rooy,  the  public 
accountant  who  examined  our  books,  I am  sure 
they  would  have  facts  that  would  not  harm  them. 
This  is  so  important  that  I wish  to  read  the 
comments  from  the  report.  On  books  and  records 
the  report  states:  “Our  examination  disclosed  a 
complete  set  of  records,  very  well  kept  and  the 
results  of  every  transaction  can  be  clearly  traced 
and  easily  found.  We  would  recommend,  though, 
that  a ledger  account  be  opened  with  each  doc- 


tor and  have  the  accounts  payable  balanced  with 
the  general  ledger  each  month.  We  would  also 
recommend  that  the  Board  of  Trustees  approve 
all  disbursements  monthly.”  On  employees : “The 
Bureau  is  particularly  fortunate  in  its  selection 
of  workers,  as  each  one  is  imbued  with  the  spirit 
of  cooperation  and  of  an  intense  desire  to  be  of 
real  help-  and  assistance  to  the  doctors.” 

On  the  collection  system:  “A  great  deal  of 
credit  must  be  given  the  deviser  of  the  collection 
system.  It  is  so  designed  that  a complete  record 
is  kept  on  every  account  in  a visible  ledger.  A 
system  of  crayon  signals  is  used,  enabling  the 
clerks  to  follow  up  on  promised  dates.  Through 
this  system  considerable  work  and  filing  is  done 
away  with.  The  system  is  also  very  flexible  as 
it  can  be  expanded  to  handle  any  number  of 
accounts.”  On  statistics : “Since  the  Bureau’s  or- 
ganization there  have  been  assigned  to  them  a 
tota  of  $126,954.06  in  accounts.  Of  this  amount 
there  has  been  collected  $20,792.00  or  17  per  cent. 
Commissions  on  these  collections  amounted  to 
$4,518.00  or  an  average  of  21.7  per  cent. 

The  report  then  comments  in  general : “This 
is  one  of  a multitude  that  has  started  without 
capital  and  still  manages  to  stay  in  business.  We 
believe  that  a remarkable  showing  has  been  made 
by  this  Bureau  in  the  short  term  of  its  existence 
and  particularly  in  view  of  the  conditions.  While 
it  is  true  there  is  an  operating  loss  for  this  period, 
it  is  due  to  a large  extent  to  a large  opening  and 
operating  expense  which  has  since  been  n^aterially 
reduced.  We  would  suggest  though  that  a monthly 
operating  report  be  made  similar  to  the  one  in 
this  report.  This  will  enable  the  Bureau  to  cor- 
rect its  operating  condition  monthly. 

“In  organizations  of  this  type  the  real  or  earn- 
ing value  of  the  corporation  is  not  entirely  ap- 
parent from  the  balance  sheet.  In  the  nature  of 
collection  companies,  most  of  which  employ  con- 
siderable invested  capital,  the  return  on  the  work 
done  is  not  immediate.  There  is  an  appreciable 
interval  after  the  major  work  is  done  before  the 
earned  commission  is  actually  charged  on  the 
books. 

“In  cases  such  as  this,  where  there  is  no  in- 
vested capital,  the  first  years  of  operations  must 
serve  in  part  as  such  capital ; the  work  done  on 
the  assigned  accounts  constitutes  earned  but  not 
collected  income  and  is  a theoretical  offset  to  an 
operating  loss.  The  remuneraion  for  such  work 
is  received  in  later  months  as  earnings. 
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“For  instance,  the  Bureau  has  developed  an 
installment  note  form.  This  note  secures  for 
them  an  acknowledgement  of  the  account  and  sets 
a definite  time  of  payment.  They  have  succeeded 
in  securing  signatures  on  these  to  the  amount 
of  $5,670.70. 

“They  have  also  traced,  found,  adjusted  or  se- 
cured an  agreement  to  pay  on  $63,348.64  of  ac- 
counts. The  commission  on  these  alone  would 
amount  to  over  $17,000.00. 

“In  the  event  of  disincorporation  or  going  out 
of  business  it  is  evident  that,  even  allowing  a 
large  discount  on  the  above,  there  would  be  ample 
to  clean  up  the  obligations  of  the  company. 

“In  our  opinion  the  Bureau  operations  have 
been  most  satisfactory  and  have  developed  a col- 
lection technic  that  should  not  be  passed  up  by 
the  doctors  and  dentists.  We  honestly  believe  that, 
if  this  Bureau  had  the  complete  support  of  its 
members,  in  that  they  would  assign  their  accounts 
earlier  and  in  larger  numbers,  they  would  not 
only  collect  a larger  percentage  of  their  accounts 
at  a smaller  expense,  but  would  eventually  secure 
a dividend  from  a well-paying  corporation.” 

We  have  a deficit  in  the  Bureau  of  $1,587.82 
as  of  August  31,  1932,  which  is  a big  improve- 
ment over  last  month.  We  are  decreasing  this 
deficit  by  one  hundred  dollars  per  month.  This 
amount  is  deducted  from  the  salaries  of  our  em- 
ployees, with  their  express  consent ; in  fact,  the 
suggestion  came  from  them. 

Regarding  the  other  activities,  a few  words  will' 
suffice.  For  years  the  nurses’  organization  con- 
ducted a telephone  exchange  for  themselves.  This 
arrangement  was  taken  over  and  enlarged  to  in- 
.clude  an  exchange  for  doctors  and  dentists.  The 
doctor  or  dentist  pays  three  dollars  per  month, 
and  carries  in  the  phone  book  a listing,  “if  no 
answer  call  Broadway  3166.”  There  is  on  file 
a reference  card  containing  all  possible  places  that 
the  doctor  or  dentist  may  be  found,  also  the 
specific  instructions  as  to  how  each  call  is  to  be 
handled. 

In  the  large  room  in  the  Medical  Arts  Build- 
ing, which  is  the  headquarters  of  the  Bureau,  is 
housed  the  Tuberculosis  League,  also  a reference 
room  under  the  auspices  of  the  Public  Health 
League. 

We  fear  socialization  of  medicine.  1 wonder 
if  we  can  have  state  socialization  of  medicine 
without  socialization  of  industry  and  govern- 
ment. It  is  stated  that  industry  of  the  State  of 


Washington  is  paying  increasing  premium  rates, 
which  are  from  25  to  100  per  cent  higher  this 
year  than  last,  to  the  Bureau  of  Industry  for  the 
care  of  the  injured  workman.  On  top  of  the 
premiums  paid  this  year  an  assessment  of  from 
25  to  50  per  cent  of  last  year’s  premiums  was 
made.  If  the  rates  continue  to  increase,  they 
will  soon  become  prohibitive.  After  the  injured 
workman  has  had  his  claim  settled  he  can,  if  his 
condition  grows  worse,  open  his  claim  for  fur- 
ther compensation  and  we  know  that  any 
chronic  injury  always  grows  worse,  if  added  com- 
pensation can  be  obtained. 

It  is  stated  that  the  Veterans  Bureau,  at  pres- 
ent with  over  four  million  veterans,  costs  for 
hospitalization  and  compensation  some  one  billion 
dollars  a year;  of  this  amount  72Vi  per  cent  goes 
to  the  World  War  Veterans  and  their  dependents. 
If  continued  at  the  present  rate,  this  activity  will 
cost  the  government  at  least  two  billion  dollars 
by  1945.  What  if  one  hundred  and  twenty 
million  people  were  hospitalized  and  compensated 
for  sickness  and  accident?  Enough  for  specu- 
lation ! 

In  reporting  the  activities  of  Pierce  County 
Medical  Society  along  the  lines  that  have  been 
given  to  you  in  this  report,  no  pretense  is’  made 
that  they  are  original  or  even  a solution  for  the 
economic  ills  of  the  medical  profession.  We 
realize  the  defects,  the  imperfections  and  even 
the  fact  that  we  may  be  working  in  the  wrong 
direction..  Even  if  this  is  true,  we  are  at  least 
increasing  our  knowledge  of  economic  problems 
and  when  some  one  can  show  us  .t  better  plan 
w’e  will  be  better  prepared  to  use  it. 

Chronic  Gastric  Ulcer  in  Children.  J.  C.  Foshee, 
Grand  Rapids,  Mich.  {Journal  A.  M.  A.,  Oct.  15,  1932), 
points  out  that  chronic  gastric  ulcer  in  children  is  more 
common  than  has  been  supposed,  although  it  still  re- 
mains noteworthy  for  its  rarity  of  recognition.  Un- 
doubtedly, in  the  future,  more  cases  will  be  recognized 
and  reported  if  these  children  are  given  the  same  care- 
ful examination  and  investigation  that  is  given  to  adults. 
The  cause  is  as  indefinite  as  it  is  in  adults.  Infection 
in  children  plays  the  most  important  role.  The  ulcer 
constitution  in  some  cases  stands  out  paramount,  for 
in  them  it  begins  with  their  early  infancy,  before  in- 
fection has  become  a factor.  Influencing  factors,  such 
as  alcohol,  tobacco,  overwork  and  nervous  tension,  play 
no  part  in  the  cause  of  ulcers  in  children  as  they  may  in 
adults.  The  pathologic  changes  are  quite  extensive  and 
as  massive  as  those  found  in  adults-  Penetration  and 
perforation  are  almost  the  rule,  with  the  invasion  of  the 
adjacent  organs.  Symptoms  that  are  quite  pronounced 
and  typical  of  ulcer  may  go  a considerable  time  un- 
recognized until  the  patient  suffers  hemorrhage  or  per- 
foration. Fourteen  of  nineteen  patients  with  this  con- 
dition recovered,  thirteen  of  whom  were  operated  on. 
One  patient  recovered  under  medical  management. 
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MEDICAL  CARE  OF  THE  VETERAN* 
H.  G.  Willard,  M.D. 

TACOMA,  WASH. 

One  of  the  most  important  economic  questions 
today  before  not  only  the  medical  profession  but 
the  country  at  large  is  that  of  the  medical  care 
and  hospitalization  of  the  ex-soldier.  Since  this 
is  a medical  as  well  as  economic  problem  it  is 
quite  imperative  that  the  Washington  State  Medi- 
cal Association  should  immediately  take  action 
to  develop  a definite  program  which  shall  aid  the 
efforts  of  the  national  Association  and  be  a 
square  deal  for  the  veteran. 

One  month  ago  a short  questionnaire  was  sent 
to  two  hundred  and  twenty-five  members  of  this 
association.  The  object  of  this  questionnaire  was 
two  fold.  First,  it  was  to  initiate  interest  in  this 
subject  in  advance  of  this  meeting  and,  second,  to 
learn  the  opinions  of  a representative  cross- 
section  of  our  members  in  order  to  expedite  any 
action  that  we  might  take  at  this  time.  From  the 
very  positive  answers  received  in  reply  to  this 
questionnaire,  I am  of  the  opinion  that  most  of 
the  members  of  this  body  have  a fairly  compre- 
hensive knowledge  of  what  the  Veterans  Bureau 
has  done,  is  doing  and  proposes  to  do  for  vet- 
erans’ relief,  and  also  some  very  positive  opinions 
on  this  subject.  These  answers  will  be  reviewed 
later.  In  the  meantime,  even  at  the  risk  of  giv- 
ing in  detail  to  you  something  which  you  already 
know,  I will  briefly  review  part  of  the  past  and 
the  present  programs  and  some  of  the  apparent 
objectives  of  the  government  in  the  medical  care 
of  the  ex-soldier. 

It  has  always  been  a fixed  policy  of  our  gov- 
ernment to  take  care  of  veterans  for  disabilities 
incurred  in  service,  and  in  accordance  with  this 
policy,  following  the  World  War,  various  base 
hospitals  established  during  the  war  were  utilized, 
and,  further,  hospitals  were  constructed  as  they 
were  needed.  However,  as  the  veterans  recov- 
ered from  their  service  disabilities,  the  govern- 
ment hospitals  were  left  with  many  vacant  beds. 
In  order  to  make  use  of  the  empty  beds  and 
to  extend  government  benefits  to  the  veterans, 
congress  in  1924  enacted  an  amendment  to  the 
Was  Veterans  Act  liberalizing  the  interpretation 
of  service  disabilities  and  extending  the  benefits 
of  government  hospitalization  to  certain  non- 
service disabilities.  These  included  tuberculosis, 

•Read  before  the  Forty-third  Annual  Meeting:  of 
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neuropsychiatric  conditions  and  encephalitis  leth- 
argica  which  had  been  contracted  since  the  war. 

In  1926  the  same  act  was  amended  so  that  all 
nonservice  disabilities  were  included  without  fur- 
ther limitation,  except  the  capacity  of  the  hospitals 
to  take  care  of  them.  It  was  not  the  original  in- 
tent to  extend  unlimited  medical  care  and  hos- 
pitalization for  nonservice  disabilities,  but  this  in- 
creased extension  of  hospitalization  to  the  vet- 
erans did  result  in  an  overcrowding  of  hospitals 
then  available.  In  order  to  meet  the  rapidly  in- 
creasing demand  the  government  has  launched 
into  an  extensive  building  program,  and  has  grad- 
ually developed  a policy  making  it  mandatory  on 
its  part  to  hospitalize  all  veterans  in  need  of  treat- 
ment for  nonservice  as  well  as  service  disabilities. 

Without  going  into  detail,  I should  like  to  pre- 
sent some  facts  giving  some  ideas  of  the  mag- 
nitude of  the  undertaking  confronting  our  gov- 
ernment in  carrying  out  this  plan  as  now  em- 
bodied in  the  amended  Veterans  Act.  The  rapid 
building  program  began  naturally  in  1926  with 
the  amendment  to  the  Veterans  Act,  enlarging 
the  scope  of  government  service  to  cover  non- 
service disabilities.  In  that  year  and  in  every 
year  following  congress  has  appropriated  several 
millions  of  dollars  to  build  new  hospitals.  In 
June,  1929,  there  were  approximately  26,500  vet- 
erans being  hospitalized.  In  June,  1930,  a year 
later,  this  number  had  increased  to  30,541,  and 
in  1931  to  35,000,  of  which  number  sevei^-seven 
per  cent  were  for  nonservice  disabilities. 

It  is  to  keep  up  with  this  rapidly  increasing 
demand  in  the  care  of  nonservice  disabilities  that 
large  appropriations  and  rapid  construction  of 
more  government  hospitals  are  now  being  carried 
out.  The  construction  of  new  hospitals  has  pro- 
ceeded especially  rapidly  during  the  past  two  years 
for  the  double  purpose  of  increasing  employment 
and  keeping  up  with  the  rapidly  increasing  de- 
mand for  hospitalization.  During  1931  five  new 
hospitals  were  completed  and  six  others  were  un- 
der construction,  and  the  bed  capacity  of  other 
units  already  constructed  was  enlarged. 

In  order  to  give  some  ideas  of  the  magnitude 
of  this  proposed  program,  I will  call  your  at- 
tention to  the  fact  that  there  are  now  coming 
under  the  provisions  of  this  act  over  4,000,000 
World  War  veterans  alone.  Considering  this 
large  number  of  veterans  entitled  to  care,  and  the 
average  age  of  the  veterans  which  is  about  thirty- 
five,  it  has  been  estimated  by  the  medical  council 
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of  the  Veterans  Bureau  that  the  maximum  de- 
mands for  medical  care  and  hospitalization  will 
be  reached  about  1949,  at  which  time  the  esti- 
mated number  of  hospital  beds  required  will  be 
not  less  than  130,000, 

On  the  basis  of  past  costs,  the  average  cost  of 
hospital  construction  per  bed  is  $3,500.00,  and  the 
average  cost  of  the  professional  staff  per  year 
is  $151.56  per  bed.  The  average  cost  of  main- 
tenance per  bed  varies  from  year  to  year.  In 
1930  it  was  $4.42  per  day,  and  the  minimum  cost 
at  any  time  being  estimated  at  $3.50  per  day.  As- 
suming, therefore,  that  these  figures  are  correct, 
in  order  to  complete  the  building  program  it  will 
require  approximately  $360,000,000.00.  The  cost 
of  the  professional  staff  per  year  will  be  $19,000,- 
000.00,  and  the  cost  of  maintenance  per  year  will 
be  $200,000,000.00.  This  represents  as  a final 
objective  an  additional  capital  outlay  for  building 
of  $360,000,000.00,  and  a yearly  cost  of  $219,- 
000,000.00,  to  which  will  be  added  the  cost  of 
equipment  and  of  transportation  and  other  ex- 
penses not  possible  to  estimate. 

These  figures  arc  estimated  on  the  supposition 
that  the  present  government  program  will  be 
carried  out,  and  make  no  provision  for  possible 
extension  of  veterans  benefits  to  the  parents, 
wives,  children  and  dependents  as  it  is  now  pro- 
posed, and  for  which  there  is  an  increasingly  per- 
sistent political  pres.sure.  As  an  illustration  of 
this  it  is  interesting  to  note  that  during  the  past 
session  of  Congress,  while  the  government  was 
struggling  to  balance  the  budget  and  in  spite  of 
a deficit  for  the  present  fiscal  year  of  $2,500,- 
000,000.00,  two  bills  for  this  very  purpose  passed 
the  House.  Neither  of  these  bills,  however,  be- 
came a law. 

In  order  to  gain  some  idea  of  the  rapid  ex- 
tension of  government  hospitalization  at  the  ex- 
pense of  private  hospitals,  I refer  you  to  the 
report  of  the  American  Hospital  Association  for 
1931.  In  1931  there  were  6,613  hospitals  in  the 
United  States,  with  a total  bed  capacity  of  975,- 
000,  nearly  one  million.  The  government  hospi- 
tals, including  federal,  state,  county  and  munici- 
pal, had  a capacity  of  650,000  and  were  filled 
to  an  average  of  ninety  per  cent  capacity.  All 
other  hospitals  combined  had  a bed  capacity  of 
a little  under  332,000  and  were  filled  to  an  aver- 
age of  about  sixty-one  per  cent.  The  daily  aver- 
age census  of  government  hospitals  was  570,000, 
while  that  of  all  other  hospitals  was  205,000. 


Considering  that  all  nongovernment  hospitals 
take  care  of  a large  number  of  charity  patients 
and  that  very  few  beds  in  government  hospitals 
are  occupied  by  pay  patients,  it  is  a fair  estimate 
that  at  the  present  time  probably  much  less  than 
twenty  per  cent  of  all  hospital  patients  are  paying 
their  own  way,  and  that  eighty  per  cent  and  over 
are  supported  by  taxation  or  charity.  The  rapid 
construction  of  government  hospitals  throughout 
the  nation  for  the  care  of  nonservice  disabilities 
of  the  veteran,  as  well  as  local  expansion  of 
various  governmental  agencies,  is  illustrated  in 
the  six  marine  hospitals  now  being  constructed 
in  different  parts  of  the  country  at  a cost  of 
$8,000,000.  One  of  these  is  the  $1,750,000.00 
Marine  Hospital  now  under  construction  in 
Seattle. 

From  a study  of  the  report  of  the  American 
Hospital  Association  it  is  evident  that,  while  the 
government  is  feverishly  building  more  hospitals 
in  order  to  take  care  of  nonservice  disabilities 
awaiting  admission,  there  are  many  more  than 
120,000  empty  beds  in  civil  hospitals  without  the 
building  of  a single  hospital.  This  will  go  far  in 
caring  for  all  the  future  needs  of  the  veterans, 
even  at  the  peak,  about  seventeen  years  in  the 
future.  The  empty  beds  in  our  civil  hospitals  in- 
crease the  cost  per  bed  of  hospitalization,  and 
directly  increase  the  cost  of  medical  care  to  every 
one  who  pays  for  his  own  medical  and  hospital 
service. 

The  removal  of  support  from  local  hospitals 
by  sending  our  veterans  to  distant  government 
hospitals  robs  these  communities  of  legitimate 
business  and  puts  the  government  in  direct  com- 
petition with  private  business.  It  does  not  seem 
likely  that  government  hospitals  are  rendering 
better  service,  and  it  is  possible  that  the  best 
class  of  private  hospitals  are  able  to  contract 
for  the  care  of  the  patient  at  as  low  a rate  as 
these  patients  are  now  costing  the  government. 
Furthermore,  regardless  of  the  merits  of  gov- 
ernment hospitalization  for  nonservice  disabilities, 
there  is  a growing  dissatisfaction  on  the  part  of 
the  veteran  for  hospitalization  away  from  home 
with  the  delays  and  red  tape  incident  to  it. 

The  American  Medical  Association  has  made  a 
study  and  has  attempted  to  find  an  acceptable 
solution  for  these  conditions.  At  the  1931  meet- 
ing Shoulder  proposed  a plan  in  which,  instead 
of  the  further  construction  of  government  vet- 
erans hospitals,  the  government  should  go  into 
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the  insurance  business,  issuing  free  disability  and 
sick  benefit  insurance  to  all  ex-soldiers,  whereby 
they  would  be  permitted  to  go  to  their  own  hos- 
j)itals  and  choose  their  own  physicians.  It  was 
contended  that  in  doing  this  the  government  could 
save  an  enormous  capital  outlay  in  hospital  con- 
struction, the  veterans  would  be  greatly  benefited 
and  a large  amount  of  money  could  be  saved 
in  administration. 

The  American  IMedical  Association,  while  op- 
posed in  principle  to  the  governmental  care  of 
nonservice  disabilities,  approved  the  Shoulder’s 
plan  on  the  assumption  that  this  policy  had  been 
adopted  and  could  not  be  successfully  opposed. 
The  American  Legion  and  the  Veterans  Bureau, 
however,  both  opposed  this  plan  and  it  is  ap- 
parently dead.  The  objections  cited  were  that 
it  would  cost  the  government  more,  that  proper 
records  and  supervision  would  be  costly  and  more 
difficult,  and  that  it  would  result  in  padded  bills 
and  inefficiency.  These  same  objections  have 
been  persistently  made  and  would  probably  apply 
equally  to  any  other  plan  of  home  hospitalization. 

In  February  of  this  year  a conference  was 
held  between  committees  representing  the  Ameri- 
can Legion,  the  American  Hospital  Association 
and  the  American  Medical  Association.  At  this 
meeting  it  was  agreed  that  an  attempt  be  made 
to  draw  up  an  amendment  to  the  existing  Vet- 
erans Act  to  permit  veterans  to  be  taken  care  of 
“in  home  hospitals  at  government  expense,”  and 
it  was  also  recommended  “that  contact  committees 
be  arranged  in  every  state,  consisting  of  repre- 
sentatives of  the  state  hospital  association,  the 
state  legion  and  representatives  of  the  Veterans 
Bureau  looking  toward  better  cooperation  among 
these  groups.”  So  far  as  I know,  the  details  of 
a home  hospital  plan  have  not  been  worked  out. 
Further  conferences  are  to  be  arranged  between 
these  groups. 

This  is  the  present  status  of  this  problem.  It  is 
the  purpose  of  this  meeting  to  determine  the  po- 
sition of  the  Washington  State  IMedical  Associa- 
tion, in  order  that  we  may  present  our  views  to 
the  American  Medical  Association  and  assist  in  a 
constructive  program  which  will  be  of  real  bene- 
fit to  the  veteran  and  the  people  at  large. 

The  questionnaire,  to  which  there  were  148 
responses,  is  as  follows : 

1.  Are  you  in  sympathy  with  the  present  gov- 
ernment problem  relative  to  the  extension  of  hos- 
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pitalization  and  medical  and  surgical  care  f or  non- 
service disabilities? 

2.  Assuming  the  acceptance  of  this  polic} , do 
you  favor  an  amendment  to  the  existing  Veterans 
Act,  permitting  veterans  to  be  cared  for  in  home 
hospitals  by  their  own  doctors  at  government  ex- 
pense? 

3.  Have  you  any  ideas  regarding  the  details 
in  working  out  the  plan  of  home  hospitalization? 

4.  Do  you  advocate  as  one  of  the  major 
activities  of  the  Washington  State  Medical  Asso- 
ciation an  organized  attempt  to  cooperate  with 
the  x\merican  Legion  in  working  out  a satis- 
factory plan  of  home  hospitalization  for  non- 
service disabilities? 

In  answer  to  question  one,  there  was  practically 
a unanimous  vote  of  opposition  to  the  present 
government  program  of  taking  care  of  non- 
service disabilities.  Of  the  hundred  and  forty- 
eight  answers  received,  there  was  only  one  voice 
raised  in  definite  defense  of  this  policy.  Four 
others  were  noncommittal  or  not  opposed.  I am 
going  to  read  you  some  sample  answers : 

“I  am  not  in  favor  of  the  present  system.  I 
have  yet  to  hear  the  very  faintest  argument  that 
could  in  any  way  justify  the  present  arrange- 
ment. It  creates  a privileged  class  for  which 
there  can  be  no  justification.  The  veterans  have 
already  been  given  many  times  the  amount  that 
was  promised  them.  The  present  system  is  no 
more  logical  than  would  be  the  payment  of  legal 
fees  or  furnishing  garage  service.” 

“I  am  not  in  favor  of  the  present  arrange- 
ment. As  a veteran  myself,  I am  strongly  favor- 
able to  any  and  all  measures  directed  toward  the 
care  of  the  veterans  with  direct  service  connected 
disability,  but  the  care  of  all  veterans  and  their 
dependents  in  government  hospitals  is  to  my  mind 
bureaucracy  in  its  worst  form  and  establishes  a 
precedent  which  is  extremely  dangerous.” 

“No.  It  is  economically,  socially  and  politically 
unsound.  I am  not  in  favor  of  the  socialization 
of  medical  service,  but  even  if  we  were  to  accept 
such  socialization,  there  is  no  justification  for 
applying  the  plan  to  a limited  body  of  our  citi- 
zens. That  body  is  already  receiving  far  in 
excess  of  its  rightful  share  of  public  money. 
There  is  no  reason  why  approximately  two  and 
one-half  per  cent  of  our  population  should  be 
receiving  nearly  one-third  of  the  federal  budget, 
and  constantly  demanding  more.” 
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Here  is  an  answer  representing  the  minority : 
“I  am  in  sympathy  with  a government  pro- 
gram relative  to  extension  of  hospitalization  and 
medical  and  surgical  care  for  nonservice  disabili- 
ties, for  the  reason  that  the  public  owes  our 
soldiers  a debt  which  can  never  be  paid.  Any 
man  who  has  to  be  drafted  into  war  service  or 
enters  war  service  voluntarily  for  the  defense  of 
his  country  has  rendered  a service  of  the  highest 
order.” 

In  answer  to  the  second  question  there  was 
much  divergence  of  opinion.  Thirty-five  or  25 
per  cent  went  on  record  in  opposition  on  the 
grounds  that,  since  they  were  opposed  “in  prin- 
ciple to  government  care  of  nonservice  disabili- 
ties,” they  were  opposed  to  fostering  this  form 
of  service  by  encouraging  home  hospitalization. 
There  were  one  hundred  or  75  per  cent  of  those 
who  answered  in  favor  of  attempting  to  work 
out  some  plan  of  home  hospitalization.  Some 
of  the  answers  are  as  follows: 

“I  cannot  imagine  any  satisfactory  home  hos- 
pitalization. This  to  me  is  impossible.  The 
abuses,  which  are  as  certain  as  night  after  day,  I 
believe,  would  become  a national  scandal  in  less 
than  ten  years.” 

“No.  This  procedure  might  satisfy  many  of 
the  doctors  and  hospitals  but  still  would  not  cor- 
rect the  evil  practice  of  increasing  taxes  and  mak- 
ing more  dependents.” 

“I  am  opposed  to  any  amendment  to  the  present 
Veterans  Act  which  is  merely  an  extension  of 
already  existing  injustice  to  the  medical  profes- 
sion.” 

“No.  I believe  that  this  would  develop  more 
abuse  than  the  present  system.” 

“vShould  this  policy  be  accepted,  and  the  vet- 
erans remain  in  their  home  hospitals  and  be 
treated  by  their  home  doctors  at  government  ex- 
pense, it  would  still  be  vicious  class  legislation 
at  the  taxpayers  expense.” 

Contrawise  answers  were : 

“Yes,  I do.  We  have  plenty  of  local  hospitals 
deserving  of  this  patronage,  and  I am  sure  it 
would  be  less  expense  to  the  government  and 
better  service  to  the  veterans.” 

“Yes.  There  should  be  no  further  building  of 
government  hospitals  in  view  of  the  fact  that 
there  are  thousands  of  empty  beds  in  the  civilian 
hospitals  of  the  United  States  amply  able  and 
fully  equipped  to  care  for  this  business.” 


The  third  question  asked  for  details  of  a work- 
ing plan  of  home  hospitalization.  Sixty  per  cent 
confessed  that  they  had  no  ideas.  Others  were 
so  opposed  to  the  principle  of  government  care 
of  nonservdce  disabilities  that  they  declined  to 
consider  a working  plan.  Ideas  which  were  ex- 
pressed were  so  divergent  that  I cannot  take  your 
time  to  review  them.  I would  suggest,  how- 
ever, that  in  continuing  this  study,  some  of  the 
suggestions  in  these  answers  may  be  worthy  of 
consideration. 

Relative  to  the  fourth  question,  the  opinion  was 
expressed  in  one  hundred  and  two  answers,  or 
75  per  cent  of  the  total,  who  answered  the  ques- 
tion that  the  Washington  State  Medical  Asso- 
ciation should  make  an  organized  effort  to  co- 
operate with  the  American  Legion  in  working  out 
a satisfactory  plan  of  home  hospitalization  for 
nonservice  disabilities.  Thirty-five  or  25  per 
cent  were  opposed  for  various  reasons.  Some  of 
the  answers  are  as  follows : 

“I  advocate  the  establishment  of  a permanent 
committee  of  the  Washington  State  Medical  As- 
sociation on  these  medical  civilian  aspects  of  the 
care  of  the  U.  S.  veterans  and  that  this  com- 
mitee  contact  the  American  Legion,  Veterans  of 
Foreign  Wars  and  the  U.  S.  Veterans  Admin- 
istration.” 

“As  any  plan  worked  out  would  have  to  be 
national  in  scope  and  as  it  is  my  understanding 
that  the  American  Medical  Association  is  work- 
ing on  such  a plan,  it  would  seem  that  the  best 
results  would  be  secured  by  the  Washington  State 
Medical  Associaion  cooperating  with  the  Amer- 
ican Medical  Association.  I do  not  believe  that 
the  state  association  should  attempt  to  deal  with 
the  state  organization  of  the  Legion,  and  that 
any  scheme  worked  out  should  be  national  in  its 
scope.” 

“Yes,  as  outlined  by  the  Legislative  Committee 
of  the  American  Medical  Association.” 

“I  believe  the  Washington  State  Medical  Asso- 
ciation should  approve  the  action  taken  by  the 
more  conservative  chapters  of  the  American 
Legion  and  other  service  organizations  and  the 
national  commitee  of  which  Commander  Byrd 
is  chairman,  and  cooperate  with  them  not  only 
to  prevent  further  raids  on  the  national  treasury 
by  this  3 per  cent  of  our  population  but  to  at- 
tempt to  get  a reduction  of  the  tremendous  annual 
outlay  under  already  existing  laws.  We  had  four 
million  men  under  arms.  We  are  at  present 
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handing  out  over  one  billion  dollars  a year  to 
them  with  prospects  of  very  heavy  increases  in 
the  future.  England,  Germany,  France  and  Italy 
had  thirty-four  million  men  in  service.  The  lat- 
ter saw  very  much  more  prolonged  and  much 
more  active  service  than  the  Americans  and  yet 
those  nations  are  expending  some  $890,000,000 
a year  for  their  relief.  Still  our  veterans  have 
the  audacity  to  state  in  their  propaganda  that 
America  is  not  caring  for  her  ex-service  men  as 
well  as  the  European  governments  are  doing.” 

“Why  not  take  it  up  directly  with  the  recently 
formed  committee  on  veterans  affairs  at  Wash- 
ington, D.  C.,  which  is  just  now  trying  to  curb 
the  source  of  the  rash  expenditures  in  Veterans 
Bureaus.” 

“No.  I think  we  should  oppose  any  extension 
of  free  care  for  nonservice  disabilities.  It  is 
wrong  in  principle  and  we  should  not  encourage 
it.” 

“I  would  like  to  see  the  medical  association 
join  in  with  the  group  recently  organized  by 
Archie  Roosevelt  and  Admiral  Byrd,  whose  ob- 
ject is  to  repeal  the  existing  law  relating  to  non- 
service disability,  and  to  correct  other  abuses  in 
the  administration  of  the  veterans  payments.” 

Time  does  not  permit  further  review  of  these 
answers.  However,  if  the  answers  to  this  ques- 
tionnaire are  a fair  index  of  the  opinion  of  this 
body,  I would  draw  the  following  conclusions: 
Ninety-seven  per  cent  of  the  members  of  the 
Washington  State  Medical  Association  are  defin- 
itely and  rather  militantly  opposed  to  the  present 
policy  of  our  government  in  the  care  of  non- 
service disabilities  cn  the  grounds  that,  fl)  it  is 
class  legislation,  (2)  it  demoralizes  and  pauper- 
izes the  veteran  and  (3)  it  is  burdensome  to  the 
taxpayer.  Two  per  cent  have  not  ven,"  definite 
opinions  on  this  question  and  one  per  cent  favor 
it  on  the  ground  that  “nothing  is  too  good  for  the 
ex-soldier.” 

On  the  assumption  that  this  policy  has  been 
established  and  cannot  be  changed,  75  per  cent 
are  in  favor  of  an  attempt  to  amend  the  Vet- 
erans Act  to  stop  the  building  of  more  govern- 
ment hospitals  and  to  inaugurate  a system  of 
home  hospitalization  for  nonservice  disabilities 
with  a free  choice  of  doctors  paid  by  the  govern- 
ment. Twenty-five  per  cent  are  opposed  to  the 
acceptance  of  any  plan  of  home  care  and  hospital- 
ization for  nonservice  disabilities.  They  fear  it 
would  lead  to  greater  abuses  than  now  exist  or 


would  be  a recognition  and  acceptance  on  our 
part  of  vicious  class  legislaton  at  the  taxpayers’ 
expense,  and  should  not  be  encouraged. 

A majority  of  the  profession  have  no  definite 
ideas  of  a working  plan  of  home  hospitalization. 
Seventy-five  per  cent  are  in  favor  of  an  attempt 
to  develop  a plan  of  home  hospitalization  in  co- 
operation with  the  American  Legion.  Twenty- 
five  per  cent  do  not  consider  that  home  hos- 
pitalization is  an  issue,  and  are  opposed  to  con- 
sidering it  with  any  organzation.  Some  do  not 
believe  there  is  any  hope  of  cooperating  with 
the  American  Legion  since  this  organization  has 
changed  from  a patriotic  to  a political  organiza- 
tion. A large  number  are  in  favor  rather  of 
working  in  cooperation  with  the  economic  com- 
mittee headed  by  Admiral  Byrd  or  other  agencies 
for  the  repeal  or  checking  of  further  legislation 
of  this  character. 

As  an  organization  we  are  intensely  concerned 
with  anything  which  affects  the  economic  wel- 
fare of  the  country  in  which  we  practice.  It  is 
common  knowledge  that  a larger  percentage  of 
the  medical  profession  were  in  service  during  the 
World  War  than  of  any  other  profession.  As 
a matter  of  fact,  of  those  who  signed  this  ques- 
tionnaire 80  per  cent  are  veterans  and  during  the 
World  War  were  scattered  all  the  way  from  home 
training  camps  to  the  front  line  trenches  in 
France.  We  are  naturally  intensely  interested  in 
the  veteran  and  his  welfare,  and  believe  that 
we  have  a right  to  an  opinion  on  this  subject 
free  from  any  suspicion  of  prejudice  or  selfish- 
ness. 

Now  what  is  the  issue?  Shall  we  oppose  the 
whole  plan  of  governmental  care  of  the  non- 
service disabled  veteran  for  the  reasons  here 
given  in  attempting  to  change  the  present  plan? 
Shall  we  accept  the  governmental  care  of  non- 
service disabilities  as  a closed  issue  and  use  our 
influence  to  remove  its  present  objectionable 
features  ? 

With  an  attempt  to  express  as  accurately  as 
possible  the  common  ideas  of  this  committee  of 
148  who  have  offered  their  opinions,  and  realiz- 
ing that  further  study  is  necessary,  the  resolu- 
tions bearing  on  this  subject  have  already  been 
presented  for  consideration  and  have  been  adopted 
by  the  House  of  Delegates  of  this  body. 
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INTERRELATIONSHIP  OE  THE  MEDI- 
CAL PROFESSION  AND  THE  AMERI- 
CAN MEDICAL  ASSOCIATION* 
Joseph  A.  Pettit,  jM.D. 

Trustee  o'f  American  Jledical  Association 
PORTLAND,  ORE. 

My  first  object  in  appearing  before  you  today 
is  to  call  your  attention  to  the  important  and 
beneficial  activities  of  the  American  Medical  As- 
sociation, (1)  to  the  state  medical  societies,  (2) 
to  the  local  medical  societies,  (3)  to  the  individ- 
ual physicians  who  are  in  the  active  practice  in 
our  country.  The  second  object  is  to  criticize  the 
criticisms  occasionally  voiced  by  individual  phy- 
sicians who  are  either  inadequately  informed  or 
are  actuated  by  some  personal  predjudice. 

As  far  as  my  knowledge  goes,  national  organi- 
zations are  supported  by  local  assessments  or  con- 
tributions, or  by  funds  in  some  way  derived 
directly  or  indirectly  from  local  and  state  organ- 
izations. No  national  organizations,  to  my  know- 
ledge, are  other  than  superficial,  nor  are  any  of 
them  self-supporting;  nor  have  they  any  sub- 
stantial funds  or  invested  capital.  In  this  parti- 
cular the  doctors’  national  organization  stands 
out  by  itself,  distinctive  and  unique,  in  the  hori- 
zon of  all  the  national  organizations  of  the  Uni- 
ted States  and  other  countries. 

The  American  Medical  Association  is  controlled 
by  a House  of  Delegates,  composed  of  delegates 
elected  by  the  various  state  associations,  each  state 
having  delegates  in  proportion  to  the  state  asso- 
ciation membership.  The  total  number  of  dele- 
gates from  all  of  the  states  is  146,  The  Washing- 
ton State  Medical  Association  has  two  delegates 
and,  therefore,  virtually  owns  a 2/146  interest 
in  all  the  assets  of  the  American  IMedical  Asso- 
ciation, its  real  estate,  its  valuable  printing  plant 
and  invested  funds.  The  New  York  State  Medi- 
cal Association  owns  a 17/146  interest,  owning 
more  only  because  there  are  more  members  in  its 
state  society  than  you  have.  On  your  part  what 
does  this  ownership  represent?  Nothing.  How 
many  dollars  has  your  State  Association  invested 
in  the  American  Medical  Association?  None. 

Each  and  every  physician  in  the  United  States 
participates  in  the  ownership,  and  in  the  activities 
of  the  American  Medical  Association  and  is  re- 
quired to  pay  what?  Nothing.  If  he  desires  he 
may,  on  his  own  volition,  subscribe  to  The  Jour- 

•Read  before  the  Forty-thiixJ  -Vnnual  Meeting'  of 
Wa.shington  State  Medical  Association,  Tacoma,  Wash, 
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nal  of  the  American  Medical  Association  and  re- 
ceive the  most  comprehensive  medical  publication 
in  the  world  on  the  basis  of  a subscription  price 
of  $1.56  for  a monthly  publication,  forty-four 
cents  per  annum,  less  than  the  price  of  a $2.00 
per  t ear  monthly  medical  magazine.  He  may 
belong  to  his  county  and  state  organizations  if  he 
so  desires  without  subscribing  to  The  Journal, 
even  reading  the  copy  of  his  office  associate  if 
he  wishes.  He  still  derives  all  the  benefits  of  the 
activities  of  this  national  organization.  The  Am- 
erican Medical  Association  ^las  never  voiced  a 
complaint  nor  criticized  .any  who  do  this.  They 
are  very  few  in  numbers  because  they  realize  the 
value  of  The  Journal.  It  is  my  belief  that  any 
physician,  who  reads  carefully  each  week  the  copy 
of  The  Journal  of  the  American  Medical  Associa- 
tion which  comes  to  him,  has  a continuous  post- 
graduate course  in  the  science  of  medicine  and 
surgery  and  is  progressive  in  the  practice  of  his 
profession. 

The  Bureaus,  or  departments,  of  the  American 
Medical  Association  are  far-reaching  in  scope. 
They  are  manned  by  the  best  available  talent  and 
ability  that  can  be  secured,  regardless  of  prrce. 
The  work  and  influence  of  these  Bureaus  cannot 
be  measured,  cannot  be  fully  estimated  nor  ade- 
quately evaluated.  The  superficial  consideration 
of  the  value  of  these  activities,  which  a busy  phy- 
sician and  surgeon  must  need  give,  provides 
neither  understanding  nor  compiehension.  A per- 
sonal investigation  at  the  headquarters  in  Chi- 
cago will  give  you  some  idea  of  the  fruitful  activi- 
ties if  you  spend  a whole  day  there.  Another 
visit  will  enlarge  your  comprehension  and  appre- 
ciation. A week’s  obser\-ation  will  make  you 
marvel  and  will  make  you  loyal  to  the  core. 

The  cost  of  these  Bureaus  and  general  man- 
agement for  the  past  year  was  $330,401.  If  this 
cost  were  paid  by  the  various  state  associations, 
the  proportionate  contribution  from  the  Wash- 
ington State  Medical  Association  for  this  support 
would  be  approximately  $4,500  per  annum.  From 
the  New  York  State  ?^Iedical  Association  the 
amount  would  be  approximately  $15,800  per  an- 
num. The  cost  to  other  state  medical  associations 
would  be  in  proportion  to  their  total  membership. 

As  conditions  are,  there  is  no  cost  to  the  Wash- 
ington State  IVIedical  Association,  no  assessments 
made,  no  contributions  asked  for.  These  costs 
are  borne  by  the  American  Medical  Association 
from  funds  which  it  makes  itself  by  good  busi- 
ness management  of  its  publications. 
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The  individual  physician  must  pay  assessments 
or  contributions,  called  dues,  to  his  local  and  state 
organizations.  By  so  doing,  he  becomes  a mem- 
ber of  the  great  American  Medical  Association 
without  any  further  payments.  If  he  desires  the 
best  medical  magazine  in  the  country  at  the  lowest 
price,  he  may  subscribe  for  its  journal.  This  is 
not  compulsory.  He  may  be  satisfied  with  his 
present  degree  of  knowledge  and  professional 
proficiency,  and  feel,  as  Galen  said  many  years 
ago,  “we  now  know  so  much  there  is  nothing  fur- 
ther for  posterity  to  learn.”  This  self-satisfied 
state  of  mind  is  not  interfered  with  by  the 
American  Medical  Association,  and  he  still  may 
derive  the  benefits  of  its  activities. 

From  such  or  similar  sources  we  usually  note 
criticism  arising  regarding  the  misunderstood  or 
unknown  activities  of  the  American  Medical  As- 
sociation. Also  fault  is  found  because  the  As- 
sociation does  not  step  into  a local  situation  with- 
out invitation,  and  solve  local  problems  which 
may  even  be  of  the  narrow  creation  of  the  local 
profession.  Were  the  American  Medical  Asso- 
ciation to  attemp  this,  censure  would  undoubt- 
edly arise  on  the  basis  of  “butting  in.”  An  un- 
invited field  representative  usually  encounters 
this  psychology. 

Successful  business  enterprises  utilize  experts. 
Plans  for  contemplated  action  are  first  submitted 
to  experienced  agencies.  New  policies  are  re- 
ferred for  inspection  to  existing  experienced  and 
trained  agencies.  The  price  asked  is  willingly 
paid. 

Few  state  associations,  fewer  county  societies 
and  still  fewer  individual  physicians  take  advan- 
tage of  the  wonderful  opportunities  afforded 
them  by  the  Chicago  headquarters,  and  this  val- 
uable service  and  assistance  is  free  for  the  ask- 
ing. New  enterprises  are  launched,  new  steps 
taken,  guided  only  by  their  own  limited  and  cir- 
cumscribed knowledge  and  immediate  impulses. 
One  naturally  asks,  could  not  local  conditions  and 
situations  be  better,  if  the  wise  methods  of  busi- 
ness organizations  of  the  country  were  injected 
into  the  actions  and  activities  of  the  medical  pro- 
fession. 

There  exists  at  Chicago  various  Bureaus  pos- 
sessing a wealth  of  details,  representing  data  and 
knowledge  gleaned  from  a broad  perspective  of 
the  whole  country  and  covering  years  of  observa- 
tion, which  can  advise,  guide  and  clarify  almost 
any  kind  of  a problem  that  may  arise  in  any  re- 
mote part  of  our  country.  Let  me  call  your  at- 


tention to  the  fact  that  this  service  is  free  for 
the  asking.  It  is  often  worthwhile  to  know  that 
your  proposed  plan  has  not  met  with  adverse 
experience  elsewhere  and  at  some  other  time. 
Constructive  and  helpful  suggestions  will  be  free- 
ly given  and  if  the  plan  is  all  right,  there  is  at 
least  a great  satisfaction  to  know  that  the  pros- 
pects for  its  successful  fruition  are  good.  If  the 
report  is  not  favorable  to  your  plan  and  proposed 
action,  do  not  jump  at  conclusions  and  say  the 
American  Medical  Association  Bureaus  are 
wrong.  You  are  probably  wrong,  and  will  draw 
this  conclusion  later  with  regret  and  penitence. 


REPORT  OF  DELEGATE  TO  AMERICAN 
MEDICAL  ASSOCIATION* 

W.  B.  Penney,  M.D. 

TACOMA,  WASH. 

I beg  to  present  the  following  report  of  the 
proceedings  of  the  House  of  Delegates  of  the 
American  Medical  Association  held  in  New  Or- 
leans May  9 to  13,  1932.  In  the  short  time 
allowed  it  is  only  possible  to  give  a brief  sum- 
mary of  what  occurred  during  the  five  days  de- 
liberation of  the  House  of  Delegates. 

Every  session  is  a busy  one  and  every  minute 
is  occupied.  Every  matter  considered  and  every 
action  taken  has  to  do  with  the  welfare  and  pros- 
perity of  the  99,470  members  of  the  American 
Medical  Association.  Your  problems  are  the 
same  as  those  confronting  other  states  and  cities, 
and  I assure  you  that  the  men  who  are  officers 
of  the  national  organization  are  giving  freely 
of  their  time,  talents  and  energy  in  considering 
and  studying  the  many  questions  that  are  crowd- 
ing into  the  changing  aspects  of  modern  medicine. 
Our  problems,  then,  are  not  peculiar  to  Tacoma 
and  Washington. 

I will  not  give  you  a report  of  what  was  ac- 
complished, but  hope  to  draw  to  your  attention 
the  large  number  of  questions  considered  that 
I may  show  the  necessity  for  our  national  or- 
ganization and  prove  the  value  of  this  national 
body  to  you  individually.  I would  earnestly  ask 
that  each  of  you  after  this  meeting  read  the 
proceedings  in  detail  of  the  meeting  as  published 
in  the  May  21,  and  May  28,  numbers  of  The 
Journal.  Especially  would  I ask  you  to  read  the 
address  of  President  Starr,*  President-Elect  Cary, 
the  Secretary  and  the  Trustees. 

•Read  before  the  Forty-third  Annual  Meeting-  of 
Washington  State  Medical  Association.  Tacoma,  Wash.. 
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1.  Problem  of  Irregular  Medical  Practice.  A 
"reat  deal  of  time  and  discussion  was  given  to 
this  ])rol)lem,  and  I believe  the  thought  of  the 
House  of  Delegates  can  best  be  summarized  by 
the  following  paragraph  from  Dr.  Judd’s  ad- 
dress: “Protecting  society  from  the  irregular 
practices  of  medicine  is  one  of  the  most  im- 
portant functions  of  the  Association.  No  one 
realizes  the  tremendous  commercial  business 
carried  on  by  these  irregular  concerns  until  such 
an  example  is  offered  as  the  one  exposed  this 
last  year.  It  is  the  duty  of  organized  medicine 
to  expose  these  practices,  so  that  the  regularly 
constituted  government  authorities  can  prosecute 
the  violators.  The  editorial  departments  of  The 
Journal  and  of  Hygeia  are  well  used  for  this  pur- 
pose when  it  is  necessary.  The  satisfactory  ex- 
posure of  activities  of  this  kind,  it  seems  to  me, 
is  one  of  the  real  accomplishments  of  this  asso- 
ciation. Prosecution  must  be  by  the  government. 
Irregular  practices  cannot  be  eliminated,  but  they 
can  be  reduced  to  a minimum.” 

2.  Committee  Report  on  Medicinal  Alcohol. 
Many  conferences  were  held  with  the  Wicker- 
sham  committee,  congressional  committees  and 
various  state  association  committees.  Many  bills 
were  introduced  in  congress  and  members  of 
this  committee  appeared  at  hearings  of  all  of 
them.  There  is  as  yet  no  crystalized  opinion 
of  the  medical  profession  on  this  subject. 

3.  Standard  Classified  Nomenclature.  A com- 
mittee has  been  working  on  this  for  several  years, 
and  a preliminary  draft  was  presented  which  was 
endorsed  by  the  House  of  Delegates  and  the  com- 
mittee authorized  to  submit  it  to  the  International 
Bureau  of  Vital  Statistics  for  approval.  It  is 
quite  probable  that  next  year  we  will  have  this 
Classified  Nomenclature  to  use  in  our  everv- 
day  work. 

4.  Assistance  to  Small  Hospitals  in  Raising 
Th  cir  Standards.  A committee  is  working  with 
the  smaller  hospitals  in  helping  them  to  arrange 
their  institutions  and  equipment  to  meet  standard 
requirements.  A large  amount  of  detail  work 
is  necessary,  but  a great  deal  of  progress  is 
being  made. 

5.  A resolution  was  passed  protesting  the  high 
taxation  of  physicians  under  the  present  income 
law,  and  a committee  is  preparing  changes  to  be 
introduced  at  the  next  session  of  congress. 

6.  A resolution  was  presented  providing  that 


all  hospitals  eligible  for  intern  training  be  staffed 
exclusively  by  members  of  the  Medical  Asso- 
ciation. The  Plouse  of  Delegates  approved  the 
principle  but  considered  it  too  radical  for  imme- 
diate demand. 

7.  A resolution  was  presented  to  reduce  the 
subscription  price  of  the  Journal  of  the  Ameri- 
can Medical  Association.  This  failed  to  pass. 

8.  A resolution  was  presented  to  appoint  a 
committee  for  study  and  report  on  the  problem 
of  birth  control.  After  much  discussion  the  reso- 
lution was  laid  on  the  table,  i 

9.  Considerable  time  was  spent  in  the  dis- 
cussion as  to  how  best  closer  cooperation  be- 
tween the  county  societies  and  the  American 
Medical  Association  could  be  furthered. 

10.  Provision  was  made  for  the  publication 
of  a digest  of  the  major  medical  legal  decisions 
of  the  various  states  for  the  use  of  members  of 
the  association. 

11.  A resolution  was  passed  opposing  the 
proposed  reduction  of  medical  officers  in  the 
United  States  army,  largely  because  it  was  felt 
tmwise  to  return  a large  number  of  physicians 
to  general  practice  during  the  present  depression. 

12.  The  report  of  the  reference  committee  on 
reports  of  board  of  trustees  and  secretary  con- 
tained some  sharp  criticism  which  embodied  most 
of  the  criticism  usually  heard  in  regard  to  officers 
and  publications  of  the  American  Medical  Asso- 
ciation. These  were  answered  in  detail  and  to 
the  satisfaction  of  the  House  of  Delegates  by 
the  secretary  and  board  of  trustees,  and  I be- 
lieve these  reports  should  be  read  by  every  mem- 
ber of  the  society  and  can  be  found  in  the  pub- 
lished minutes  in  The  Journal  of  May  28,  1932. 

13.  A report  of  the  study  of  ultraviolet 
machines,  and  recommendations  for  regulations 
governing  the  acceptable  advertising  of  them  was 
read.  Such  regulations  were  authorized. 

14.  It  was  charged  that  discrimination  is  be- 
ing practiced  against  American  graduates  abroad. 
This  has  been  referred  to  a committee  for  study 
and  recommendations. 

15.  Considerable  attention  was  given  to  a re- 
port of  a suit  against  the  American  Medical  As- 
sociation by  Norman  G.  Baker  of  Muscatine, 
Iowa,  for  libel.  This  was  a long  drawn  out  and 
costly  suit  and  was  won  on  all  points  by  the 
association. 
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16.  Care  of  the  Indigevt  Sick.  An  exhaust- 
ive study  of  forty  states  was  presented  having 
to  do  with  the  care  of  the  indigent  sick  by  county 
societies.  This  study  revealed  that  fifteen  coun- 
ties in  Iowa,  three  in  Illinois  and  one  each  in  five 
other  states  are  administering  medical  services  to 
the  indigent  sick  as  county  units  and  receiving 
pay  from  the  count}’  funds  for  the  same.  This 
plan  is  worthy  of  study  and  consideration. 

17.  Resolutions  were  presented  regarding  re- 
quired certificates  of  specialists.  Further  study 
was  provided  for.  It  seemed  certain  that  in  the 
near  future  definite  action  will  be  taken  to  pro- 
tect the  public  from  poorly  trained  so-called 
specialists  among  the  members  of  the  association. 

18.  Study  on  collection  agencies  is  being  made 
of  3,100  such  agencies.  This  should  bring  out 
much  valuable  and  interesting  information. 

19.  'I'wenty-seven  grants  of  money  were  made 
in  1931  for  separate  scientific  studies,  covering 
practically  every  branch  of  investigation. 

20.  The  Bureau  of  Medical  Economics  has 
given  a great  deal  of  time,  and  has  spent  a great 
deal  of  money  in  the  study  of  contract  practice. 
Field  work  by  representatives  of  the  association 
has  been  done  in  sixteen  states.  Full  reports 
have  been  published  in  The  Journal.  Besides  this, 
schedules  and  contracts  have  been  analyzed  in 
twenty-four  states  which  are  using  contract  prac- 
tice or  flat  rate  medical  service. 

During  1932  the  Bureau  is  carrying  out  the 
following  studies : 

a.  The  study  on  health  and  accident  claim- 
proof  practice  will  be  completed.  The  results  of 
this  study  will  carry  recommendations  for  a stan- 
dard claim-proof  practice,  including  fees  to  be 
paid  by  insurance  companies  for  information  fur- 
nished by  physicians.  The  details  of  the  form 
which  these  recommendations  will  take  cannot  be 
anticipated  now,  but  a report  will  be  ready  for 
the  House  of  Delegates  in  1933. 

h.  The  study  on  contract  practice  will  be  con- 
tinued and  extended. 

c.  A report  on  collection  methods  and  agencies 
will  be  prepared  from  the  data  now  being  studied. 

d.  A study  will  be  initiated  to  determine  to 
what  extent,  if  any,  state,  county  and  municipal 
health  department  activities  are  encroaching  on 
private  medical  practice. 

e.  A study,  similar  to  paragraph  d,  will  be  un- 
dertaken to  determine  to  what  extent,  if  any. 


the  student  health  and  medical  services  of  public 
schools,  colleges  and  universities  are  encroaching 
on  private  medical  practice. 

It  is  impossible,  at  present,  to  anticipate  other 
studies  or  field  work  that  may  require  attention 
as  emergency  measures. 

21.  Health  and  Accident  Claim  Proofs.  At 
the  Philadelphia  session,  the  Michigan  plan  of 
charging  $2.00  for  each  preliminary  and  final 
claim-proof  was  presented  to  the  House  of  Dele- 
gates and  approved.  A committee  was  appointed 
to  make  a study  of  this  question  and  to  gather 
information  from  insurance  companies  as  to  the 
feasibility  of  such  a demand.  The  committee 
reports  that  a great  many  insurance  companies 
are  favorable  to  such  a charge,  but  that  it  has 
been  impossible  to  finish  their  investigations  this 
year,  and  it  was  given  another  year  to  make  a 
final  report. 


POSTOPERATIVE  GRAVES’  DISEASE. 
Israel  Bram,  M.D. 

PHIL.'\DELPHIA,  PA. 

Busy  clinics  are  confronted  with  many  operated 
patients  seeking  relief  for  symptoms.  Also  such 
patients  appear  in  the  office  of  the  roentgenologist, 
the  internist,  the  endocrinologist  and  the  general 
practitioner  seeking  ultimate  recovery.  Many  had 
had  multiple  thyroidectomies.  Hertzleri  frankly 
discusses  this  point:  “The  longer  one  observ’es  his 
patient,  the  less  the  percentage  of  cures.  One  by 
one,  in  the  lapse  of  years,  step  from  the  cured 
group.  I have  seen  many  patients  operated  on  by 
other  surgeons  who  come  after  several  years  of 
improvement  with  a relapse.  They  state  that  their 
surgeon  does  not  know  of  their  renewed  trouble. 
Therefore,  that  surgeon  has  her  on  his  records  as 
cured.  No  doubt  some  of  my  ''cures’  are  telling 
of  their  renewed  trouble  to  some  sympathetic 
surgeon.”  Such  expressions,  commonly  seen  in  the 
literature,  reflect  the  sincerity  of  the  surgical  gen- 
tlemen  and  imply  an  eagerness  to  assist  in  the 
solution  of  this  problem. 

PROB.ABLE  CAUSE  OF  POSTOPERATIVE  GR.WES’ 
DISEASE. 

The  probable  cause  of  the  postoperative  existence 
of  Graves’  disease  is  the  likelihood  that  the  synd' 
rome  does  not  originate  in  the  thyroid  gland.  From 
ample  clinical  evidence  it  appears  that  Graves’ 

1.  Hertzler.  A.  E.  The  Thyroid  Gland,  p.  126,  C.  V.  >Ios- 
hy  Co. 
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disease  is  a constitutional  affection,  in  which  the 
thyroid  when  involved  is  a mere  participant  within 
the  syndrome.  The  swelling  of  the  thyroid  gland 
in  Graves’  disease  may  be  compared  to  the  swelling 
of  the  spleen  in  typhoid  fever;  in  each  case  a single 
organ  becomes  hyperplastic  as  a possible  compensa' 
tory  reaction  in  the  course  of  an  apparent  constitU' 
tional  malady.  Hence  it  is  that  ablation  of  the 
thyroid  in  Graves’  disease  is  attacking  not  an 
enemy  but  possibly  an  ally,  and  while  in  many 
instances  the  patient  may  appear  improved,  the 
procedure  succeeds  chiefly  in  superimposing  a vary' 
ing  degree  of  thyroid  hyposecretion  upon  a compU' 
cated  syndrome,  modifying  but  not  eradicating  the 
latter.  Taking  thyroidectomy  for  granted  as  the 
therapeutic  measure  in  a condition,  the  etiology  of 
which  is  still  unknown,  is,  therefore,  open  to  ques' 
tion. 

TYPES  OF  POSTOPERATIVE  GRAVES’  DISEASE. 

To  this  writing  (August,  1932)  we  have  ob' 
served  nearly  4300  cases  of  Graves’  disease  over 
a period  of  twenty^two  years.  Of  these,  562,  or 
nearly  13  per  cent,  were  instances  of  postoperative 
presistence  or  recurrence  of  the  syndrome.  Our 
experience  indicates  that  postoperative  Graves’ 
disease  asserts  itself  in  five  forms. 

Presistence  of  symptoms  without  a period  of 
well'being  following  thyroidectomy  constituted 
384  of  our  series.  The  preoperative  rest  and  iodi' 
nidation  and  the  postoperative  rest  and  medical 
regime,  commonly  advised  in  representative  clinics, 
may  afford  a period  of  improvement.  This  is  not 
recovery,  however,  for  these  patients  have  not  felt 
perfectly  well  at  any  time.  Within  weeks  or 
months  the  improvement  wears  off  and  the  pound' 
ing  heart,  nervousness,  tremor,  emotionalism,  sweat' 
ing,  bulging  eyes,  emaciation  and  regeneration  of 
thyroid  hyperplasia  are  again  in  evidence.  Persist' 
ence  of  the  syndrome  is  not  necessarily  the  result 
of  too  little  thyroid  removal,  for  when  even  an 
eighth  or  a tenth  of  the  gland  is  left  in  situ  it  may 
serve  as  a nucleus  for  regeneration. 

Next  in  order,  and  constituting  235  cases  in  our 
series,  were  patients  whose  Graves’  symptoms  re' 
appeared  within  from  several  months  to  two  or 
three  years  after  good  health  was  apparently  es' 
tablished.  In  many  the  resulting  disappointment 
led  to  another  thyroidectomy.  This,  however,  was 
no  assurance  of  better  success.  In  our  series  of 


cases  are  68  who  had  had  two  thyroidectomies  and 
36  patients  who  had  undergone  three  thyroidecto- 
mies a year  or  two  apart. 

The  combination  of  symptoms  of  so-called  hypo- 
and  hyperthyroidism  was  observed  chiefly  in  the 
class  of  patients  who  have  been  almost  totally  or 
totally  thyroidectomi2;ed  for  Graves’  disease.  These 
constituted  112  cases  in  our  series.  Certainly  this 
class  of  patients,  presenting  little  or  no  demonstra' 
ble  thyroid  structure,  a decidedly  minus  metabolic 
rate,  clinical  symptoms  of  hypothyroidism  and  ob' 
vious  residua  of  Graves’  disea^,  cannot  be  said 
to  owe  their  invalidism  to  the  removal  of  too  little 
thyroid  tissue.  This  clinical  picture  supports  the 
view  that  Graves’  symptoms  can  exist  even  after 
the  removal  of  the  entire  thyroid,  and  that  this 
organ  is  often  erroneously  incriminated.  I have 
seen  postoperative  cases,  in  which  the  basal  meta' 
bolic  rate  was  as  low  as  -35  per  cent,  with  such 
symptoms  as  persistent  drowsiness,  distressing  fati- 
gue, marked  increase  in  weight,  constipation,  brittle 
hair,  and  yet  also  marked  exophthalmos,  exceeding 
flarability  of  the  heart  action,  emotionalism,  tremor, 
sweating  on  the  slightest  provocation,  and  useless' 
ness  to  self  and  society.  To  state  that  this  is  a 
case  of  hypO'  and  hyperthyroidism  is  to  use  a 
common  but  incorrect  designation;  the  symptoms 
presented  are  a combination  of  hypothyroidism  and 
Graves’  disease. 

It  is  not  difficult  to  infer  that  Graves’  disease 
is  a multiglandular  condition,  when  it  is  observed 
that  in  a small  percentage  of  cases  following  thy' 
roidectomy  acromegaly  develops.  We  have  seen 
twelve  such  cases.  In  one  patient  there  occurred 
the  combination  of  myxedema,  acromegaly  and 
persistence  of  Graves’  syndrome,  a clinical  picture 
clearly  observed  within  two  months  following  total 
thyroid  ablation. 

Postoperative  Graves’  disease  with  a complicat' 
ing  insanity  occurred  in  nineteen  of  our  series  of 
cases.  As  a rule  the  Graves’  syndrome  is  of  aver' 
age  severity,  and  at  times  even  of  mild  type.  The 
psychosis,  however,  is  generally  typical  and  severe, 
occurring  usually  in  the  form  of  manic-depressive 
insanity  with  repeated  suicidal  tendencies.  Of 
course,  unoperated  cases  of  Graves’  disease  with 
a complicating  insanity  are  encountered.  It  hap- 
pens, however,  that  apparently  some  patients  de- 
velop insanity  immediately  or  within  several  weeks 
after  being  thyroidectomized.  and  almost  invara- 
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Case  1 Case  2 Case  3 

bly  the  psychosis  assumes  the  ascendency  in  the 
symptomatology. 

CONCLUSIONS 

1.  Out  of  a total  series  of  nearly  4300  cases  of 
Graves’  disease,  562  or  approximately  13  per  cent, 
occurred  in  patients  who  had  undergone  one  or 
more  thyroidectomies. 

2.  Postoperative  Graves’  disease  may  occur  in 
the  following  forms:  (a)  persistence  in  varying 
degree  of  the  original  syndrome  without  an  in- 
tervening  period  of  apparent  normality;  (b)  re' 
currence  of  symptoms  after  weeks,  months  or  years 
of  apparent  normality;  (c)  the  existence  in  combi' 
nation  of  so'called  hypo-  and  hyperthyroidism  with 
or  without  a brief  period  of  apparent  welbbeing 
immediately  following  thyroidectomy;  (d)  persist' 
ence  or  recurrence  of  Graves’  symptoms  with  a 
complicating  acromegaly,  and  (e)  persistence  of 
Graves’  syndrome  with  the  superimposition  of  a 
major  psychosis,  usually  in  the  form  of  manic'de' 
pressive  insanity. 

3.  From  these  observ'ations  it  would  appear  that 
Graves’  disease  is  not  synonymous  with  hyper' 
thyroidism  nor  is  it  primarily  a disease  of  the 
thyroid.  In  the  treatment  of  a syndrome,  the  etio' 
logy  of  which  is  still  unknown,  it  would  also  ap' 
pear  that  the  clinical  habit  of  taking  thyroidectomy 
for  granted  as  the  logical  therapeutic  measure  calls 
for  reconsideration. 

The  following  ca.se  reports  illustrate  this  condi- 
tion : 

Case  1.  Persistent  severe  Graves'  disease  in  a girl  of 
20.  This  picture  was  taken  a year  after  throidectomy 
was  performed.  There  is  no  palpable  thyroid  tissue.  The 
basal  metabolic  rate  is  plus  4?  per  cent;  the  heart  rate  is 
120  per  minute;  the  weight  is  104  pounds.  The  chief 
complaints  are  palpitation,  burning  of  the  eyeballs,  net' 
vousness  and  weakness. 

Case  2.  Multiple  recurrence  of  Graves'  disease,  fob 
lowing  each  of  three  thyroidectomies  performed  at  inter- 
vals of  two  years.  She  is  apparently  moribund,  with  a 
fibrillating  decompensating  heart  and  general  anasarca. 


Case  4 Case  5 Case  6 

Case  3.  Myxedema  with  residua  of  Graves'  disease 
following  thyroidectomy.  The  basal  metabolic  rate  is 

minus  26  per  cent;  the  heart  rate  is  82  per  minute.  The 
chief  complaints  are  palpitation,  pains  in  the  joints  and 
marked  fatigability. 

Case  4.  Myxedema  with  residua  of  Graves'  disease 
following  thyroidectomy.  The  basal  metabolic  rate  is 

minus  27  per  cent;  the  weight  is  176  pounds;  the  pulse 
rate  is  80  per  minute.  The  chief  complaints  are  over- 
whelming fatigability,  palpitation,  nervousness,  insomnia 
despite  persistent  drowsiness  and  discomfort  in  the  eye- 
balls from  the  marked  exophthalmos. 

Case  5.  Residua  of  Graves'  disease,  myxedema,  and 
acromegaly  occurring  several  months  after  apparent  total 
thyroidectomy.  The  weight  is  263  pounds  despite  thy- 
roid medication.  This  picture  was  taken  approximately 
three  years  after  operation.  The  basal  metabolic  rate 
was  within  normal  limits  under  medication.  The  pulse 
rate  varies  between  90  and  100  per  minute.  The  chief 
complaint  is  incapacitating  fatigue. 

Case  6.  Manic-depressive  insanity  in  stage  of  excite- 
ment in  patient  with  residua  of  Graves'  disease  following 
subtotal  thyroidectomy.  The  basal  metabolic  rate  is  plus 
10  per  cent;  the  pulse  rate  varies  between  84  and  100 
per  minute  and  the  weight  is  148  pounds. 

1633  Spruce  St. 


FOREIGN  BODIES  IN  THE  URINARY 
BLADDER 

Earle  ]\I.  Bevis,  M.D. 

TONASKET,  WASH. 

Foreign  bodies  in  the  urinary  bladder  are  rare 
enough  to  create  interest  among  the  urologists  as 
well  as  the  man  in  general  practice,  who  usually 
sees  the  patient  first.  In  1919,  Manton  stated  that 
there  were  455  titles  and  papers  dealing  with 
foreign  body  in  the  bladder  published  between  the 
years  1880  and  1916.  At  the  present  time  a 
yearly  average  of  nine  or  ten  papers  are  published 
on  this  subject,  according  to  The  Index  Medicus. 

Foreign  bodies  gain  entrance  to  the  bladder  in 
one  of  four  ways:  by  traumatic  penetration,  as 
in  gun  shot  wounds,  by  traumatic  perforation  from 
neighboring  viscus,  by  being  left  following  opera- 
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live  work  within  the  bladder,  by  the  urethra.  Fifty 
per  cent  of  the  bodies  gaining  entrance  by  the 
urethra,  according  to  Hirsh  and  Packard,  were 
surgical  instruments,  broken  catheters,  or  loss  of 
broken  bougies  introduced  by  physicians.  The 
remaining  fifty  per  cent  include  a wide  variety 
of  objects  introduced  for  divers  reasons,  principal' 
ly  masturbation,  abortion,  curiosity,  relief  of  strict' 
ure,  to  stop  the  flow  of  semen  and  as  a joke  by 
companions  of  the  patient. 

Recent  literature  lists  many  unusual  articles 
found  in  the  bladder,  including  a pipe  stem,  the 
handle  of  a tooth  brush,  many  hair  pins,  wax  and 
a wax  taper,  chewing  gum,  lamp  wick,  an  onion 
stalk  six  inches  long,  a marsh  grass  stalk  twelve 
inches  long,  a match,  glass  rod,  thermometer,  foun' 
tain  pen  cap,  a metal  pencil  case,  a bone  knitting 
needle,  pins,  needles,  nails,  tallow  and  tar,  marbles, 
safety  pins  and  a pencil,  slippery  elm,  rubber  tubing, 
a pessery,  a small  rubber  balloon,  spicules  of  bone, 
suture  material,  surgical  sponges  and  instruments 

The  method  of  treatment  depends  entirely  on 
the  sex  of  the  patient,  and  the  character,  siz;e, 
shape  and  position  of  the  foreign  body.  Small 
bodies  may  be  removed  by  aspiration.  Wax  or 
paraffin  bodies  may  be  removed  by  the  introduc' 
tion  of  a solvent  into  the  bladder,  as  benzine,  nap' 
tha  or  alcohol.  To  avoid  benzine  poisoning,  sterile 
water  is  first  introduced  in  the  bladder.  The  litho' 
trite  was  formally  much  used.  An  operation  cystO' 
scope  with  a snare  or  alligator  forceps  may  be 
used.  A Young  ronguer  will  remove  some  bodies 
in  segments.  Most  cases  in  young  children  will 
require  suprapubic  cystotomy.  White  and  Holm 
say:  ‘‘‘with  the  present  day  perfection  of  the  tech' 
nic  of  cystostomy  it  is  a question  if  this  is  not 
always  the  method  of  choice,  whenever  extraction 
through  the  urethra  is  not  quite  easy.”  Every 
effort  should  be  made  to  remove  small  bodies 
through  the  urethra. 

The  following  case  report  is  that  of  another 
unusual  foreign  body  in  the  bladder,  in  a patient 
six  months  pregnant,  with  successful  removal  of 
the  body  by  a suprapubic  cystotomy. 

Mrs.  F.  H.,  18  years  old.  Father,  mother  and  nine  bro- 
thers and  sisters  living  and  well.  One  sister  died  of  eclamp- 
sia, and  another  died  of  influenza.  She  has  had  no  seri- 
ous illness.  Has  one  child  one  year  old  living  and  well. 
Menstrurated  first  at  13  years.  Her  periods  have  been 
regular  and  uneventful.  She  last  menstrurated  July  4. 

During  August  she  complained  of  morning  sickness  and 
nausea,  and  sometime  during  the  last  of  August,  at  the 
suggestion  of  a friend,  attempted  to  insert  a slippery  elm 
pencil  one-quarter  inch  in  diameter  by  one  and  a half  inch 


long,  into  the  uterus.  During  September  the  morning 
sickness  and  nausea  subsided,  and  there  developed  a urin- 
ary frequency  and  urgency  which  she  attributed  to  her 
pregnancy.  By  the  last  of  October  she  sought  help  for 
her  bladder  symptoms. 

Examination  at  that  time  revealed  a uterus  about  three 
and  a half  months  pregnant,  a quantity  of  mucus  and  pus 
in  her  urine,  and  a blood  pressure  within  normal  ranges. 
At  this  time  she  stated,  in  an  uncertain  manner.  “I  put 
something  in  there  and  it  didn't  come  out”.  Careful  vag- 
inal examination  revealed  no  foreign  body  in  the  vagina 
or  cervix.  She  was  given  an  alkaline  mixture  to  alternate 
with  urotropin,  and  asked  to  report.  She  was  not  seen 
again  for  over  two  months,  when  she  appeared,  anemic 
and  very  distressed.  For  a time  after  taking  the  medicine 
she  had  comparative  relief  from  her  bladder  symptoms,  but 
lately  the  medicine  did  not  help  and  the  frequency  and  ur- 
gency had  become  intolerable.  She  again  stated,  “I  put 
something  in  there  and  it  didn’t  come  out”. 

Admission  to  the  hospital  and  cystoscopic  examination 
revealed  the  presence  of  what  appeared  to  be  a large  stone 
floating  free  in  the  bladder.  The  urine  was  loaded  with 


Pig.  2. 


pus  and  mucus.  No  casts.  The  blood  pressure  was  again 
within  normal  ranges.  No  fever.  The  bladder  was  ir- 
rigated with  boric  add  solution  for  two  days,  and  the  stone 
removed,  under  ether  anesthesia,  by  a suprapubic  cysto- 
tomy with  an  indwelling  urethral  catheter.  The  wound 
healed  without  leakage,  and  she  was  discharged  from  the 
hospital  with  most  of  her  bladder  symptoms  relieved.  April 
22,  she  was  confined  with  a normal  labor  and  a healthy 
baby,  nine  and  a half  months  after  her  last  menstruation. 

The  object  removed  from  her  bladder  appeared 
to  be  an  oblong,  biconcave  stone  measuring,  4.5  x 
2. 5x1. 5 cm.  (fig.  1.)  A careful  study  of  the  roent- 
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genogram  shows  two  densities  in  the  stone,  a central 
lighter  density,  with  straight  ends  and  sides,  the 
swollen  slippery  elm  pencil;  and  a cortical  darker 
density,  about  .2?  cm.  thick,  the  urinary  salts  de' 
posited  about  the  swollen  slippery  elm.  (fig.  2) . 

The  case  exemplifies  a common  failing  in  phys- 
icians.  Too  often  we  fail  to  believe  or  credit  all 
that  the  patient  tells  us  of  his  troubles  and  symp- 
toms.  The  wierd  or  unusual  statement  of  symp' 
tom  or  fact  is  discounted  or  forgotten,  when  a 
careful  questioning  and  study  would  often  lead  to 
the  pathology  that  is  our  diagnosis.  I am  learning 
to  believe  my  patients. 


THE  NEW  CONCEPT  OF  THE  VITAMIN 
F.  B.  Mackenzie,  B.S. 

Chemist.  Carnation  Company 
SEATTLE,  WASH. 

As  vitamin  studies  enter  the  third  decade  a 
more  adequate  concept  of  their  place  in  human 
diet  takes  form.  It  is  much  better  to  think  of 
them  as  a normal  nutrient  of  very  broad  function 
in  nutrition  at  all  times  than  as  an  “anti’’  some- 
thing.^ This  is  amplified  in  the  widely  quoted^,^ 
assertion  that  “the  interest  which  vitamins  hold 
for  the  physician  is  not  alone  in  their  relation  to 
certain  well  defined  diseases,  such  as  scurvy,  beri- 
beri and  rickets  but  rather  in  the  fact  that  chronic 
vitamin  deficiency  produces  numerous  vague  bor- 
derline states  of  ill  health  which  often  puzzle  the 
physician  and  disable  the  patient.  These  last  are 
of  far  greater  importance  to  the  physician  of  to- 
day than  the  more  clearly  defined  deficiency 
diseases.”^ 

Sherman  states  that  the  too  prevalent  argument 
that  the  American  diet  can  be  trusted  to  furnish 
enough  of  these  vitamins,  however  honest,  is  un- 
fortunate. The  earlier  idea  that  the  barest  mini- 
mum preventing  deficiency  disease  was  “enough” 
has  been  displaced  by  broad  observational  and  ex- 
perimental evidence  that  the  body  continues  to 
profit  by  increased  vitamin  intakes  much  beyond 
these  minima.  IMellanby  and  Green^  have  shown 
that  four  times  the  vitamin  A necessary  for  nor- 
mal growth  is  necessary  for  full  antiinfectious 

1.  Sherman.  H.  C. : The  Vitamins  from  the  View- 
point of  the  Official  Chemist.  Joun  A O.  A.  C.  Feb. 
19.S2. 

2.  Mendel.  L.  C : The  Changing  Diet  of  the  Ameri- 
can People.  J A.  M.  A.  99;  117-120.  1932. 

3.  Early  Stages  of  Vitamm  A Deficiency.  Edi- 
torial, J.  A.  M.  A.  98:  2290.  1932. 

4.  McLeoter,  J.  S. . Nutrition  and  Diet  in  Health  and 
Disease.  Second  Ed.  W.  K Saunders  Co.  1931. 

5.  Green.  H.  N..  Pindar.  D.,  Davis,  G.  and  Mellanby. 
E , Di“t  as  Prophylatic  Agent  against  Peurperal  Sep- 
sis. with  Special  Reference  to  Vitamin  A an  Antiin- 
fective  Agent.  Brit.  M.  J.  2:  595-598,  Oct.  3,  1931. 


benefit ; Eddy®  finds  twice  as  much  vitamin  C re-  • 
quired  for  best  teeth  development  as  for  protec- 
tion against  scurvy;  and  Ellis  finds  benefit  from  t 
increasing  the  vitamin  G intake  several  fold  above  i 

the  minimum  to  prevent  signs  of  vitamin  G de-  ; 

ficiency. 

The  need  of  greater  intakes  of  vitamin  D than  ; 
necessary  to  prevent  rickets  is  evidenced  by  the  i 
increasing  knowledge  of  its  role  in  tetany,®’®  preg- 
nancy,®’^®’^^  anaphylaxis^^-^®  and  other  blood  cal-  ] 
cium  deficiency  diseases. The  diet  should  in- 
clude an  approximate  optimum  intake  of  the 
vitamins  that  contribute  to  the  attainment  of 
higher  standards  or  degrees  of  health  (“buoyant’’ 
rather  than  “passable”  health  in  the  wording  of  j 
thej.  A.  M.  A.)  I 

VITAMIN  D IN  NUTRITION  j 

In  the  light  of  available  literature  there  is  little  i 
room  for  doubt  that  vitamin  D has  a very  defin-  j 
ite  function  in  nutrition  of  all  ages.  From  one-  ! 
fourth  to  one-third  of  all  nursing  babies  exhibit 
at  least  mild  clinical  rickets  according  to  Hess  and  j 
Lewis.  j 

The  importance  of  vitamin  D in  the  skeletal  | 
development  of  childhood  and  adolescence  is  uni-  j 
versally  known.  Likewise  there  is  a growing  ap-  | 
preciation  of  vitamin  D thereapy  in  the  calcium 
deficiencies  of  this  period,  notably  dental  caries 
and  tuberculosis. 

I 

In  the  prevention  of  dental  caries,  Mellanby 
and  Pattison^®  report  a 10  to  1 ratio  of  carious  | 
teeth  in  children  on  diets  deficient  and  on  diets  i 
adequate  in  vitamin  D supplements.  McCollum^^ 
says ; “Decay,  we  believe,  is  the  result,  in  most 
instances  of  diet  unsatisfactory  in  respect  of  its 
calcium,  phosphorus  and  vitamin  D content.” 


fi.  Eddy,  W.  H.,  Dietary  Factors  Concerned  in 
Bui'd'ng  and  Maintenance  of  Teeth.  J.  Dent.  Re- 
search. il:  349-362,  June.  1931. 

7.  Cemach.  A.  J.,  Treatment  of  Hay  Fever  by  U-V 
Light  Brit.  J.  Phys.  Med.  6:  43-44.  .Tune,  1931. 

8.  Richardson,  G.  C..  The  Role  of  Viosterol  in  Preg- 
nancy. Illinois  M.  J..  59:  453-461,  June,  1931. 

9 McGavran,  E.  G..  Spasmophilic  Tetany  in  the 
New  Born.  J.  A.  M.  A,  99:  115-116.  1932. 

10.  Cantarow,  A.  and  Trumper,  M,  Carbohydrate 
and  Calcium  Metabolism  in  Pregnancy  and  Eclampsia. 
M.  Times,  New  York,  58:  297-299.  Oct.  1930. 

11.  Mowry.  -Ai  E.,  The  Blood  Calcium  During  Preg- 
nancy, Canad.  M.  A.  J.  26:  160-163,  Feb.  1932. 

12.  Smith.  W.  O..  Bronchial  Asthma;  Clin;pal  Stud- 
ies and  Observations  in  314  Cases.  Arch.  Otolaryng. 
15:  165-189.  Feb.  1932, 

13.  Mebane,  D.  C..  Prevention  and  Treatment  of  In- 
fantile Eczema.  Ohiol  State  M.  J.  26:  834-838,  Oct. 
1930. 

14.  McCollum,  E.  V.,  Fundamentals  of  Nutrition. 
Internat.  Clin,  2:1-17,  June,  1932. 

15.  Hess,  A.  F.  and  Lewis,  .1.  M.,  Milk  Irradiated  by 
the  Carbon  Arc  Lamp.  J.  A.  M.  A.  99:647-652,  Aug.  20, 
1932. 

16.  Mellenby,  M.  and  Pattison,  C.  L..  Remarks  on 
Influence  of  a Cereal-Free  Diet  Rich  in  Vitamin  D 
and  Calcium  on  Dental  Caries  in  Children.  Brit.  Med. 
J..  2:507-510,  March  19,  1932. 


Xoveml)er,  1932 


THE  VITAMIN MACKENZIE 


531 


Numerous  other  studies  indicate  that  this  factor 
improves  tooth  structure  or  inhibits  decay9^-^*’^® 
The  empiric  treatment  of  both  rickets  and  tu- 
berculosis has  beer,  sunshine,  a fact  no  doubt  that 
led  to  the  investigations  of  calcium  deficiencies 
in  tuberculosis.  The  Jour,  A.  M.  recently 
summarized  the  present  day  thought  on  calcium 
therapy  in  tuberculosis  and  a brief  resume  of  the 
current  literature  of  this  subject  has  appeared 
elsewhere.^^ 


Richardson’s**  report  of  the  use  of  vitamin  D in 
pregnancy  is  perhaps  typical.  He  furnishes  a 
basis  for  grouping  a number  of  symptoms  other- 
wise classed  as  clinical  entities,  in  the  one  category 
of  disturbed  calcium  metabolism.  He  found  dis- 
tinct benefit  in  its  use  in  the  treatment  of  tetany 
of  pregnancy  and  puerperal  eclampsia;  fragility 
of  the  perineum  was  greatly  reduced;  postpartum 
bleeding  was  lessened  and  a better  preservation  of 
the  mother’s  teeth  and  a distinct  improvement  in 
general  health  noted.  Other  studies^**’^*^’^^  in- 
dicate the  importance  of  vitamin  D and  the  cal- 
cium metabolism  of  this  period. 

There  is  justification  for  the  consideration  of 
calcium  deficiencies  and  vitamin  D m the  treat- 
ment of  allergic  conditions  of  all  ages,  as  seen  in 
certain  cases  of  hay  fever,  asthma,  eczema  and 
urticaria. ^5,  2G. 

Commenting  on  recent  work  McCollum^^ 
states:  “If  our  studies  and  those  of  Mrs.  Mellan- 
by  are  as  sound  as  we  believe  they  are  they  afford 
evidence  that  in  temperate  regions  people  of  all 
ages  should  take  some  source  of  vitamin  D.” 


17.  Davis.  S.  L..  Diet  as  a Factor  in  Preventive 
Dentistry.  J.  Dentl  Research,  9:633-640,  Oct.  1929. 

18.  Toveru<l.  K.  U.  and  Toverud,  G..  Studies  on 
Mineral  Metabolism  during:  Pregnancy  and  Lactation 
and  its  Bearing  on  Di.sposition  to  Rickets  and  Dental 
Caries.  Acta  Paediat,  (Supp.  2)  12:1-116,  1931. 

19.  Price.  W.  A..  New  Light  on  Control  of  Dental 
Carie.s  and  Degenerative  Diseases.  J.  Am,  Dent.  A.  18: 
1189-1219,  July,  1931. 

20.  Use  of  Calcium  Compounds  in  Tuberculosis 
Enteritis.  Reply  to  a Letter,  J.  A.  M.  A.  98:1323, 
.\pril  9,  1932, 

21.  Canatarow,  A.:  Calcium  Metabolism  and  Cal- 
cium Therapy.  Lea  and  Febiger,  Philadelphia,  1931. 

22.  Novak.  F.  J.  and  Hollender,  A.  R.,  Influence  of 
Ultraviolet  Irradiation  on  Calcium  Content  of  Blood 
Serum  in  Hay  Fever.  J.  A.  M.  A.,  81:2003-2007,  Dec. 
15.  1932. 

23.  Sellei.  .1.,  Die  Behandlung  der  chronischen  ali- 
mentaeren  Urtikaria,  des  Quinckeschen  Oedema,  der 
Dyshidrose  (Eczema  dyshidrioticum)  in  der  taeglichen 
Praxis.  Dermat.  Wchnschr.  93:1963-1967,  Dec.  19.  1931. 

24  Klander,  J.  V.  and  Brown.  H.,  Experimental 
Studies  in  Eczema;  Studies  of  Potassium.  Toit'al  and 
Diffuse  Calcium  Rates  4n  Blood  of  Patients  with  Dis- 
eases of]  Skin.  Arch.  Dermat.  & Syph.  22:877-892, 
Nov.  1930. 

25.  Burgess,  N..  Studies  of  Calcium  Metabolism  in 
Certain  Diseases  of  Skin.  Brit.  J.  Dermat.  40:279- 
294,  jyjly,  1928. 

26.  Podolsky,  E,  Use  of  Calcium  in  Asthma.  West 
Virginia  M.  J.  28:23-25,  Jan.  1932. 


PREPARATION  OF  VITAMIN  D MILK 

The  classic  studies  of  Steenbock^'^  on  the  acti- 
vation of  foods  by  ultraviolet  light  marks  the  be- 
ginning of  almost  innumerable  studies  on  this 
subject.  In  August,  1930,  Steenbock-®  showed 
that  milk  from  cows  on  a diet  enriched  with  irra- 
diated yeast  was  high  in  antirachitic  potency. 
Thomas  and  iMacLeod,^^  Krauss^®  and  others^^ 
were  able  to  produce  a milk  by  similar  methods 
with  sixteen  times  the  vitamin  D potency  of  or- 
dinary milk. 

Milk  produced  in  this  manner  has  been  sub- 
jected to  numerous  clinical  studies.  Observations 
on  more  than  one  hundred  infants  fed  this  milk 
were  reported  by  Hess  and  Lewis  under  the  title 
of  “Antirachitic  Potency  of  the  Milk  of  Cows 
Fed  Irradiated  Yeast,  A Clinical  Test,”  Jour, 
A.  M.  A.  August  8 1931.  They  state:  “By  this 
mean  rickets  were  prevented  except  in  its  minor 
manifestations;  roentgenologic  rickets  did  not  de- 
velop. In  cases  in  which  rickets  was  already  pres- 
ent the  milk  brought  about  calcification  within  a 
month.”  Hess  states  that  milk  produced  in  this 
manner  contains  1 54  units  per  quart  and  was  equal 
in  Vitamin  D effectiveness  to  three  teaspoonfuls 
of  cod-liver  oil  or  ten  drops  of  viosterol.  The 
The  clinic  studies  were  continued  for  the  second 
year  (Hess  and  Lewis  with  entirely  satisfac- 
tory results. 

Wyman^^  summarizes  a similar  experiment : 

1.  The  special  yeast  milk  was  an  effective 
source  of  antirachitic  substance  as  determined  by 
its  ability  to  cause  healing  in  advanced  active 
rickets  in  infants  and  advanced  chronic  rickets  in 
children.  After  five  minutes  boiling  the  milk  still 
possessed  antirachitic  properties. 

2.  The  administration  of  antirachitic  vitamin  in 
so  palatable  a form  and  in  a food  so  essential  as 


27.  Steenbock,  H.  and  Black,  A.,  Fat-Soluble  Vita- 
mins; Induction  of  Growth-promoting  and  Calcifying 
Propei-ties  in  Ration  by  Exposure  to  Ultraviolet  Light 
J.  Biol.  Chem.  61:405-422,  Sepb  1924. 

28.  Steenbock,  H.  et  ah.  Fat-Soiuble  Vitamins;  An- 
tirachitic Value  of  Cows  Milk  as  Modiified  by  Feed- 
ing of  Irradiated  Yeast.  J.  Biol.  Chem.  88:197-214, 
Aug.  1930. 

29  Thomas,  B.  H.  and  MacLeod,  F.  L.  Increasing 
the  Vitamin  D.  Potency  of  Cow's  Milk  by  the  Daily 
Feeding  of  Irradiated  Yeast  or  Irradiated  Ergosterol. 
Science.  73:  618-620.  June  15,  1931. 

30.  Krauss,  W.  E..  Bethke.  Ri  M and  Monroe.  C.  F., 
The  Effect  of  Feeding  Irradiated  Ergosterol  to  Cows 
on  Vitamin  D Content  of  Milk.  J.  Nutrition,  5:467- 
477,  Sept.  1932. 

31.  Wa.chtel,  M.  Die  Vermehrung  und  Vitaminan- 

reicherung  der  Muttermilch  and  Kuhmilch  mittels 
bestrahilt'er  Hefe.  Muenchen.  Med.  Wchnschr.  76:16lL 
1514,  Sept.  6.  1929. 

32.  Hess,  G.  F.,  Lewis,  J.  M..  MacLeod,  F L.  and 
Thomas,  B.  H.,  Antirachitic  Potency  of  Milk  of  Cows 
Fed  Irradiated  Yeast  or  Ergosterol;  Clinical  Te.«t  J- 
A.  M.  A..  97:  370-375.  Aug.  8.  1931, 

33.  Wyman,  E.  T\  and  Butler.  A.  M..  Antirachitic 
Value  of  Milk  from  Cows  fed  Irradiated  Yeast.  Am. 
J.  DIs.  Child,  43:1509-1518,  June.  1932. 
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milk  would  seem  to  have  certain  advantages.  The 
substitution  of  this  milk  for  ordinary  milk  in  the 
formulae  of  infants  would  introduce  an  effective 
prophylatic  and  curative  agent  against  rickets  re- 
quiring a minimum  of  cooperation  on  the  part  of 
the  mother. 

CARNATION  VITAMIN  D MILK 

Carnation  Farms  has  obtained  a license  from 
the  Wisconsin  Alumni  Research  Foundation  to 
produce  a vitamin  D milk.  Production  and  con- 
trol are  under  close  supervision  and  frequent 
bioassay  in  our  laboratory  assures  a milk  of  stand- 
ard potency  available  at  all  times. 

This  product  is  known  as  Carnation  Vitamin  D 
Certified  Alilk.  It  is  the  usual  Carnation  certified 
milk  brought  to  the  required  vitamin  D potency 
by  feeding  irradiated  yeast  to  selected  cows.  It  is 
important  to  note  that  no  change  in  flavor  occurs 
through  this  method. 

Based  on  the  clinical  evidence  of  Wyman, 
and  Hess, Carnation  vitamin  D milk  may  be  re- 
commended in  all  cases  where  milk  itself  is  not 
contraindicated  and  where  a vitamin  D potency 
per  quart  equal  to  three  teaspoonfuls  of  cod-liver 
oil  or  ten  drops  of  viosterol  is  satisfactory. 

THE  ETHICS  OF  VITAMIN  ADVERTISING 

With  regard  to  what  constitutes  proper  adver- 
tising of  vitamin  values  in  food  and  where  this 
passes  over  into  exploitation  which  may  mislead. 
Professor  H.  C.  Sherman  of  Columbia^  says: 
“When  a milk,  produced  under  such  conditions 
that  it  is  already  known  to  be  a good  source  at  all 
times  of  all  other  known  vitamins,  is  now  enriched 
in  vitamin  D by  the  feeding  of  irradiated  yeast,  it 
seems  plain  that  this  may  properly  be  advertised 
as  superior  in  its  vitamin  value.  If  the  consumer 
should  fail  to  distinguish  between  vitamin  D and 
other  vitamins,  he  would  still  suffer  no  injury  nor 
exploitation,  for  all  the  vitamins  are  present  in 
good  proportions  in  the  milk  which  he  buys  be- 
cause of  its  advertised  vitamin  value.  But,  on  the 
other  hand,  if  a food  which  is  deficient  in  several 
vitamins  is  now  enriched  in  vitamin  D only,  the 
consumer  who  lacks  scientific  knowledge  and  dis- 
crimination may  think  he  is  meeting  his  vitamin 
requirement  by  the  liberal  use  of  such  a product, 
whereas  in  fact,  his  intake  of  vitamins  A,  C and 
G may  still  be  too  low.  Hence,  although  these 
two  cases  both  have  to  do  with  enrichment  of 
food  with  the  same  vitamin,  yet  actually  to  serve 
the  best  interest  of  the  public  would  seem  to  call 
for  discriminaion  because  of  the  difference  of  the 
other  vitamin  values  of  the  two  types  of 
food. ” 


AN  OUTLINE  OF  THE  HISTORY  OF 
MEDICINE  IN  THE  PACIFIC 
NORTHWEST 
O.  L.^rsell,  Ph.  D. 

PORTLAND,  ORE. 

(Continued) 

HI.  'I'liE  Missionaries  in  the  Northwest 

DR.  M.^RCUS  whitman 

A third  element  in  the  medical  history  of  the 
Northwest  was  the  missionary  movement  of  the 
early  part  of  the  nineteenth  century.  The  oft'told 
story  of  the  Flathead  Indians  who  came  to  St. 
Louis  seeking  the  white  man’s  religion  is  a familiar 
one.  Much  religious  fervor  and  missionary  en' 
thusiasm  were  created  in  the  East  by  this  incident, 
and  in  1834  Jason  Lee  and  his  nephew  Daniel 
Lee,  were  sent  by  the  Methodist  Episcopal  Board 
to  open  up  missionary  work  in  the  great  North' 
west.  The  Lees  established  themselves  first  in  the 
Willamette  Valley  rather  than  farther  inland  as 
had  been  their  original  purpose.  They  were  -not 
themselves  medical  missionaries,  but  prepared  the 
way  for  such  to  come  later.  In  1835  the  Ameri- 
can Board  of  Commissioners  for  Foreign  Missions 
sent  the  Rev.  Samuel  Parker  and  Dr.  Marcus 
Whitman  to  the  Rocky  Mountains  and  westward 
to  study  the  situation  with  reference  to  prospec- 
tive missionary  activities.32  Mr.  Parker  continued 
to  the  Columbia  but  Dr.  Whitman,  after  reaching 
Idaho,  returned  to  Boston,  reported  favorably,  and 
was  sent  out  in  1836  as  a medical  missionary  to 
teach  and  heal  the  Indians.  Accompanying  him 
went  H.  H.  Spaulding  and  the  brides  of  the  two 
missionaries.  Mrs.  Narcissa  Prentiss  Whitman  and 
Mrs.  Elizah  Spaulding  were  the  first  white  women 
to  cross  the  continent  and  attracted  great  atten- 
tion from  Indians  and  white  trappers,  the  “moun- 
tain men,”  most  of  whom  had  not  seen  white 
women  for  many  years.  The  Whitman  party  not 
only  included  the  first  white  women,  but  brought 
the  first  wagon  across  the  Rockies.  It  was  Dr. 
Whitman’s  purpose  to  bring  the  wagon  to  the 
station  which  he  should  establish,  and  thus  to  liter- 
ally make  a road  to  the  Northwest.  With  tremen- 
dous effort  he  was  able  to  reach  Fort  Boise,  on 
the  Snake  River,  with  the  wagon,  which  it  had 
been  necessary-  for  the  latter  part  of  the  journey 
to  convert  into  a cart,  but  here  it  had  to  be  aban- 
doned. The  party  went  on,  ariving  at  Fort  Van- 
couver September  1,  1836. 

The  medical  aspects  of  Whitman’s  work  must 
be  our  topic  in  this  sketch.  Dr.  Whitman,  who 
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Fig.  11.  The  Whitman  Mission  (Wailatpu)  in  1843. 


was  born  in  Rushville,  N.  Y.,  September  4,  1802, 
had  received  his  medical  training  as  an  apprentice, 
and  his  medical  diploma  in  1824  from  Fairfield 
Academy,  New  York.  He  had  practiced  medicine 
in  Canada  and  New  York  state  for  eight  years 
before  offering  himself  for  the  missionary  cause. 
He  had  also  ventured  into  business  for  a time.^°,®^ 

W.  H.  Gray,  who  accompanied  the  Whitman 
party  as  the  secular  member  of  the  mission,  and 
who  was  closely  associated  with  Dr.  Whitman  for 
a number  of  years,  writes  of  him:  “In  his  profes- 
sion he  was  a bold  practitioner  and  generally  suc- 
cessful”.3i  Samuel  Parker,  in  his  Journal  of  an 
Exploring  Tour  Beyond  the  Roc\y  Mountains, 
records:  “Our  stay  in  this  place  (Council  Bluffs, 
Iowa)  has  been  protracted  much  beyond  our  ex- 
pectations. Two  weeks  after  our  arrival  the  spas- 
modic cholera  broke  out  with  a great  deal  of  mal- 
ignity. . . . Three  of  the  company  died,  and  sev- 
eral others  barely  survived  through  the  blessing 
of  God  upon  the  assiduous  attentions  of  Dr.  Whit- 
man, my  associate,  and  the  free  use  of  powerful 
medicines.  And,  had  it  not  been  for  his  successful 
practice,  the  men  would  have  dispersed  . . . The 
assistance  we  rendered  the  sick,  and  the  medical 
skill  of  the  Doctor  converted  those  into  permanent 
friends  . . . who  had  plotted  our  death.”32 

Further  evidence  of  Whitman’s  medical  skill  is 
cited  the  following  year,  when  on  reaching  Fort 
Bridger  he  removed  an  iron  Indian  arrowhead 

30.  Penrose,  S.  B.  L. : Master  Surgeons  of  America: 

Marcus  Whitman,  Surg.  Gyn.,  and  Obs.,  50:1043-1047,  June, 
1930. 

31.  Gray,  W.  H. : A History  of  Oregon,  1870. 

32.  Parker,  Samuel:  Journal  of  an  Exploring  Tour  Beyond 
the  Rocky  Mountains,  5th  Ed.,  1846. 


from  the  shoulder  of  the  trapper,  Jim  Bridger. 
The  operation  is  referred  to  as  difficult,  because 
the  arrow-head  had  been  imbedded  in  the  flesh 
for  three  years,  and  was  furthermore  bent  at  the 
point,  where  it  had  struck  and  was  hooked  into 
the  bone,  apparently  the  scapula.  He  performed  a 
similar  operation  for  another  of  the  mountain  men, 
and  with  his  medical  skill  and  free  and  easy  man- 
ner made  many  friends,  being  usually  referred  to 
as  “the  good  Doctor”. 

After  visiting  Dr.  McLoughlin  at  Fort  Van- 
couver, Whitman  and  Spaulding  left  their  wives 
temporarily  at  the  fort  and  returned  east  of  the 
Cascades  to  establish  their  missions.  Whitman, 
despite  McLoughlin’s  protestations,  had  resolved 
to  establish  his  station  among  the  Cayuses.  He 
selected  a site  at  Wailatpu  near  Fort  Walla  Walla, 
and  began  his  work  (fig.  11).  Spaulding  went  to 
Lapwai,  on  the  Clearwater  River,  in  what  is  now 
Idaho.  Whitman’s  labors  were  prodigious,  in 
teaching,  farming,  healing  and  preaching.  To  his 
famous  ride  East  in  the  dead  of  a severe  Rocky 
Mountain  winter  we  need  only  refer.  Whether 
he  visited  Washington  and  talked  with  President 
Tyler  and  Daniel  Webster  in  an  effort  to  point 
out  to  the  government  the  necessity  of  not  allow- 
ing Oregon  to  go  to  the  British,  is  still  disputed 
by  historians.  Apparently  documentary  evidence 
is  lacking  that  he  did  so,  and  yet  the  conviction 
is  so  strong  with  many  who  knew  him  and  were 
associated  with  him  that  he  did  go  to  Washington, 
and  through  his  presentations  saved  Oregon  to  the 
United  States,  that  they  have  presented  a strong 
case.  Unfortunately  much  of  the  controversy  has 
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been  tinged  with  sectarian  bias  and  desire  to  en- 
hance or  belittle  Dr.  Whitman’s  services  accord- 
ing to  the  religious  views  of  the  partisans.  The 
statement  of  Dr.  W.  C.  McKay,  to  which  refer- 
ence is  made  later,  presents  testimony,  which 
should  have  some  weight,  in  favor  of  the  view 
that  Whitman  went  to  Washington. 

On  his  return  to  Oregon  in  1843,  Whitman 
was  the  guide  to  the  first  large  immigration  of 
Americans,  with  their  wives,  children  and  chattels, 
which  might  well  cause  mountain  men  and  Indians 
alike  to  cry  in  alarm,  “the  families  are  coming.” 
The  families  continued  to  come  in  increasing  num- 
bers. The  Indians,  east  of  the  Cascades,  where 
they  were  still  powerful,  became  restive,  and  the 
devoted  labors  of  the  heroic  doctor,  neither  spiri- 
tual nor  medical,  were  sufficient  to  allay  the  sav- 
ages. The  great  epidemic  of  measles  in  1847, 
brought  to  Oregon,  according  to  Dr.  Barclay,  by 
the  Montreal  Express,  was  especially  severe  among 
the  Indians.  At  the  Wailatpu  mission  Dr.  Whit- 
man worked  heroically  to  ameliorate  the  sufferings 
of  the  Indians.  The  natives  were  told  by  malevo- 
lent individuals  that  Dr.  Whitman  was  poisoning 
them,  and  that  their  illness  was  due  to  him.  Pos- 
sibly the  doctor’s  own  actions  had  given  some  sem- 
blance of  ground  for  this  story,  for  he  is  accused 
of  having  earlier  placed  nux  vomica  and  ipecac 
into  the  melons  in  the  mission  garden  to  prevent 
them  from  being  stolen  by  the  Indians.  In  a let- 
ter^^  published  in  1878,  Dr.  Tolmie  states  that 
the  practice  of  placing  these  drugs  in  the  melons 
was  begun  by  W.  H.  Gray,  while  with  Whitman 
at  Wailatpu,  but  it  could  hardly  have  been  done 
without  the  doctor’s  knowledge.  From  a drug  that 
would  produce  nausea  to  a poison  that  would 
produce  sickness  and  death  could  not  have  been 
a difficult  transition  in  the  mind  of  the  ignorant 
savage  who  saw  the  whites  coming  into  the  North- 
west in  increasing  numbers.  The  threat  of  an 
American  sea  captain  in  the  Columbia  nearly 
twenty  years  earlier,  to  release  death  from  a 
bottle,  had  not  been  forgotten  by  the  Northwest 
Indians,  especially  since  the  Captain’s  threat  had 
been  followed  by  the  serious  epidemic  of  1829. 
It  is  also  stated  that  in  one  case  the  measles  was 
purposely  given  to  the  Indians,  who  were  frequent- 
ly troublesome  to  the  wagon  trains,  by  a young 
man  of  one  immigrant  party,  who  himself  had  the 
disease,  wrestling  with  an  Indian  and  thus  ex- 

33.  Tolmie,  W.  F. : Letter  in  Trans.  Oregon  Pioneer  Assoc. 
12th  Annual  Reunion,  p.  33,  1‘884. 


FIG.  12  B 


Fig.  12.  a.  The  Whitman  grave  in  1858. 

b,  The  W'hitman  grave  in  1889. 

posing  him.3-i  The  disease  spread  rapidly,  and  the 
Indians  suffered  severely.  Their  native  method  of 
treatment  and  their  reliance  on  the  native  “tewats” 
or  medicine  men,  only  aggravated  the  epidemic. 
The  Whitmans  had  been  warned  of  the  increasing 
hostility  of  the  Indians,  but  stuck  to  their  post. 
The  vindictive  savages  must  wreak  their  revenge, 
and  the  horrors  of  the  Whitman  massacre,  No- 
vember 29,  1847,  were  the  result  (fig.  12).  The 
“good  Doctor”  was  felled  by  three  Indains  who 
came  ostensibly  seeking  his  medical  aid,  while  he 
attempted  to  minister  to  them. 

DR.  WILLIAM  J.  BAILEY 

While  Whitman,  the  physician,  was  the  moving 
spirit  among  the  American  Board  missionaries, 
Jason  Lee,  the  preacher,  occupied  a corresponding 
position  in  the  Methodist  Mission,  which  was  es- 
tablished at  Mission  Bottom,  ten  miles  north  of 
Salem,  in  1834,  two  years  before  Whitman’s  ar- 
rival in  Oregon.  No  physician  was  at  first  sent 
out  by  the  Methodists  but  one  appeared  on  the 
scene  in  an  unexpected  manner  in  1835,  in  the 
person  of  Dr.  William  J.  Bailey.  Bailey,  as  one 
of  a party  of  eight  trappers,  had  started  north 
from  California  on  a fur  trapping  expedition  into 

34.  Bancroft,  H.H. : History  of  the  Northwest  Coast.  Vol. 
1,  San  Francisco,  1886. 
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Oregon.  All  went  well  until  they  reached  the  re- 
gion  inhabited  by  the  Shasta  Indians,  who  were 
notoriously  hostile  to  the  white  man  all  through 
the  early  period  of  Oregon  history.  The  band  of 
trappers  was  unfamiliar  with  these  Indians,  and 
unsuspectingly  allowed  them  to  enter  their  camp 
and  to  obtain  possession  of  their  weapons,  with 
the  use  of  which,  however,  the  Indians  were  not 
acquainted.  The  savages  attacked  the  unprepared 
whites  with  tomahawks  and  knives  and  quickly 
killed  four  of  the  party.  The  remaining  four 
fought  desperately  with  knives,  but  were  soon 
overpowered.  Bailey,  badly  wounded  many  times, 
was  left  on  the  ground  apparently  dead.  After 
the  Indians  departed  he  recovered  consciousness, 
and  fearful  that  the  savages  would  return,  dragged 
himself  into  a thicket  to  hide.  He  bound  up  his 
wounds  as  well  as  he  was  able,  tying  his  cloven 
jaw  together  with  a handkerchief,  and  stopping 
the  hemorrhage  from  five  knife  wounds.  After 
three  weeks  of  lone  wandering,  living  on  berries, 
roots,  snails  and  insects  in  the  meantime,  he  made 
his  way  to  the  Methodist  Mission  on  the  Wiliam' 
ette.  He  arrived  on  the  river  bank  opposite  the 
mission,  and  at  first  essayed  to  swim  the  stream, 
but  found  himself  too  weak  and  turned  back  to 
the  shore. 35  He  was  finally  discovered  and  ferried 
across,  reaching  the  mission  in  a pitiable  condition. 
There  being  no  physician  nearer  than  Fort  Van' 
couver,  fifty  miles  away,  he  was  taken  to  the  post 
by  boat  and  placed  under  the  care  of  Dr.  Gaird' 
ner.  Townsend,  the  naturalist,  who  was  at  the 
fort  at  the  time,  says  in  his  journal  “(Bailey)  is 
doing  well  under  the  excellent  and  skillful  care  of 
Dr.  Gairdner.”36  After  recovering  from  his  fear' 
ful  experience  Bailey  returned  to  the  mission  and 
later  married  one  of  the  young  women  who  had 
been  sent  out  to  teach  the  Indians.  In  1837,  on 
the  arrival  of  Dr.  Elijah  White,  sent  by  the 
Methodist  Board  as  physician  to  the  Mission,  the 
discouraged  and  somewhat  morose  Bailey  was  en' 
couraged  to  furbish  up  his  medical  knowledge, 
which  for  some  years  had  been  laid  aside,  and 
from  this  time  he  served  as  a physician  in  the 
young  community. 

While  Bailey  reached  the  Willamette  Mission 
in  183?,  it  was  apparently  several  years  before  he 
undertook  to  practice  medicine.  His  misfortunes 
had  soured  him  and  it  required  some  time  for  him 
to  recover.  Elijah  White  certainly  did  medical 

35.  Allen,  A.  J. : Ten  Years  in  Oregon.  Travels  and.  Ad- 
ventures of  Dr.  E.  White,  etc.  Ithaca,  1848. 

36.  Townsend.  J.  K.:  Narrative  of  a Journey  Across  the 

Rocky  Mountains  to  the  Columbia  River,  Philadelphia,  1839. 


work  in  the  little  settlement  earlier  than  Bailey. 
In  1839,  however,  Farnham  writes  of  him  as  fob 
lows:  “After  surveying  these  marks  of  civilization 
I found  a Dr.  Bailey  waiting  with  his  horses.  Lieu' 
tenant  Wilkes  describes  Bailey  as  being  of  “Eng' 
lish  antecedents  but  an  American  by  preference 
...  his  was  the  nicest  house  I had  seen  in  the 
territory,  and  under  the  supervision  of  a good 
Yankee  wife.  I staid  to  dinner  and  it  was  indeed 
a pleasure  to  see  every  part  of  an  establishment 
in  order.”38  Jt  might  be  added  in  this  connection 
that  Wilkes,  an  American  naval  officer,  did  not 
think  highly  of  the  American  settlers  at  the  time 
of  his  visit.  Dr.  Bailey  took  an  active  part  later 
in  organizing  the  provisional  government  of  Ore' 
gon  and  served  in  various  official  capacities,  being 
a member  of  the  Executive  Committee  in  1844. 
He  died  at  Champoeg  in  1876. 

In  Elijah  White’s  Ten  Tears  in  Oregon,  com' 
piled  by  Miss  Allen,  Dr.  Bailey  is  described  as 
a native  of  England,  of  respectable  parentage,  and 
bred  to  the  medical  profession.  He  appears  to 
have  been  acquainted  with  Sir  Astley  Cooper  and 
Abernethy  and  “has  witnessed  some  of  their  most 
interesting  surgical  operations.’’  Unfortunately  he 
had  too  great  an  appetite  for  alcoholic  liquor,  and 
his  mother  and  three  sisters  moved  with  him  to 
America  in  the  hope  of  discouraging  this  handicap 
of  his  prospects.  But  whiskey  was  as  easy  to  get 
in  New  York  as  rum  in  London  and  “one  morn' 
ing  after  an  unusually  severe  rebuke  from  his 
mother  . . . (he)  repaired  to  a ship  and  engaged 
on  board  as  a common  hand. ’’3 5 

After  recovering  from  his  wounds  at  'Vancouv' 
er,  Bailey  wandered  about  the  settlement,  finding 
such  employment  as  he  could.  He  split  rails  “for 
two  shillings  per  hundred,  of  which  since  he  had 
little  strength  and  less  inclination  for  such  pur' 
suits  he  soon  wearied.’’  He  visited  California  a 
second  time,  in  a trip  with  Ewing  Young,  after 
cattle.  It  was  after  his  return  from  this  expedition 
that  he  was  taken  into  the  home  of  Dr.  Elijah 
White  to  review  his  medical  studies  and  prepare 
himself  again  for  medical  practice. 

He  is  described  as  “an  educated  man,  soured  by 
adversity  and  bitingly  sarcastic,  and  consequently 
was  not  a favorite  among  the  people;  indeed  had 
very  few  friends.  At  the  end  of  six  months,  his 
modest,  unassuming  manners  and  studiousness  had 
elevated  him  in  the  public  estimation,  and  he  pos' 
sessed  its  entire  confidence  as  a skillful  physician, 
which  he  proved  himself  to  be.’’ 
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DR.  EEIJ.AH  WHITE 

Dr.  Elijah  White  was  a native  of  New  York 
State  and  had  practiced  medicine  there,  but  of- 
fered himself  as  a medical  missionary  to  the 
Methodist  Board,  and  was  sent  to  the  Willamette 
Mission.  With  a party  of  missionaries.  White 
arrived  on  the  Columbia  in  May,  1837,  and  after 
the  customary  call  of  courtesy  at  Fort  Vancouver, 
the  party  proceeded  on  to  Mission  Bottom, 
where  White  was  put  in  charge  of  the  sick.  He 
also  ministered  to  others  than  the  members  of  the 
mission.  Some  idea  of  his  activities  may  be 
gleaned  from  the  following  excerpts  from  his 
story  as  compiled  by  ^liss  Allen. 

“Dr.  W'^hite  was  called  to  minister  to  a great 
chief  named  Somick,  about  two  miles  distant,  who 
had  been  shot  while  sleeping  by  a slave;  one  ball 
carrying  aw-ay  part  of  the  under  jaw,  another 
wounding  his  breast  and  a third  entering  his 
elbow  and  lodging  in  the  palm  of  the  hand. 
He  was  terribly  mutilated  and  all  excepting  the 
doctor  despaired  of  his  life,  and  he  only  entertain- 
ing a hope  from  his  losing  such  a quantity  of 

blood,  thereby  preventing  inflammation 

He  lingered  a long  time  and  finally  recovered,  but 
a most  pitiable  looking  object.” 

A glimpse  of  medical  activity  in  the  wilderness 
is  given  in  the  account  concerning  Mr.  Shep- 
herd, who  “Went  to  Oregon  ...  in  delicate 
health,  being  predisposed  to  scrofula  ....  This 
after  two  years’  severe  exposure  in  that  new 
country,  exhibit  itself  in  a scrofulous  knee  joint. 
After  protracted  illness  ....  he  besought  Dr. 
White  to  remove  the  limb.  This  was  done  with 
all  possible  dispatch,  notwithstanding  it  was  hope 
against  hope.  Most  of  his  friends  looked  forward 
to  his  recovery.  For  fifteen  or  sixteen  days 
(there  was)  relief.  . . . Amputation  was  done 
December  11  (1839)  by  Dr.  White,  assisted  by 
Dr.  Bailey  and  Mr.  Wilson.  The  stump  of  the 
amputated  limb  healed  gradually  and  strong 
hopes  were  entertained  that  he  would  recover ; but 
they  proved  delusive,  for  an  abscess  formed  at  his 
hip  which  baffled  medicine.” 

Dr.  White  served  four  years  at  the  Mission, 
during  which  time  “a  large  hospital,”  according 
to  Farnham,^'^  who  saw  it,  was  erected  near  the 
doctor’s  dwelling  for  the  reception  of  patients. 
This  traveller  describes  White’s  dwelling  as  a 
large,  frame  house,  with  barn,  on  a farm  half  a 
mile  east  of  the  mission.  The  doctor  is  spoken 
of  as  “thoroughly  devoted  to  the  amelioration  of 


the  physical  condition  of  the  nati\'es.’’  The  mis- 
sion itself  consisted  in  1839  “of  three  log  cabins, 
a blacksmith  shop  and  outbuildings  on  the  east 
bank  of  the  Willamette,  with  large  and  well  culti- 
vated farms  around  about.”  Dr.  White  and 
Jason  Lee,  the  superintendent  of  the  mission, 
however,  came  to  a serious  disagreement  which 
led  to  White’s  return  to  the  States,  on  the  ship 
Lausanne  in  1841.  According  to  White’s  state- 
ment this  disagreement  was  “in  relation  to  the  best 
way  and  means  of  carrying  forward  the  objects 
of  the  mission.”  W.  H.  Gray,  however,  makes 
charges  of  immorality,^^  and  flays  White  unmer- 
cifully on  almost  every  page  where  reference  is 
made  to  the  doctor. 

A point  of  interest  is  found  in  the  fact  that 
White  may  be  called  the  first  American  teacher 
of  medicine  west  of  the  Rocky  Mountains,  and 
probably  west  of  St.  Louis.  Dr.  Bailey  not  only 
took  in  the  down  and  out  to  his  house  to  review 
his  medical  studies,  as  already  recounted,  but  he 
also  took  a young  man  named  W.  H.  Willson  as 
an  apprentice  and  taught  him  some  of  the  rudi- 
ments of  the  medical  art.  Willson  may  be  looked 
upon  as  the  first  medical  student  west  of  the 
Rockies.  He  came  to  be  called  Dr.  Wilson,  but 
is  described  as  better  known  for  his  fund  of  anec- 
dote and  rollicking  good  humor  than  for  his  medi- 
cal knowledge. 

On  his  return  to  the  States,  White  received 
appointment  as  sub-Indian  agent  for  Oregon 
from  the  government  at  Washington,  and  soon 
returned  to  the  Northwest.  He  was  captain  of 
the  immigrant  train  of  1842  to  Oregon,  arriving 
in  the  Fall  of  that  year  with  “unlimited  discre- 
tionary power  from  the  president  of  the  United 
States”  according  to  Gray.^i  On  reaching  Oregon 
he  undertook  earnestly  to  perform  the  ill  defined 
duties  of  his  office,  as  he  conceived  them,  but 
antagonized  many  of  the  settlers  in  the  young 
colony,  whose  ideas  were  at  variance  with  those 
of  the  doctor.  In  1845  he  returned  to  Wash- 
ington, expecting  a renewal  of  his  appointment 
but  was  sent  away  without  it.  In  1861  he  was 
employed  again  as  the  special  Indian  agent  in 
Oregon.  He  died  in  San  Francisco  in  1879. 

On  Dr.  White’s  homeward  voyage  on  the 
Lausanne  in  1841,  one  of  the  passengers,  Mr. 
Deill,  died  of  tuberculosis  in  latitude  40  degrees. 
South,  in  mid-ocean.  Dr.  White  performed  an 

37.  Farnham’s  Travels,  in  the  the  Great  Western  Prairies,  in 
Thwaites’  Early  Western  Travels,  Vol.  29,  1906. 

38.  Wilkes,  Charles:  Narrative  of  the  United  States  Ex- 
ploring Expedition,  1838-’42.  Vol.  4,  Philadelphia.  1845. 
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autopsy,  finding  “the  left  lobe  of  the  lungs  entirely 
destroyed,  and  the  right  two  thirds  obliterated, 
and  the  residue  in  an  extremely  tuberculous 
state.”^°  Dr.  White  appears  to  have  been  the 
boldest  practitioner,  if  not  the  best  beloved, 
among  the  Methodist  Mission  physicians.  Others 
of  this  group,  who  remained  in  Oregon  for  a 
greater  or  less  period  of  time  were  Dr.  John  P. 
Richmond,  Dr.  Ira  L.  Babcock,  Dr.  Henry 
Saffron  and  Dr.  W.  H.  Willson,  to  whom  refer- 
ence has  already  been  made. 

DR.  W.  H.  WIEESON 

Dr.  Willson  came  to  Oregon  in  1837  as  a lay 
helper  for  the  Willamette  Mission.  As  already 
stated,  he  studied  medicine  under  Dr.  White.  He 
had  been  a cooper  on  a whaling  ve.‘’sel  in  his 
youth,  but  had  become  converted  to  Methodism 
and  subsequently  volunteered  for  the  Mission. 
In  1840  he  married  Miss  Chloe  A.  Clark,  a teacher 
in  the  Mission,  at  Nisqually,  this  being  the  first 
marriage  in  the  Puget  Sound  region.  Willson 
and  Miss  Clark  had  been  sent,  with  Dr.  Rich- 
mond, to  Nisqually  in  June,  1840,  to  establish 
a mission  post  among  the  Puget  Sound  Indians. 
These  Indians  proved  to  be  particularly  hopeless, 
and  the  difficulties  of  turning  them  to  Protestant 
Christianity  particularly  great,  and  after  four 
years  Dr.  Richmond  and  his  family  returned  to 
the  States,  while  the  Willsons  returned  to 
the  Willamette  Mission. Mrs.  Willson  became 
the  first  teacher  in  the  Oregon  Institute,  which 
later  became  Willamette  University,  which  was 
founded  by  Jason  Lee  in  1842,  and  Dr.  Willson 
became  the  treasurer  of  the  first  provisional  gov- 
ernment of  Oregon.  He  was  also  for  some  time 
financial  agent  of  the  Oregon  Institute,  and  for 
many  years  made  his  home  at  Salem,  where  he 
died  April  17,  1856,  of  apoplexy.  W.  H.  Gray, 
who  knew  him  personally,  writes : “The  doctor 
was  a cheerful,  whole  souled,  good-sort  of  a 
fellow,  with  a greater  abundance  of  interesting 
and  funny  yarns  than  profound  medical  skill, 
which  always  made  him  agreeable,  and  seemed  to 
gain  friends  and  popularity  in  a community  that 
as  a general  thing,  would  prefer  a tincture  of 
humbuggery.”^^ 

Other  Missionary  Physicians 

Dr.  Ira  L.  Babcock  appears  to  have  become 
the  physician  at  the  Methodist  Mission  on  the 
retirement  of  Dr.  White.  He  arrived  with  the 
“great  reinforcement’’  of  1840  on  the  Lausanne. 
He  was  first  sent  to  the  aid  of  Daniel  Lee  and 


W.  H.  K.  Perkins  at  The  Dalles,  but  subsequently 
returned  to  Mission  Bottom.  Of  his  medical 
training  and  activities  we  have  no  word,  but  he 
became  an  important  figure  in  the  little  colony 
and  was  elected  to  important  posts  under  the 
provisional  government.  According  to  Gray  “he 
was  lawmaker,  judge  and  executive  to  the  settle- 
ment, just  as  much  so  as  John  McLoughlin  was 
to  the  Hudson’s  Bay  Company.” 

Dr.  John  P.  Richmond,  already  named,  who 
went  to  Nisqually  in  1840,  graduated  in  medicine 
in  Philadelphia  about  1830.  He  entered  the  Meth- 
odist ministry,  and  was  stationed  at  Jacksonville, 
Illinois,  when  in  1839  he  was  appointed  missionary 
to  Oregon.  He  arrived  with  the  great  reinforce- 
ment of  1840,  and  was  almost  immediately  sent  to 
Puget  Sound,  as  stated,  to  open  the  mission  post 
at  Nisqually.  His  wife  and  family  of  four  chil- 
dren accompanied  him,  and  he  was  the  first 
American  to  settle  north  of  the  Columbia  River, 
antedating  all  others  by  five  years.  To  this 
family  also  belongs  the  distinction  of  the  birth  of 
the  first  white  child  in  the  Puget  Sound  region, 
for  a son,  Francis,  born  at  Nisqually  on  Feb- 
ruary 28,  1842.  Due  to  illness  in  his  family  Dr. 
Richmond  returned  to  Illinois  when  it  was  de- 
cided to  abandon  the  mission  station  at 
Ni  squally. 

Dr.  Henry  Saffron,  whose  name  is  also  spelled 
Saffaron,  appears  to  have  been  a devoted  mis- 
sionary of  whom  there  is  little  record.  Gray 
states  that  he  is  listed  in  a letter  from  Alanson 
Hinman  to  Governor  Abernethy  as  being  at  his 
post  at  The  Dalles  mission  at  the  time  of  the 
Whitman  massacre  in  1847.31  j^g  ^i^g  Can- 
adian messenger  from  Fort  Nez  Perce,  who 
carried  the  news  of  the  massacre  to  Fort  Van- 
couver, but  for  some  reason  was  not  informed  of 
this  event  by  the  messenger.  He  appears  to  have 
moved  to  Oregon  City  and  to  have  practiced 
there,  but  this  is  obscure. 

With  the  Whitman  massacre  the  missionary 
enterprise  among  the  Indians  was  concluded  by 
the  Protestant  denominations.  The  Methodist 
Mission  had  already  turned  its  efforts  in  other 
directions,  for  the  tribes  of  the  lower  Columbia 
and  the  Willamette  Valley  had  been  virtually  ex- 
terminated by  disease.  The  tribes  of  the  Inland 
Empire,  still  powerful  in  spite  of  epidemic  visi- 
tation, were  considered  too  dangerous  for  many 
years  to  make  white  settlement  among  them  safe. 

39.  Hines,  H.  K.;  Missionary  History  of  the  Pacific 
Northwest,  Portland,  1899. 
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Another  name  should  be  added  to  the  list  of 
early  practitioners,  who  were  connected  with  the 
missionary  enterprise  on  their  arrival  in  the 
Oregon  country,  in  the  person  of  W.  H.  Gray,  to 
whom  we  are  indebted  for  so  much  of  the  early 
history  of  Oregon.  Gray  came  as  a lay  helper 
in  the  Whitman  misssion.  After  some  years  he 
severed  his  connection  with  the  mission  and 
moved  to  Salem,  and  later  to  Clatsop  Plains  and 
Astoria.  In  addition  to  many  other  activities, 
which  included  his  “History  of  Oregon,”  pub- 
lished in  1870,  Gray  practiced  medicine,  and  is 
usually  referred  to  in  later  life  as  Dr.  Gray. 
\Miere  he  obtained  his  medical  training  is  not 
clear.  There  are  some  vague  references  to  some 
study  of  medicine  by  him  in  X’^ew  York  state,  bui 
it  appears  likely  that  he  learned  most  of  his  med- 
ical art  from  Dr.  Whitman  during  his  association 
with  the  Whitman  mission.  He  was  a keen, 
analytical  and  clear-headed  man,  of  energy  and 
force  of  character.  His  reference,  above  quoted, 
to  the  preference  of  the  uncritical  community  for 
a “tincture  of  humbuggery”  in  medical  matters, 
was  based  upon  many  years  of  observation,  al- 
though from  such  accounts  as  are  available,  he 
himself  avoided  this  part  of  the  pharmacopeia, 
so  far  as  the  medical  knowledge  of  his  day  made 
possible. 

The  years  18-18  and  1849  ushered  in  an  en- 
tirely new  order  into  the  settlements  in  the  Oregon 
country,  for  which  preparation  had  been  making 
for  several  years.  Up  to  this  time  the  Hudson’s 
Bay  Company  had  been  the  dominant  factor,  but 
its  power  ceased  with  the  treaty  which  established 
the  northern  boundary  of  Oregon  at  the  49th. 
parallel  of  latitude.  The  great  fur  company  left 
Vancouver  for  Victoria  in  1849.  Territorial  gov- 
ernment had  been  established,  and  in  1848  a 
governor  had  been  appointed  for  the  territory  of 
Oregon  by  the  president  of  the  United  States. 
The  period  of  more  rapid  settlement  and  of  de- 
velopment had  arrived.^® 

The  transition  from  the  earliest  period  of  the 
fur-traders,  through  that  of  the  Hudson’s  Bay 
Company  and  the  missionaries,  to  the  period 
of  settlement  and  statehood,  can  well  be  sum- 
marized in  the  career  of  one  man.  Dr.  W.  C. 
McKay,  for  many  years  a well  known  physi- 
cian of  Pendleton.  He  is,  with  the  possible  ex- 
ception of  one  of  the  sons  of  Dr.  McLoughlin. 
the  first  native  born  son  of  the  Northwest  to 

40.  Clark,  R.  C.:  History  of  Willamette  Valley. 
Chicago,  1927. 


have  turned  to  the  study  of  medicine,  and  is 
the  first  to  have  made  its  practice  his  life-long 
work,  with  intervals  when  he  was  engaged  tem- 
porarily in  other  pursuits,  such  as  merchandising 
in  Oregon  City,  digging  gold  in  California,  and 
fighting  hostile  Indians  in  Eastern  Oregon.'*^ 
The  son  of  Dr.  McLoughlin,  to  whom  reference 
has  just  been  made,  was  sent  to  England  to 
study  medicine.  It  is  not  clear  whether  this 
was  John,  the  oldest  son,  or  Joseph  Mcl,oughlin. 
X’either  is  it  clear  if  he  was  born  in  Oregon,  for 
Dr.  McLoughlin  had  several  children  when  he 
reached  the  Columbia  in  1824,  among  them 
John.  According  to  a memorandum  by  Mr. 
George  H.  Himes,  in  the  Oregon  Historical  So- 
ciety,'^^  based  upon  a conversation  many  years 
ago  with  David,  a younger  son  of  Dr.  iMc- 
Loughlin,  it  was  John,  rather  than  Joseph,  who 
studied  medicine.  After  going  to  India  as  an 
army  surgeon,  young  IMcLoughlin  returned  to 
Oregon  in  a short  time.  John  IMcLoughlin,  Jr. 
entered  the  fur  trade  and  was  murdered  on  the 
Stikene  River,  in  British  Columbia,  while  in 
charge  of  a trading  post.  Joseph  McLoughlin 
turned  to  agriculture,  settling  in  Yamhill  county, 
Oregon,  where  he  became  a respected  member  of 
the  community.'*'^ 

(To  be  concluded) 

41.  Note  of  Conversation  with  George  H.  Himes,  In 
Oregon  Histirical  Society. 


Problems  of  Administration  in  Industrial  Surgery. 
Lloj'd  Noland,  Birmingham,  Ala.  (Journal  A.  M.  A., 
Oct.  8,  1932),  points  out  that  as  industry  has  developed, 
its  directing  heads  have  come  more  and  more  to  realize 
that  the  skilled  care  of  the  injured  employee  is  only 
one  of  a number  of  medical  problems,  all  equally  im- 
portant in  the  maintenance  of  a highly  skilled  and 
steady  working  force.  It  has  been  estimated  that  from 
6 to  7 per  cent  of  industrial  absenteeism  is  due  to 
accidents,  3 per  cent  to  occupational  disease  and  the 
remaining  90  per  cent  to  sickness  of  nonindustrial  origin- 
The  latter  class  is  of  tremendous  importance  as  a cause 
of  great  loss  both  to  the  employer  and  to  the  employee. 
The  problem  of  the  industrial  surgeon  of  today  is  there- 
fore a far  greater  one  than  the  relatively  simple  mat- 
ter of  the  handling  of  trauma,  for  he  should  be  prepared 
to  handle  sanitary,  medical  and  social  problems  as  well, 
with  at  least  the  following  aims  in  mind : The  employee 
must  be  physically  fit ; working  conditions  must  be  made 
as  safe  as  possible ; proper  sanitation,  including  ventila- 
tion, illumination  and  temperature  control,  as  well  as 
facilities  for  bodily  cleanliness,  must  be  provided.  Fur- 
thermore, it  must  be  realized  that  contentment  and 
efficiency  also  depend  on  living  conditiins  in  the  home 
and  on  the  health  of  the  worker’s  family.  As  a practical 
example  of  such  a problem  and  its  partial  solution,  the 
author  presents  a brief  description  of  the  organization 
and  work  of  the  health  department  of  the  Tennessee 
Coal,  Iron  and  Railroad  Company,  the  function  of  which 
is,  in  broad  terms,  the  maintenance  of  health  and  work- 
ing efficiency  of  all  employees  of  the  company. 
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ECONOMIC  PAPERS 
As  is  well  known  to  the  readers  of  this  journal, 
the  Washington  State  Medical  Association  de- 
voted the  whole  program  at  its  September  meet- 
ing to  consideration  of  medical  economics. 
Papers  were  presented  both  by  members  of  the 
association  and  visitors  from  the  east.  What 
will  be  the  outcome  of  the  discussions  and  interest 
aroused  at  that  meeting  can  only  be  determined 
by  future  events.  In  order  that  the  profession 
of  the  Northwest  may  be  familiarized,  so  far  as 
possible,  with  the  matters  presented  before  that 
meeting,  this  issue  is  devoted  largely  to  the  papers 
read  at  that  time.  It  has  not  been  possible  to 
obtain  papers  from  eastern  visitors  to  include 
with  this  group.  If  they  are  received  at  a later 
date  they  will  be  published  in  subsequent  issues. 
It  is  hoped  that  the  space  devoted  to  these  pro- 
blems and  the  publication  of  material  bearing  on 
them  may  prove  to  be  of  value  and  assistance  to 
others  in  their  consideration  and  solution. 


MINIMUM  DEATH  RATE 

According  to  statistics  issued  by  the  Bureau  of 
the  Census  the  year  1931  shows  a minimum  death 
rate  for  the  United  S.tates.  The  figure  is  11.1  per 
1000  estimated  population  in  the  registration  area. 
For  the  years  1931,  1930,  1929  and  1928  the  rates 
are,  respectively,  11.1,  11.3,  11.9,  12.1,  Nearly 
all  states  present  corresponding  reductions  of 
mortality.  For  Oregon  the  figures  for  these  years 
are  10.9,  11.0,  11.3,  11.3;  for  Washington  10.5, 
10.6,  10.6,  10.9;  for  Idaho  9.0,  9.4,  9.2,  9.4.  When 
we  turn  to  the  death  rates  for  our  larger  cities  we 
note  varied  sequences  for  each.  For  Portland  the 
figures  are  11.6,  12.1,  12.6,  12.5;  for  Seattle  11.3, 
10.,9  11.1,  11.1;  for  Spokane  12.2,  12.5,  12.9, 
14.1 ; for  Tacoma  12.7,  12.8,  12.2,  12.3;  for  Boise 
18.9,  16.8,  18.1,  15.6.  Why  some  of  these  cities 
should  not  show  a corresponding  minimum  for 
1931  is  not  easily  explainable. 

Various  comments  have  been  published  explain- 
ing this  diminishing  death  rate,  all  of  which  seem 
to  lay  much  stress  on  the  depression  as  a main 


influence.  Suspension  of  industries  has  reduced 
the  accident  hazard  and  financial  limitations  have 
decreased  highway  traffic.  It  is  suggested  that 
people  have  been  living  on  plainer  food  with  a 
diminished  amount  which  may  aid  in  prolonging 
life,  and  in  some  sections  there  has  apparently 
been  a decrease  in  the  consumption  of  alcohol. 
These  and  many  other  factors  are  presented  as 
having  had  their  influence  in  decreasing  the  death 
rate.  It  is  suggested  that  coming  years  may  dis- 
play an  increased  mortality,  resulting  from  low- 
ered vitality  and  lessened  resistance  which  will 
ensue  from  the  privations  incident  to  the  depres- 
sion. Attention  is  called  to  the  fact  that,  follow- 
ing the  world  wide  epidemic  of  influenza,  there 
was  at  first  a decreased  mortality  rate,  followed 
by  an  increase  when  the  aftermath  of  the  great 
epidemic  brought  its  inevitable  toll  of  mortality. 
It  will  be  interesting  in  subsequent  census  reports 
to  discover  what  special  diseases  will  record  low- 
ered mortality  rates. 

THE  CIGARETTE  HABIT 
^laledictions  have  for  many  years  been  heaped 
upon  the  cigarette  as  the  cause  of  youthful  de- 
pravity and  moral  delinquency.  The  youthful 
smoker  has  been  implored  to  abandon  use  of  the 
“coffin  nail”  lest  his  span  of  life  be  shortened 
and  health  ruined.  Definite  data  to  confirm  these 
terrifying  predictions  have  generally  been  want- 
ing. Commonly  they  have  been  based  on  moral 
contentions  and  have  furnished  material  for  the 
social  reformer.  Scientific  facts  to  verify  these 
predictions  are  presented  by  Rolleston*  who  has 
make  a profound  study  of  the  effect  of  tobacco 
on  the  human  system  and  its  baneful  results.  It 
is  stated  that  the  cigarette  habit  was  introduced  in 
England  after  the  Egyptian  campaign  in  1882  and 
a few  years  later  was  adopted  extensively  in 
America.  It  met  with  such  disapproval  that 
twelve  states  prohibited  the  sale  of  cigarettes. 
All  such  laws  were  repealed,  however,  Kansas 
being  the  last  to  remove  the  restrictions  in  1927. 
In  1930  it  is  stated  123  billion  cigarettes  were 
produced  in  the  United  States  for  which  nearly 
a billion  dollars  was  expended. 

While  it  is  denied  that  the  cigarette  paper  is 
deleterious,  the  baneful  ingredients  of  tobacco 
consist  of  nicotine  which  is  said  to  exist  in  such 
an  amount  that  consumption  of  ten  to  twenty 
cigarettes  daily  induces  15  to  30  mg.  of  nicotine 

•Rolleston.  J.  D.,  The  Cigarette  Habit.  Brit  J.  Ineb. 
30:  1-27,  July.  1932. 
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into  the  blood,  with  pyredine  and  furfural  as  ad- 
ditional factors.  Denicotinised  cigarettes  is  a mis- 
nomer. Some  of  these  are  found  to  contain  as 
much  nicotine  as  ordinary  tobacco.  Relatively 
large  amounts  of  carbon  monoxide  are  absorbed 
by  the  cigarette  smoker.  Six  per  cent  in  the  blood 
is  commonly  found  and  to  this  is  attributed  at- 
tacks of  giddiness,  tremors  and  irregular  char- 
acter of  writing. 

Various  digestive  symptoms  are  found  to  result 
from  the  tobacco  habit.  Gastric  hyper  motility 
and  hyperchlorhydria  are  common  and  are  said  to 
be  an  important  factor  in  the  causation  of  duo- 
denal ulcer.  Moynihan  has  stated  that  tobacco 
must  be  scrupulously  avoided  for  at  least  a year 
after  an  operation  for  this  condition.  Esophagism- 
cardiospasm  and  pyloraspasm  are  attributed  to 
excessive  cigarette  using.  The  belief  that  tobacco 
has  any  bactericidal  power  has  been  exploded. 
Smoking  is  well  known  to  stave  off  the  pangs  of 
hunger  and  it  is  declared  no  cure  equals  it  for 
gluttony.  Knopf  claims  that  undernourishment 
resulting  from  excessive  cigarette  smoking  to  ob- 
tain a slim  and  graceful  figure  is  a cause  of  re- 
cent increase  in  the  tuberculosis  morbidity  and 
mortality  of  girls  between  15  and  25  years  of  age. 

It  has  been  found  that  excessive  cigarette  smok- 
ing may  induce  hypertension,  hyperglycemia  and 
intestinal  inhibition.  Among  a series  of  dogs 
made  to  inhale  cigarette  smoke  continuously  one- 
fifth  died  of  cardiac  failure  with  more  cases  of 
respiratory  paralysis.  Tobacco  angina  is  recog- 
nized by  many  writers,  some  of  whom  have 
claimed  fatalities  from  it.  Severe  cases  of  this 
character  are  reported  with  complete  recovery  af- 
ter abandoning  excessive  cigarette  smoking. 

While  some  devotees  claim  a soothing  effect  on 
the  nervous  system  from  cigarette  smoking,  ex- 
cessive indulgence  is  said  to  produce  giddiness,  in- 
somnia, tremors,  irritability,  depression,  lack  of 
energy  and  mental  sluggishness.  During  the 
World  War  it  was  reported  that  in  some  military 
hospitals  patients  were  able  to  obtain  long  periods 
of  hospitalization,  due  to  the  presence  of  these 
nervous  symptoms  following  excessive  cigarette 
smoking.  Herrick  reports  patients  smoking  from 
twenty  to  thirty  cigarettes  daiE  on  the  plea  that  it 
quiets  them  of  their  irritability,  while  in  reality  a 
vicious  circle  is  created,  the  nervous  system  becom- 
ing more  upset  the  more  they  smoke.  Whether  cig- 
arette smoking  produces  psychosis  is  a matter  of 


dispute,  although  nicotine  psychosis  is  said  to  be 
characterized  by  hallucinations,  delusions  and 
slight  maniacal  attacks. 

Much  has  been  written  as  to  the  relation  be- 
tween cancer  and  use  of  tobacco.  While  irritation 
from  the  pipe  and  cigar  is  often  considered  an 
etiologic  factor  in  cancer  of  the  lip,  that  from  the 
smoke  on  the  tongue  and  mouth  has  also  been 
claimed  to  be  of  carcinogenic  importance.  In  re- 
cent years  primary  carcinoma  of  the  lung  has  been 
considered  by  some  to  display  increased  incidence, 
due  to  inhalation  of  cigarette  smoke.  One  writer 
claims  to  have  found  this  condition  relatively  fre- 
quent in  innkeepers  and  waiters  who  are  forced  to 
work  in  smoke  laden  atmosphere. 

The  relation  of  the  cigarette  habit  to  crime  is 
of  universal  acceptance.  It  is  claimed  that  no 
agency  in  the  world  so  seriously  affects  the  health, 
efficiency,  education  and  character  of  boys  and 
girls  as  cigarette  excess.  Nearly  every  delinquent 
boy  is  a cigarette  smoker.  Judges  of  juvenile 
courts  and  superintendents  of  reformatories  are 
unanimous  in  the  belief  that  the  cigarette  habit 
predisposes  to  delinquency  and  crime.  A well 
known  psychological  expert  says  the  cigarette 
habit  takes  such  a firm  hold  upon  some  people  as 
to  have  a deteriorating  influence  on  character, 
especially  when  indulged  in  to  excess. 


OREGON  STATE  MEETING 

At  the  annual  meeting  of  the  Oregon  State 
Medical  Society,  held  at  Klamath  Ealls  last 
month,  a good  attendance,  representative  of  the 
medical  profession  of  the  entire  state,  was  regis- 
tered. The  excellent  weather  prevailing  and  the 
unusual  hospitality  and  entertainment  afforded 
by  the  medical  profession  of  Klamath  County, 
together  with  the  vacation  advantages  of  this 
region,  made  this  meeting  a most  pleasant  respite 
for  the  busy  doctor  who  could  take  time  enough 
to  spend  a few  days  at  this  meeting.  Apart  from 
jthejDUtStanding  three  days  scientific  session,  many 
took  advantage  of  the  opportunity  afforded  by  the 
wonderful  lakes  for  fishing,  the  woods  for  mule 
and  black-tail  deer,  sightseeing  and  the  visiting  of 
places  of  historic  interest. 

A series  of  lectures,  demonstrations,  and  papers 
was  presented  in  the  scientific  program  by  Ore- 
gon physicians  which  were  outstanding  in  merit, 
being  most  interesting  and  instructive,  also  prov- 
ing that  Oregon  physicians  and  surgeons  rate 
high  in  the  medical  profession  of  the  nation. 
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Three  illustrated  lecturers,  entitled  “Practical 
Aids  in  Abdominal  Diagnosis,’  ’ were  given  by  Dr. 
Edward  M.  Livingston,  instructor  in  surgery  at 
the  University  and  Bellevue  Hospital  Medical 
College  in  New  York  City.  Another  series  of 
three  illustrated  lectures  on  carcinoma,  was  pre- 
sented by  Dr.  Thomas  E.  Jones  of  the  department 
of  Surgery  of  the  Cleveland  Clinic,  Cleveland, 
Ohio. 

The  above  series  of  lectures  were  given  in  lucid 
detail,  demonstrating  in  a most  interesting  man- 
ner the  results  of  jirolonged,  extensive  and  most 
important  research  into  fields  of  medicine  and 
surgery,  encountered  by  all  practioners.  The 
splendid  presentations  of  these  subjects  were  en- 
joyed by  all.  No  less  than  a sensation  was  made 
when  Roger  Anderson  of  Seattle  gave  a lucid 
description  of  his  methods  of  reduction  and  main- 
taining fractures  of  the  lower  extremity  with  the 
“Roger  Anderson’’  splint,  using  the  well  extrem- 
ity as  a splint. 

It  was  pointed  out  during  this  session  that  our 
position  as  physicians,  from  the  economic  side, 
has  largely  been  lost  sight  of,  and  with  the  chang- 
ing times  it  is  apparent  the  medical  profession 
must  work  as  a unit  to  block  the  encroachment  of 
forces  which  are  creeping  in  to  undermine  the 
standards  of  our  profession.  These  forces  mainly 
are  contract  practice  and  state  medicine.  An  at- 
tempt was  made  to  kindle  a blaze  in  the  minds  of 
the  doctors  present,  which  would  tend  to  mold 
them  into  a unit  to  counteract  this  impending 
crisis.  The  practice  of  medicine  and  surgery 
should  be  controlled  by  the  medical  profession  for 
the  people,  and  unquestionably  can  be  done  only 
by  those  who  are  qualified  by  training,  under- 
standing and  experience  to  render  one  of  the 
greatest  services  to  humanity,  since  they  enjoy 
qualifications  that  lay  executives  do  not  possess. 

The  annual  meeting  of  the  Women’s  Auxiliary 
of  the  Oregon  State  Medical  Society  constituted 
an  important  part  of  this  session.  The  officers 
of  this  organization  have  been  rewarded  for  their 
tireless  efforts  in  gaining  membership  and  co- 
operation from  the  doctors’  wives  by  a markedly 
increased  membership  and  establishment  of  nu- 
merous county  units  during  the  past  year.  Their 
objectives  are  ably  expressed  in  seven  reasons 
why  each  doctor’s  wife  should  belong  to  the  Wo- 
man’s Auxiliary  of  the  State  Medical  Society. 
They  are  as  follows:  (1)  Women’s  organizations 
have  always  been  powerful  factors  for  forming 
public  opinion  and  aiding  in  the  passage  of  health 


measures.  (2.)  In  my  affiliation  with  local  clubs 
and  community  groups  I can  assist  in  the  forma- 
tion of  Health  Committees,  see  that  information 
given  out  is  scientifically  correct,  and  sponsor 
health  programs  at  least  once  a year.  (3)  I want 
to  help  my  husband  in  his  work,  knowing  that 
whatever  affects  him  affects  me  and  our  house- 
hold. Therefore,  I must  be  informed  and  alive 
to  the  ways  in  which  I can  be  of  real  service  to 
him  in  his  profession.  (4)  Through  study  and 
reading  I can  become  familiar  with,  and  put  into 
practice  my  own  belief  in  all  known  measures  of 
absolute  preventive  medicines  so  that  I may  make 
my  own  home  as  well  as  my  community  the 
healthiest  in  the  state.  (5)  As  a physician’s  wife 
I can  interpret  the  viewpoint  of  the  doctor  to  the 
laity,  and  the  viewpoint  of  the  laity  to  the  doctor 
to  the  mutual  understanding  of  each.  (6)  I can 
help  to  promote  good  feeling  and  better  coopera- 
tion between  doctors  themselves  and  a happier 
state  of  friendliness  and  good  will  among  physi- 
cians’ wives.  (7)  With  my  first  hand  knowledge 
of  the  cost  of  medical  care  and  hospitalization,  I 
can  refute  unreasonable  and  untrue  statements 
which  I sometimes  hear  in  my  social  and  club 
contacts. 


INDUSTRIAL  JOURNAL 
“The  constantly  growing  interdependence  of  in- 
dustry and  medicine,  and  the  increasing  import- 
ance of  the  relation  of  law  and  insurance  to  both 
are  rapidly  creating  a special  field  that  may  well 
be  called  industrial  medicine.”  With  this  intro- 
ductory statement  Industrial  Medicine  makes  its 
inaugural  bow  as  a monthly  magazine,  published 
in  Chicago,  with  Dr.  D.  R.  Jones  as  editor.  The 
correlation  of  medicine  and  law,  enlarging  the 
field  of  medical  jurisprudence,  has  been  empha- 
sized by  the  adoption  of  workmen’s  compensation 
acts  in  most  of  our  states.  It  is  for  the  indus- 
trial physician  to  familiarize  himself  with  many 
connecting  links  between  his  profession  and  the 
industrial  organizations  with  which  he  is  asso- 
ciated. It  is  the  purpose  of  this  journal  to  pro- 
mote the  accomplishment  of  these  aims  and  to 
impart  information  concerning  “the  law,  the  sci- 
ence and  the  economics  of  industrial  health.” 
The  initial  number  presents  a group  of  papers 
bearing  on  these  phases  of  medical  economics 
from  physicians,  employers  and  attorneys,  featur- 
ing many  aspects  of  industrial  medicine.  Consid- 
ering the  wide  spread  discussion  of  industrial 
problems  which  prevail  in  all  our  states  at  the 
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present  time,  there  seems  to  be  a legitimate  field 
for  a journal  of  this  character.  Edited  in  a man- 
ner indicated  by  this  initial  number,  it  should 
serve  in  the  solution  of  many  industrial  problems 
to  the  advantage  of  employers,  employees  and 
physicians.  The  journal  presents  a striking  ap- 
pearance with  its  grass-green  cover,  excellent 
quality  of  paper  and  general  style  of  publication. 

NEW  ADVERTISEMENTS 

Attention  is  called  to  the  following  new  advertise- 
ments that  appear  in  this  issue.  Carnation  Company 
(page  2)  produces  Vitamin  D Certified  Milk.  The  Tu- 
mor Institute  of  Tlie  Swedish  Hospital  (page  26)  is 
prepared  for  cancer  therapy.  Health  House  (page  8) 
distributes  health  products.  Friedman  Pregnancy  Test 
(page  16)  is  made  at  Animal  Research  Laboratory.  R. 
W.  Myers  Co.  (page  16)  offers  surgical  merchandise. 
Hill’s  Rest  Home  (page  19)  is  for  convalescents  and 
aged.  Meridian  Sanitarium  (page  19)  is  a pleasant 
home  for  the  aged  and  convalescents.  Kiddie  Kanned 
Foods  (page  8)  are  presented-  Hoff’s  Laboratory  ap- 
pears on  page  19.  

MEDICM.  NOTES 

OREGON 

Indigent  Expenses.  A decision  to  attempt  to  hold 
down  county  medical  expense  for  paupers  was  arrived 
at  by  B.  G.  Bailey,  county  physcian,  Rogue  River  Val- 
ley, when  he  met  with  the  commissioners.  He  said 
that  a more  severe  attitude  must  be  adopted  if  the 
county  expenses  for  the  poor  are  not  increased.  Chil- 
dren in  families  getting  aid  were  being  educated  in 
becoming  county  charges  and  that  since  the  first  of 
the  year  he  had  performed  $6, (XX).  worth  of  practice 
in  return  for  his  salary,  much  of  which  work  was 
being  turned  to  the  county  instead  of  being  handled 
as  in  former  years  and  becoming  bad  debts  on  his  own 
and  other  physicians  books. 

Hospital  Crowded.  The  Multnomah  county  hos- 
pital at  Portland  has  seventy-five  more  patients  this 
year  than  at  this  time  a year  ago,  with  beds  placed  in 
corridors.  The  county  farm  is  also  crowded  to  capa- 
city with  fifty  more  beds  installed  in  a half  basement. 

Malaria.  A.  H.  Johnson,  Clackamas  county  health 
officer,  discovered  two  cases  of  malaria  among  children 
who  had  worked  in  the  hop  yards  near  Independence. 
Three  other  such  cases  had  been  reported  a short  time 
previously. 

J.  W.  Newson  has  established  offices  at  Freewater. 
He  is  a graduate  of  University  of  Oregon  Medical 
School  and  served  his  internship  at  Alacker  hospital 
in  St.  Paul. 

S.  A.  Roe,  formerly  of  Lewiston,  Idaho,  has  pur- 
chased the  otolaryngologic  practice  of  B.  H.  Ashley 
of  Corvallis.  He  has  been  engaged  in  this  specialty 
for  the  past  sixteen  years  and  is  a graduate  of  Barnes 
Medical  College  of  St.  Louis. 

County  Physician.  W.  H.  Chapman  of  Eugene  was 
appointed  assistant  county  physician,  replacing  C.  W. 
Robbins  who  resigned  last  month.  ' \ 


Wedding.  J.  C.  Zan  of  Portland  was  married  Oc- 
tober 1 to  Mrs.  Louise  Poulsen  Papst.  After  a brief 
wedding  trip  Dr.  and  Mrs.  Zan  have  made  their  home 
in  Portland. 


WASHINGTON 

North  Pacific  Society  of  Internal  Medicine  held 
its  biannual  meeting  at  Tacoma  Ocober  1.  During  the 
morning  a clinical  pathologic  conference  was  conducted 
by  D.  H.  Martin,  pathologist  of  Tacoma  General  Hos- 
pital. The  afternoon  session  was  held  in  the  auditorium 
of  Medical  Arts  Building.  In  the  evening  dinner  was 
given  at  the  Union  Club.  J.  H.  Coffen  of  Portland 
was  elected  president.,  E.  W.  Janes  of  Tacoma  vice- 
president  and  L.  J.  Palmer  of  Seattle  secretary.  The 
society  has  thirty-six  fellows  who  come  from  the  larger 
cities  of  Washington,  Oregon  and  British  Columbia.  This 
year  twelve  associated  men  were  selected  from  the 
younger  Internists.  The  spring  meeting  will  be  held  in 
Spokane. 

Contract  Controversy.  Another  chapter  has  been 
enacted  in  the  controversy  between  a group  of  local 
doctors  and  the  Longview  Memorial  hospital  and  the 
Columbia  clinic,  lessees  of  the  institution.  It  is  reported 
that  E.  C.  Hackett,  G.  H.  Coffin,  and  R.  Hayes  have 
been  temporarily  suspended  from  the  Cowlitz  County 
Medical  Society  by  action  taken  at  its  meeting  October 
11.  Basis  for  the  suspension  was  unethical  conduct  in 
that  the  three  suspended  were  engaged  in  contract  prac- 
tice and  their  representatives  solicited  business  for  the 
clinic  and  hospital  on  a contract  basis.  The  physicians 
affected  by  the  suspension  plan  to  take  their  case  be- 
fore the  State  Association  for  a hearing. 

Indian  Cxinic.  Children  belonging  to  the  Muckle- 
shoot  tribe  were  examined  in  a clinic  in  the  Auburn 
high  school  September  21.  The  examinations  were  made 
by  Drs.  Curran  of  Tulalip,  Alley  of  Cushman,  and 
Brandt  of  Auburn.  Of  the  thirty-eight  children  who 
were  present  five  were  found  to  have  active  tuberculosis 
and  five  had  suspected  cases.  All  Indian  children  at- 
tending the  school  receive  well  balanced  lunches  paid 
for  by  the  government. 

Heads  Hospital  Staff.  John  Lyman  was  elected 
president  of  the  staff  of  St.  Mary’s  hospital  of  Walla 
Walla.  Other  officers  were  E.  J.  Rhoades,  vice-presi- 
dent; M.  Hopkins,  secretary;  J.  E.  Vanderpool,  treas- 
urer and  R.  W.  Smith,  supervisor  of  the  record  de- 
partment. F.  M.  Campbell,  E.  J.  Rhoades,  R.  W.  Smith, 
F.  C.  Robinson  and  E.  Hill  compose  the  executive 
committee 

Conway  Hospital  at  Elma  fills  a community  need  as 
it  is  the  only  hospital  between  Olympia  and  Aberdeen. 
It  is  modemly  equipped  and  can  accommodate  twenty 
patients.  The  staff  included  three  trained  nurses  in 
addition  to  M.  W.  Conway. 

Appointed  Medical  Director.  J.  M.  Henderson  of 
Seabold  has  been  appointed  medical  director  for  Moran 
Junior  College.  He  is  a graduate  of  the  University  of 
Colorado  Medical  School  and  has  had  a large  post- 
graduate experience  in  the  various  European  medical 


Xovemlier,  1932 


EDITORIAL 


543 


centers,  United  States  Medical  Corps,  Veterans  Bu- 
reau Hospitals  and  Rockefeller  Institute. 

Pioneer  Honored.  Residents  of  Bremerton  since 
1905  or  earlier,  who  had  associations,  professional  or 
social,  with  E.  J-  Taggart,  are  planning  a second  an- 
nual gathering  in  honor  of  the  veteran  doctor.  Last 
year  there  was  organized  the  Dr.  Edward  J.  Taggart 
Veterans  association  with  thirty-five  sitting  down  to  a 
banquet  in  his  honor.  It  is  now  planned  to  have  a 
second  dinner  at  a date  early  in  November. 

Hilton  Rose  who  is  serving  his  residency  at  the 
Harborview  hospital  of  Seattle  suffered  severe  in- 
ternal injury  as  a result  of  an  automobile  accident 
October  10.  It  is  reported  that  he  is  slowly  recover- 
ing from,  the  effects  of  the  accident. 

Joins  Clinic  Staff.  T.  J.  Schott  who  served  his 
fellowship  at  the  Crile  Clinic  in  oto-laryngology  has 
recently  become  a member  of  the  Yakima  Medical  and 
Surgical  clinic.  He  is  a graduate  of  Barnes  Medical 
School  of  St.  Louis  and  served  internship  at  Provi- 
dence hospital,  Detroit. 

F.  F.  Horning  has  opened  offices  in  Spokane.  He  is 
a graduate  of  University  of  Idaho  and  Washington  Uni- 
versity School  of  Medicine,  St.  Louis.  He  served  his 
internship  in  City,  Barnes  and  Maternity  Hospitals,  St. 
Louis. 

A.  E.  Friborg  has  established  offices  in  Seattle.  He 
is  a graduate  of  the  University  of  Washington  and  of 
University  of  Oregon  Medical  School.  He  served  his 
internship  at  Swedish  Hospital,  Seattle,  last  year. 

H.  W.  Mikkelson,  who  practiced  formerly  in  Wash- 
ington, D.  C.,  Boston  and  Alaska,  has  opened  offices  in 
Seattle. 

I.  J.  D.  Schuler,  who  has  been  serving  the  health 
department  of  Seattle  part  time,  has  relinquished  this 
position  and  is  devoting  full  time  to  private  practice. 

W.  S.  Brown  has  opened  offices  is  Seattle.  He  is  a 
graduate  of  University  of  Illinois  Medical  School  and 
has  finished  a one  year  internship  at  Providence  Hos- 
pital. 

F.  W.  Baugh  has  located  in  Mt.  Vernon.  He  re- 
ceived his  education  at  University  of  Nebraska  and 
Creighton  University  School  of  Medicine.  He  served 
his  internship  at  Seattle  General  Hospital. 

Fire  Loss.  Fire  damage  to  the  extent  of  $3,000  was 
done  to  the  office  of  L.  M.  Thompson  of  Cashmere  on 
September  27.  The  equipment  was  insured,  although 
not  fully  covered.  Dr.  Thompson  expects  as  soon  as 
possible  to  rebuild  and  to  requip  his  office. 

Alan  Hart,  roentgenologist  of  Tacoma,  spoke  before 
an  audience  in  Theosophical  Hall  on  “A  Doctor  Looks 
at  Education.” 

C.  B.  Beymer,  formerly  of  Oakley,  has  moved  to 
Burley. 

P.  E.  Shininger  has  opened  offices  in  Nehalem.  He 
is  a graduate  of  the  University  of  Oregon  Medical 
School. 

H.  B.  Haskell,  who  has  practiced  for  the  past  seven- 
teen years  in  Seattle,  has  moved  to  Leicester,  Mass., 
where  he  will  engage  in  general  practice. 

Snohomish  County  Medical  Society  held  its  re- 
gular monthly  meeting  October  4 at  Everett.  Scien- 


tific papers  were  read  by  N.  L.  Thompson,  L.  S.  Trask 
and  J.  F.  Beatty.  Twenty-five  physicians  attended. 

Yakima  County  Medical  Society  held  a meeting 
at  Yakima,  October  10.  Contemplated  legislation  was 
discussed  in  detail  by  A.  H.  Peacock  of  Seattle,  presi- 
dent of  Washington  State  Medical  Society,  and  H.  J. 
Whitacre  of  Tacoma,  chairman  of  the  committee  on 
economics.  Creation  of  a state  medical  license  board 
composed  of  doctors  was  urged  by  Dr.  Whitacre  who 
pointed  out  that  the  issuance  of  medical  license  board 
in  the  hands  of  laymen  and  is  subject  to  political  man- 
ipulation. Forty-five  doctors,  representing  all  dis- 
tricts of  the  valley  from  Cle  Elum  to  Sunnyside,  at- 
tended the  meeting.  W.  K.  Cocklin  of  Yakima,  pre- 
sided. 

Snohomish  County  Medical  Society  Woman's 
Auxiliary  held  a meeting  at  Everett  October  14. 
Commissioner  of  Safety.  C.  E.  Costello,  told  about  city 
health  department  and  Miss  Frances  Harcus,  county 
nurse,  explained  health  work.  E.  C.  Leach  of  Arling- 
ton reported  on  the  proposed  Medical  practice  act.  Mrs. 
C.  B.  Jones,  Mrs.  N.  L.  Thompson  and  Mrs.  G D.  Hes- 
ter commented  upon  the  meeting  of  the  Washington 
State  Medical  Association  Woman’s  Auxiliary  held 
in  Tacoma  in  September. 

Skagit  County  Medical  Society  and  its  Woman’s 
Auxiliary  were  dinner  guests  of  Dr.  and  Mrs.  E.  C. 
Ruge  at  Sedro-Woolley  Hospital  for  the  insane.  Se^ittle 
guests  were  Dr.  and  Mrs.  R.  D.  Forbes  and  Dr.  and 
Mrs.  C.  S.  Leede.  Other  guests  were  present  from 
Bellingham,  Ferndale  and  Everett. 

Spokane  County  Medical  SoaETY  held  its  monthly 
meeting  October  12.  The  establishing  of  a credit  bu- 
reau was  discussed,  inasmuch  as  they  found  patients 
with  good  commercial  credit  ratings  were  still  owing 
the  doctors  considerable  money.  By  use  of  such  a 
medical  credit  bureau  fees  to  the  general  public  could 
be  reduced  it  was  said.  Harry  Foster,  assistant  attor- 
ney general,  described  the  new  medical  practice  act 
and  a bill  for  modification  of  the  medical  aid  act. 

Whatcom  County  Medical  Society  held  a meeting 
at  Bellingham,  October,  3.  A.  H.  Peacock  of  Seattle, 
president  of  the  Washington  State  Medical  Associa- 
tion, and  H.  J.  Whitacre  of  Tacoma,  past-president, 
and  a number  of  doctors  from  Skagit  County  were 
guests.  A social  hour  followed  the  two  meetings. 

Whatcom  County  Medical  Society  Woman's  Aux- 
iliary held  a meeting  October  3,  at  the  home  of  Dr. 
and  Mrs.  A.  M.  Dawson,  Bellingham.  The  guests  in- 
cluded Mrs.  O.  F.  Lamson  of  Seattle,  president  of  the 
Washington  State  Medical  Association  Woman’s  Aux- 
ilary, Mrs.  H-  J.  Whitacre  of  Tacoma,  past-president 
and  Mrs.  E.  C.  Ruge  and  Mrs.  Houghton  of  Sedro- 
Wooley. 

Cowlitz  County  Medical  Society  Woman's  Auxili- 
ary met  October  11  at  Longview  for  its  monthly  meet- 
ing. Mrs.  L.  S.  Roach,  president,  gave  a report  on  the 
meeting  of  the  Washington  State  Medical  Association 
Woman’s  Auxiliary  in  Tacoma  in  September. 
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Wedding.  C.  L.  Lyon  and  Miss  Marjorie  Catherine 
Kitto  were  married  in  Spokane,  October  6. 

IDAHO 

J.  T.  Wood  of  Coeur  d’Alene  was  elected  senior  grand 
warden  of  the  Idaho  Masons  at  a recent  convention 
held  in  Boise. 

E.  H.  Teed  of  Couer  d’Alene  filed  for  nomination 
the  last  part  of  September  for  the  position  of  coroner  of 
Kootenai  county  on  the  democraitc  ticket. 


OBITUAEIES 

Dh.  David  Small  Shellabarger  of  Edmonds  died 
October  12-  aged  72  years.  He  was  born  in  Ohio  in 
1859  and  received  his  medical  degree  from  University 
of  Illinois  College  of  Medicine  in  1886.  He  located  in 
Seattle  in  1901  where  he  continued  practice  until 
eighteen  years  ago  when  he  moved  to  Edmonds.  He 
retired  from  practice  about  one  year  ago  on  account 
of  ill  health- 

Dr.  Elwin  M.  Brown  of  Tacoma,  Wash.,  died  Sep- 
tember 26,  aged  48  years.  He  had  not  been  well  for 
several  months  and  was  taken  seriously  ill  six  days  be- 
fore death.  He  was  born  at  Forest  Grove,  Ore.,  Feb- 
ruary 17,  1884,  and  was  brought  to  Tacoma  a year  later 
by  his  parents.  He  attended  Whitworth  College  and 
University  of  Illinois  Medical  School  from  which  he 
was  graduated  in  1910. 


^ CORRESPONDENCE 

REPORT  ON  IDAHO  STATE  HOSPITAL  NORTH 

Orofino,  Ida. 

Sept.  29,  1932 

Dr.  H.  W.  Stone,  Secretary-Treasurer, 

Idaho  State  Medical  Association, 

Boise,  Ida. 

Dear  Doctor: 

Owing  to  illness  I was  unable  to  submit  to  Idaho 
State  Medical  Association,  at  its  annual  meeting  at 
Pocatello,  my  report  as  committee  for  investigation  of 
Idaho  State  .Hospital  North,  as  directed  to  do  by  the 
House  of  Delegates  at  the  1931  meeting. 

Attached  you  will  find  the  report  on  this  investiga- 
tion. 

R.  T.  Hopkins,  M.  D. 

Investigating  Comittee. 

This  institution  for  the  mentally  sick  and  deranged 
of  the  northern  part  of  Idaho  is  delightfully  situated  at 
Orofino,  for  the  most  part  in  a well  kept  park  in  a 
rolling  and  hilly  counrty.  The  inmates  number  about 
three  hundred  and  thirty-nine,  about  two  hundred  of 
whom  are  males.  The  great  majority  of  them  appear  to 
be  elderly  people  and  they  are  orderly  and  easily  super- 
vised in  groups.  The  few  who  require  it  are  humanely 
restrained  and  well  cared  for. 

The  institution  consists  mainly  of  two  buildings,  the 
older,  main  and  larger  one  of  which  contains  large  dor- 
matories  or  wards  for  the  patients  who  are  not  bed- 
ridden, who  require  but  little  supervision  and  many  of 
whom  have  regular  tasks  to  perform  in  the  grounds, 
linen  rooms,  dining  rooms  and  wards.  This  building 
also  houses  the  kichen  and  dining  rooms,  as  well  as 
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Ihe  superintendent’s  offices  and  executive  departments, 
sewing  rooms,  etc. 

The  other  main  building  is  newer  and  more  modern 
and  is  known  as  the  hospital  building.  Here  those 
patients  who  require  more  care  and  supervision  and 
who  are  sick  or  bed-ridden  are  housed.  Other  smaller 
buildings  are  used  for  the  laundry,  power  plant  and 
various  shops,  which  give  some  employment  to  up- 
patients.  The  attendents  and  many  of  the  other  em- 
ployees of  the  institution  are  housed  in  a separate,  new 
and  up-to-date  building  some  distance  from  the  main 
buildings.  The  superintendent  and  his  family  have  a 
separate  and  detached  residence  on  the  grounds. 

It  is  my  pleasure  to  be  a frequent  visitor  to  tlie 
State  Hospital  North  in  a professional  capacity,  being 
frequently  asked  by  the  superintendent.  Dr.  J.  I. 
McKellway,  in  consultation  on  medical  and  surgical 
cases  which  develop  among  the  inmates  or  help.  I have 
never  seen  anything  about  the  place  which  I should 
call  out  of  order.  The  patients  all  appear  to  be  happy 
and  well  cared  for  and  humanely  treated. 

The  gardens,  farm  and  some  timberland  make  this 
great  institution  largely  self-supporting.  A tested  herd 
of  holstein  cows  supply  the  milk  and  butter,  and  the 
grounds  supply  most  of  the  hay  required  as  well  as 
the  vegetables  for  immediate  use  and  for  canning. 
Some  fruit  is  also  produped.  Much  of  the  fuel  is  pro- 
duced right  on  the  insitution’s  own  timberland.  Dr. 
McKellway  is  highly  respected  by  all  the  attendents  and 
other  employees,  many  of  whom  have  been  with  him 
for  years  and  he  proves  himself  to  be  an  excellent  exe- 
cutive in  his  management  of  this  institution  which 
appears  to  me  to  be  a credit  to  the  State  of  Idaho. 

Respectfully  submitted, 

R.  T.  Hopkins,  M.  D. 


BOOK  REVIEWS 

Edited  by  Kenelm  Winslow.  M.  D. 


Lectures  on  Endocrinology.  By  Walter  Timme,  M. 
D.  Senior  Attending  Neurologist,  Neurological  Institute, 
New  York;  Professor  of  Clinical  Neurology,  Columbia 
University,  etc.  Cloth.  38  Illustrations.  Second  Edition. 
92  pp.  Paul  B.  Hoeber  Inc.  New  York,  1932. 

While  reading  this  book  one  is  struck  afresh  with  the 
enormous  potentialities  of  the  endocrines  in  shaping  our 
destinies.  One  need  not  go  far  astray  in  affiming  that 
not  only  our  physiognomy  and  physical  development,  but 
our  conduct  and  character,  are  directly  dependent  upon 
endoctrine  functions.  Whether  one  be  an  Apollo,  a ere- 
tin  or  mongolian  idiot;  whether  one  possesses  normal  in- 
hibitions  or  is  driven  to  imperative  sexual  excesses  from 
hypergonadism  in  either  male  or  female;  whether  one  be 
a dwarf  or  a giant;  whether  one  is  stupid,  sluggish  in 
mind  and  body,  and  fat  and  psychoasthenic  from  thyroid 
deficiency;  whether  one  is  sane  or  impelled  to  commit 
crimes  of  violence  through  parathyroid  insufficiency; 
whether  one  is  so  generally  mismated  in  parts  as  to  have 
genitals  of  an  adult  negro  combined  with  dwarfism;  or  be 
an  emaciated,  pigmented,  mummified  figure  from  pluri- 
glandular insufficiency,  appears  to  be  a matter  of  endoc- 
rine dysfunction  and  chiefly  one  of  faulty  inheritance. 

This  book  is  an  admirable  summary  of  our  present 
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knowledge  of  endocrine  function  and  its  author  is  a wide' 
ly  known  researcher  and  authority  in  this  field.  He  pre' 
faces  his  work  by  stating  that  human  development  from 
puberty  to  the  prime  is  the  reason  for  our  existence  and 
that  lack  of  endocrine  equipment,  of  failure  in  proper 
coordination  of  endocrine  function,  means  failure  in  the 
life  of  the  individual  to  compete  with  his  kind.  During 
the  first  stage  from  birth  to  puberty,  the  thymus  and 
pineal  are  chiefly  active;  and  the  gonads,  more  especially 
so  from  puberty  to  the  prime;  while  during  both  periods 
control  of  the  automatic  vital  functions  is  chiefly  executed 
by  the  thyroad,  pituitary  and  adrenals.  The  mutually  bah 
ancing  nature  and  functions  of  the  various  endrocrines  are 
of  supreme  importance  and  add  enormously  to  the  com' 
plexity  of  the  study. 

A very  interesting  group  of  children  suffering  from 
hypoparathyroidism  has  been  carefully  studied  over  a long 
period,  all  having  a low  blood  calcium,  slow  growth  and 
marked  fatigability.  The  mental  condition  of  this  group 
presents  extraordinary  peculiarities.  Treatment  has  been 
quite  successful  with  parathormone,  calcium  and  viosterol. 

Concerning  the  adrenals  it  is  pointed  out  that  the  size 
of  the  cortex  compared  to  that  of  the  medulla  is  as  nine 
to  one.  The  pressor  function  of  the  medulla  is  inhibited 
by  the  cortex,  but  why  in  Addison’s  disease  of  the  cortex 
is  the  blood  pressure  so  extraordinarily  low?  The  author 
does  not  touch  on  this  point.  In  hypoadrenalism  we  find 
loss  of  muscle  tone,  hypotension,  ptosis  of  the  abdominal 
organs  and  low  blood  sugar  content.  Hypoadrenalism  is 
often  combined  with  the  thymic  state  and  associated  with 
asthma,  urticaria,  angioneurotic  edema  neurocirculatory 
asthenia,  low  blood  pressure,  vasomotor  instability  and 
inferiority  complex.  The  similarity  of  hyperadrenalism 
with  exophthalmic  goiter  is  noted.  It  both  there  is  ex' 
ophthalmos  with  high  metabolic  rate,  but  sweating  and 
diarrhea  do  not  occur  in  hyperadrenalism  in  which  the 
skin  is  very  dry.  The  writer  avers  that  Sergent’s  line  is 
pathognomonic  of  hyperadrenalism,  due  to  loss  of  capillary 
tone. 

The  author  has  been  able  to  secure  surprising  success 
in  the  treatment  of  mongolian  idiots  with  anterior  pitui' 
tary  extract,  given  internally  and  under  the  skin.  He  al' 
so  has  employed  anterior  pituitary  over  a period  of  years 
to  promote  growth  in  stunted  individuals  and  with  mark* 
edly  good  results. 

The  draining  of  calcium  from  the  blood  through  in' 
creased  menstrual  flow  is  alluded  to  with  resulting  symp' 
toms  of  nervousness  and  pelvic  distress  which  may  be  re« 
lieved  by  calcium.  Also  the  role  of  thyroid  activity  in 
menstruation  is  explained.  Luetal  secretion  tends  to 
overcome  thyroid  activity  after  menstruation  is  completed 
but  in  the  menopause,  this  being  absent,  we  find  the  chat' 
acteristic  symptoms  due  to  thyroid  overactivity.  There- 
fore, in  the  hypertension  of  the  menopause  lutein  is 
remedial  in  antagonizing  thyroid  action  which  in  its  turn 
leads  to  adrenal  activity. 

No  better  condensation  of  the  ascertained  actions  of 
the  endocrines  in  their  many  interacting  effects  on  the 
body  can  be  found  than  in  this  brochure.  The  import- 
ance of  these  glands  is  so  enormous  and  far  reaching 
that  no  medical  man  can  afford  to  be  ignorant  of  them. 
They  constitute  the  romance  of  medicine  today. 

Winslow. 


Treatment  of  Syphilis.  By  Jay  F.  Schamberg,  A.M., 
M.D.,  Professor  of  Dematology  and  Syphilology  in  the 
Graduate  School  of  Medicine  of  the  University  of 
Pennsylvania,  etc.,  and  Carroll  S.  Wright,  B.Sc.,  M.D., 
Professor  of  Dermatology  and  Syphilology  in  the  Tem- 
ple University  School  of  Medicine.  Illustrated.  658 
pp.  $8.00.  D.  Appleton  and  Co.,  New  York  and  Lon- 
don, 1932. 

This  work  presents  an  approach  to  the  problems  of 
management  and  treatment  of  syphilis  easily  assimilat- 
ed by  all  groups  of  practitioners.  It  represents  the 
amassing  of  authoritative  literature  on  treatment,  both 
practical  and  experimental,  and  its  interpretation,  along 
with  the  views  of  the  authors,  obtained  from  a large 
personal  experience.  Each  drug  in  our  present  arma- 
mentarium is  taken  up  individually  and  exhaustively 
discussed.  Modes  of  administration,  preparations,  in- 
dications, contraindications,  mechanisms  of  therapeutic 
activity,  toxicity  and  reactions,  all  are  comprehensively 
yet  plainly  put  forth. 

The  practical  management  of  syphilis  in  this  volume, 
as  the  authors  state,  “is  based  upon  a large  personal 
experience,  upon  conversations  with  a number  of  in- 
ternational authorities  and  digestion  of  the  world  litera- 
ture.” Treatment  charts  are  given  for  early  syphilis 
in  a concise  and  understandable  manner.  The  authors 
further  take  up  the  various  types  of  late  syphilis  as 
visceral,  skeletal,  and  neurosyphilis,  giving  the  drugs 
best  adapted  to  the  individual  type,  including  the  fever 
therapy  of  neurolues.  Syphilis  and  pregnancy,  as  a 
therapeutic  problem,  is  thoroughly  discussed,  as  well  as 
congenital  syphilis.  Finally,  the  authors  deal  with  the 
therapeutic  significance  of  the  Wassermann  and  allied 
reactions  and  that  group,  more  or  less  familiar  to  all  of 
us,  the  so-called  Wassermann  cases.  In  short-  this  work 
should  be  welcomed  by  those  of  us  attempting  to  treat 
syphilis. 

Shaw. 

Minor  Surgery.  By  Frederick  Christopher,  S.B., 
M.D.,  F.A.C.S.,  Assistant  Professor  of  Surgery  at  the 
Northwestern  University  Medical  School,  Chicago;  At- 
tending Surgeon  at  the  Evanston  (111.)  Hospital.  With 
Foreword  by  Allan  B.  Kanavel,  M.D.,  F.A.C.S.,  Pro- 
fessor of  Surgery,  Northwestern  University  Medical 
School.  Second  Edition,  Reset.  Octavo  of  998  pages 
with  687  illustrations.  Philadelphia  and  London.  W.  B. 
Saunders  Company,  1932.  Qoth,  $10.00  net. 

Maissonnet  has  stated  that  “it  is  through  the  study 
of  minor  surgery  that  the  surgeon  begins  his  apprentice- 
ship”. This  work  has  made  minor  surgery  interesting 
and  readily  understandable.  There  is  hardly  a field  in 
surgical  knowledge  that  the  text  does  not  enter  into  and 
discuss  the  problems  completely  that  confront  the  sur- 
geon. Every  page  contains  something  of  interest,  with 
complete  references  from  the  literature,  bringing  the 
volume  up  to  date.  The  section  on  vascular  diseases 
has  been  largely  rewritten.  A considerable  amount  of 
new  material  has  been  added,  dealing  with  local  an- 
esthesia in  fractures,  postoperative  care,  human  bites, 
snake  bites,  burns,  electrical  injuries,  chest  injuries, 
local  anesthesia,  osteochondritis  and  venoclysis.  Of  spe- 
cial interest  are  the  case  presentations  illustrating  vari- 
ous types  of  injury  and  their  treatment,  and  it  is  cer- 
tain that  this  book  will  be  of  value  to  the  men  treating 
these  cases.  Liebly. 
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Injuries  of  the  Eye.  Diagnosis  and  Treatment.  For- 
ensiic  Procedures  and  Visual  Economics.  By  Harry 
Vanderbilt  Wurdemann,  M.  D.,  Sc-  D.,  F.  A.  C.  S.; 
Colonel,  Medical  Reserve  Corps ; Flight  Surgeon,  Air 
Corps,  U.  S.  Army;  Medical  Examiner,  Aeronautics 
Branch,  U.  S.  Dcparment  of  Commerce,  Seattle,  Wash. 
Second  Edition.  236  Illustrations  and  10  color  Plates. 
900  pages.  $13.50.  C.  Mosby  Company.  St  Louis, 
1932. 

This  is  the  most  exhaustive  and  authoritative  work 
upon  injuries  of  the  eye  in  any  language.  The  first 
edition  was  brought  out  in  1912  and  remained  for 
twenty  years  the  ultimate  authority.  The  contents  have 
been  revised,  rewritten,  expurgated  and  enlarged,  and 
yet  the  format  has  been  kept  down  to  900  pages,  in- 
clusive of  the  index.  There  are  over  400  separate  illus- 
trations, practically  all  new,  comprising  photographs 
of  patients,  orginal  drawings  and  colored  illustrations 
of  the  eye,  all  the  work  of  the  author  and  principally 
from  his  own  patients. 

The  reader  may  find  in  most  cases  a duplicate  his- 
tory and  illustrations  of  the  text  to  go  with  the  path- 
ology, medical  and  operative  therapeutics  of  every  form 
of  ocular  accident.  The  literature  has  been  brought  up 
to  July  1932,  there  being  over  2000  quotations  from 
authors  and  approximately  lOOO  case  histories,  of  which 
probably  one-half  are  from  the  author’s  experience. 
Cases  of  eye  injuries  if  taken  in  court  cause  much 
trouble  to  the  medical  attendant  as  well  as  the  company 
employing  the  patients.  The  physician  needs  to  be 
fortified.  The  author  has  met  the  situation  by  collect- 
ing data  on  the  subject. 

Preventive  Medicine.  By  Mark  F.  Boyd,  M.D.,  M.S., 
C.P.H.,  Member  of  Regular  Field  Staff,  International 
Health  Division  of  Rockefeller  Foundation;  formerly 
Professor  of  Bacteriology  and  Preventive  Medicine  in 
the  Medical  Department  of  the  University  of  Texas. 
Fourth  Edition,  Reset.  Octavo  volume  of  532  pages 
with  150  illustrations.  Philadelphia  and  London:  W.  B. 
Sounders  Company,  1932.  Cloth,  $4.50  net. 

One  of  the  most  popular  topics,  developed  and  re- 
developed by  writers  of  the  Harding  type  for  magazines 
of  the  better  class,  is  the  failure  of  the  doctor  to  be  all 
he  should  be  in  his  duty  to  ward  off  the  inroads  of  dis- 
ease. Especially  vitrolic  is  De  Kruief,  whose  one  pet 
argument  sems  to  be  that  doctors  are  not  scientific,  the 
emphasis  being  that  the  medical  man  is  better  prepared 
to  patch  up  an  individual  after  the  onset  of  the  disease 
than  to  prevent  its  original  invasion.  Should  this  criti- 
cism be  justified,  the  material  in  the  above  book  if 
properly  applied  in  the  daily  practice  for  the  average 
physician  will  do  much  to  restore  the  shaken  confidence 
of  the  reading  public. 

Such  topics  as  sources  of  infection,  dissemination  of 
infective  agents,  contact  transmission,  etc.,  are  develop- 
ed in  a brief  but  practical  manner.  At  the  close  of  each 
chapter  is  found  a complete  list  of  references  to  aid  a 
reader  interested  in  greater  detail.  Also,  in  the  same 
section  is  found  much  valuable  material  in  brief  form 
on  the  care  of  excreta  disposal,  water  purification  and 
the  role  of  foods  and  milk  in  the  spread  of  disease.  The 
common  infective  agents  are  mentioned,  while  insects 
and  lower  animals  receive  consideral  discussion.  De- 
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ficiency  diseases  and  occupational  diseases  are  dis- 
cussed. 

Perhaps  all  the  foregoing  might  be  termed  textbook 
in  character  but  the  later  part  of  the  book  holds  much 
for  the  family  doctor,  the  general  practitioner.  With 
all  the  advances  of  modern  methods  the  mortality  and 
morbidity  rate  of  pregnancy  has  been  little  reduced. 
Section  IV  is  labor  and  the  puerperal  state,  and  shows 
that  the  death  rate  per  10,000  in  the  United  States  was 
64.8  in  1926,  whereas  in  Denmark  is  was  23.4,  a ratio 
that  is  still  being  maintained. 

A careful  study  of  heredity  and  disease  is  offered, 
much  of  which  is  according  to  the  Mendelian  theory  of 
inheritance.  Syphilis,  Huntington’s  chorea,  etc.,  are 
discussed.  Deaf-mutism  is  shown  to  occur  in  25  per  cent 
of  335  studied  cases  of  matings  of  congenitally  deaf 
parents.  The  hygience  of  infancy,  of  childhood  and 
school  days  alike  receive  effective  attention,  and  if 
nothing  more  can  be  said,  great  credit  must  be  given 
for  a proper  technique  vaccination- 

Grauman. 

Clinical  Endocrinology  of  the  Female.  By  Char- 
les Mazer,  M.  D.,  Assistant  Peofessor  of  Gynecology 
and  Obstetrics,  Graduate  School  of  Medicine,  University 
of  Pennsylvania;  and  Leopold  Goldstein,  M.D.,  Demon- 
strator of  Obstetrics,  Jefferson  Medical  College.  A 
foreword  by  P.  Brooke  Bland,  M.  D.  With  117  illus- 
trations. 578  pp.  $6.00.  Philadelphia  and  London : W.  B. 
Saunders  Company,  1932. 

Tlie  authors  have  accumulated  and  presented  in  a 
concise  form  the  relevent  experimental  data  regarding 
the  pharmacology  of  the  hormones  of  ea|ch  of  the 
endocrine  glands.  These  glands  are  discussed  individu- 
ally, subsequently  interrelated  and  the  clinical  applica- 
tion of  endocrine  products  thoroughly  explored.  Minutia 
of  the  hormonal  tests  for  pregnancy  are  given  in  such 
a manner  that  the  text  serves  as  a laboratory  manual 
in  this  regard.  Particulairly  elucidative  are  the  drawings 
and  photographs  of  the  oestrin  test.  A pardonable 
omission  is  the  Brown  modification  of  the  Friedman 
test,  in  which  blood  serum  is  used  insead  of  urine. 
Because  of  its  greater  accuracy  by  producing  more 
clear-cut  ovarian  changes,  it  should  take  precedent  over 
the  more  generally  used  Friedman  test. 

The  literature  on  endocrinology  is  often  difficult  to 
pursue  by  the  general  reader,  not  only  because  of  the 
confusing  antagonisms  and  synergisms  inherent  in  the 
hormones,  but  also  because  the  few  definitely  establish- 
ed endocrinologic  facts  are  not  clearly  demarcated  from 
the  mere  numerous  conjectures.  The  authors  have  suc- 
ceeded in  presenting  this  distinction  in  a very  readable 
form.  Although  written  by  men  who  are  gynecologists 
and  obstetricians,  the  ramifications  of  the  subject  are 
so  inclusive  that  the  book  becomes  one  of  general  in- 
terest and  value.  It  comes  as  a very  timely  contribution, 
bringing  endocrinologic  data  up  to  date  and  indicating 
its  intelligent  clinical  application.  Rollins. 

Behind  the  Door  of  Delusion.  By  Inmate  Ward  8. 
325  pp.  $2.(X).  The  Macmillan  Co.,  New  York,  1932. 

This  book  is  a picture  of  the  life  of  the  patients  of  a 
state  hospital  for  the  mentally  ill,  penned  by  a patient 
whose  real  name  is  not  given.  He  relates  the  life  of 
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the  patients,  the  treatment  accorded  them,  with  its  good 
and  not  so  good  points.  Is  rather  vividly  true  and  more 
than  just  interesting.  The  author  is  known  prior 
to  his  residence  in  the  hospital  as  a brillant  newspaper 
man  whom  an  inherited  desire  for  drink  drove  to  the 
brink  of  mental  disintegration.  But  the  mere  detailing 
of  life  within  the  walls,  which  is  cleverly  woven  into 
the  book,  is  not  the  whole  story^  It  is  an  impersonal 
analysis  of  the  entire  sociologic  problem  of  mental  ill- 
ness and  society,  sterilization  and  related  subjects. 
Through  the  book  runs  the  thread  of  a weird  and  un- 
usual romance  of  the  woman  who  will  not  forget  the 
patient.  The  closing  chapter,  “The  Spin  of  the  Wheel,” 
represents  a challenge  and  is  worth  reading  for  itself 
alone. 

Rohwer. 

The  Costs  of  Medicines.  The  Manufacture  and  Dis- 
tribution of  Drugs  and  Medicines  in  the  United  States 
and  the  Services  of  Pharmacy  in  Medical  Case-  By 
C.  Rufus  Rorem,  Ph.  D.,  C.  P.  A.,  and  Robert  P.  Fis- 
chelis,  B.  S.,  Phar.  D.  250  pp.  $2.50.  University  of  Chi- 
cago Press.  Chicago.  1932. 

In  the  discussion  of  the  cost  of  medical  care  the  dost 
of  medicines  amounts  to  a large  proportion.  Our  na- 
tional bill  for  medicines  is  about  $715,000,000  annually- 
About  27  per  cent  of  this  amount  consists  of  physi- 
cians’ prescriptions.  Approximately  half  of  the  total 


is  spent  for  patent  medicines,  while  home  remedies  con- 
stitute about  23  per  cent.  The  latter  item  includes  reme- 
dies which  are  generally  approved  by  the  medical  pro- 
fession for  self-medication.  For  a family  of  four 
persons  the  average  expenditure  would  be  about  $22,- 
per  year.  There  is  a discussion  of  the  profession  of 
pharmacy  and  its  relation  to  the  drug  industry.  There 
are  about  56,000  independent  drug  stores,  averaging 
about  24,000  annual  sales,  and  4,000  chain  stores,  av- 
eraging about  73,000  sales  per  year.  It  is  noted  that 
ethical  specialties  sales  average  only  about  one-third  of 
the  sales  to  the  general  public.  There  is  an  interesting 
description  of  the  manufacturers  of  medicines  and 
their  products,  together  with  a discussion  of  their  dis- 
tributers. The  60,000  pharmacies  in  the  United  States 
employ  about  130,000  pharmacists,  almost  equal  to  the 
number  of  physicians.  The  report  states  that  one  phar- 
macist could  readily  compound  the  prescriptions  written 
by  ten  medical  practitioners.  It  is  said  the  annual  bill 
for  medicines  is  something  like  $300,000,000.  higher  than 
necessary.  This  assumes  that  only  about  20  per  cent  of 
the  secret  preparations  are  useful  in  medical  care.  Self- 
medication  should  be  limited  to  the  use  of  nonsecret 
remedies  for  minor  ailments.  Such  limitation  might  be 
achieved  by  cooperation  among  the  medical  and  phara- 
cal  professions.  One  wishing  to  pursue  this  subject 
further  will  find  much  information  in  this  volume. 
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THE  DIAGNOSIS  AND  TREATMENT  OE 
AT  Y PI  CAL  H YPERTH  YROIDI SM* 
Eked  W.  Rankin,  M.D. 
and 

S.AMUEL  F.  Haines,  M.D. 

ROCHESTER,  MINN. 

The  diagnosis  of  hyperthyroidism  is  compara- 
tively easy  in  most  cases  and  often  is  made  im- 
mediately on  preliminary  examination.  There 
are,  however,  many  cases  of  hyperthyroidism, 
some  mild  and  some  serious,  in  which  the  diag- 
nosis is  difficult  even  when  hyperthyroidism  is 
being  carefully  considered. 

Difficulties  are  most  commonly  met  in  con- 
iunction  with  or  in  distinguishing  from  fatigue 
states,  essential  hypertension,  Parkinson’s  syn- 
drome and  chronic  encephalitis  without  marked 
manifestations  of  Parkinson’s  syndrome.  Many 
emergency  cases  of  heart  failure  present  oppor- 
tunity for  careful  discrimination  as  to  possible 
hyperthyroidism,  and,  if  the  condition  is  found, 
dramatic  results  from  treatment  are  often  ob- 
tained. Severe  gastrointestinal  disorders  with 
nausea  and  vomiting  may  be  the  chief  manifesta- 
tions of  the  crises  of  exopthalmic  goiter. 

Coma  may  be  precipitated  in  cases  of  diabetes 
by  even  mild  degrees  of  hyperthyroidism.  Hyper- 
thyroidism complicating  other  surgical  conditions 
has  great  significance,  and  is  almost  invariably  a 

•From  Uivi.'iion  of  Surgery  and  of  Medicine,  The 
Mayo  Ciinic. 

•Read  before  the  Tenth  Annual  Meeting  of  Pacific 
Northwe.st  Medicai  As-sociation,  Spokane,  Wash.,  June 
27-2'l,  1932. 


contraindication  to  any  operation  other  than  for 
hyperthyroidism  until  the  hyperthyroidism  has 
been  brought  under  control,  as  otherwise  severe 
and  possibly  fatal  postoperative  reactions  may 
occur.  Mild  hyperthyroidism  may  so  increase  the 
severity  of  various  associated  diseases  that  it  must 
be  universally  kept  in  mind. 

In  cases  in  which  the  patients  are  not  seriously 
ill,  perhaps  the  most  frequent  difficulties  of  diag- 
nosis are  met  in  association  with  fatigue  states. 
IMany  patients  with  hyperthyroidism  have  neu- 
rotic tendencies.  Many  neurasthenic  patients  pre- 
sent evidences,  both  symptomatic  and  physiologic, 
which  easily  may  be  interpreted  as  being  the  phe- 
nomena associated  with  hyperthyroidism.  The 
not  infrequent  elevation  of  the  basal  metabolic 
rate  of  nervous  patients  with  normal  thyroid 
glands  has  its  origin  in  physiologic  disturbances 
that  jiroduce  in  those  patients  physical  disturb- 
ances simulating,  if  not  identical  with,  some  of 
the  phenomena  of  hyperthyroidism.  The  patient 
who  cannot  attain  a condition  of  physiologic  rest 
sufficient  to  allow  the  metabolic  rate  to  be  nor- 
mal at  the  time  of  the  test  is  likely  to  be  in  a 
similar  state  at  the  time  of  clinical  examination. 

In  most  cases  the  nervous  phenomena  of  hyper- 
thyroidism, and  particularly  of  exophthalmic 
goiter,  are  obviously  different  from  those  result- 
ing from  anxiety,  lack  of  assurance,  and  so  forth, 
but  in  the  mild  case  there  may  be  a good  deal  of 
difficulty  in  the  differentiation.  Clinical  signs 
may  be  very  vague.  The  intoxication  of  hyper- 
functioning adenomatous  goiter,  physiologically 
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identical  with  the  intoxication  produced  by  in- 
gestion of  sufficient  quantities  of  desiccated  thy- 
roid gland,  is  usually  not  noticed  by  the  patient 
until  a rather  advanced  stage  is  reached.  Mild 
cases  of  exophthalmic  goiter  are  being  seen  more 
frequently,  and  exophthalmos  and  considerable 
enlargement  of  the  thyroid  gland  are  being  seen 
less  frequently.  Each  of  the  last  few  years  has 
brought  an  increasing  need  for  more  meticulous 
care  in  observation  to  determine  the  presence  of 
hyperthyroidism. 

The  training  incident  to  taking  the  metabolic 
rate  has  an  effect  on  many  neurotic  persons. 
After  one,  two,  three  or  more  consecutive  tests 
there  is  likely  to  be  a sudden  sharp  drop  in  the 
height  of  the  test,  regardless  of  what  the  original 
level  of  the  test  may  have  been.  A common 
.sequence  of  tests  is  plus  20,  plus  18,  plus  20  and 
plus  5 per  cent,  with  subsequent  maintenance  at 
the  last  level.  In  cases  in  which  clinical  evidence 
of  hyperthyroidism  is  doubtful  or  absent,  a series 
of  tests  must  be  made  before  weight  may  be 
placed  on  their  significance.  In  some  cases  sat- 
isfactory metabolic  rates  are  never  obtained. 

In  the  presence  of  considerable  adenomatous 
tissue  it  is  not  particularly  necessary  to  be  so 
sure  of  the  exact  level  of  metabolism,  as  it  is 
in  cases  in  which  there  are  small  thyroid  glands 
without  adenomas.  We  agree  with  Plummer’s 
teaching,  that  adenomas  of  the  thyroid  gland 
should  be  removed  surgically  if  they  have  reached 
a diameter  of  2.5  cm.,  or  if  they  are  multiple  and 
produce  a mass  of  equivalent  size. 

One  of  the  most  useful  procedures  in  estab- 
lishing the  diagnosis  of  exophthalmic  goiter  in 
cases  in  which  metabolic  rates  are  constantly  ele- 
vated is  the  determination  of  the  effect  of  com- 
pound solution  of  iodine.  Before  iodine  is  ad- 
ministered it  is  advisable  to  make  a series  of  tests 
of  metabolism  in  order  to  detect  a possible  drop 
as  a result  of  the  patient’s  training  in  taking  the 
test.  During  the  period  of  administration  of 
iodine  there  may  be  a slight  gradual  drop  in  the 
metabolic  rate,  but  the  most  striking  and  most 
characteristic  drop  usually  occurs  on  the  sixth  to 
the  eighth  day  of  treatment.  At  the  same  time 
there  is  usually  a recognizable  change  in  the 
patient's  clinical  status,  although  this  may  be  so 
slight  or  so  masked  by  other  phenomena  as  to 
be  unnoticed.  In  some  cases  it  is  necessary  to 
give  iodine  for  twelve  to  fourteen  days  before 
obtaining  any  change  in  metabolism.  A drop  in 


metabolism  after  the  administration  of  iodine  is 
suggestive  evidence  of  exophthalmic  goiter  ; a sub- 
sequent rise  after  discontinuing  iodine  is  almost 
conclusive  evidence.  Throughout  the  entire  pro- 
cedure frequent  and  accurate  tests  of  metabolism 
should  be  made,  as  psychic  changes  may  interfere 
with  the  determination  of  changes  in  the  physio- 
logic state  of  the  patient. 

Essential  hypertension  frequently  may  be  as- 
sociated with  signs  so  similar  to  those  seen  in 
hypierthyroidism  that  the  differential  diagnosis 
may  be  difficult  or  impossible.  Most  patients 
with  essential  hypertension  have  normal  basal 
metabolic  rates  and  in  some  instances  the  read- 
ings are  10  to  20  per  cent  below  the  average  nor- 
mal level.  However,  a considerable  number  of 
patients  have  elevated  basal  metabolic  rates,  and 
among  this  group  excessive  nervousness,  tremor 
and  vasomotor  disturbances  of  the  skin  with  flush- 
ing and  hyperemia  are  seen.  Loss  of  weight  is 
frequently  of  indefinite  significance  because  of 
dietary  restrictions.  Whether  these  patients  are 
in  a hyperthyroid  state  cannot  be  determined  in 
some  instances.  The  presence  of  a sufficient 
amount  of  adenomatous  tissue  should  make  thy- 
roidectomy advisable,  if  the  general  condition  of 
the  patient  warrants.  However,  many  patients 
do  not  have  sufficient  enlargement  of  the  gland 
to  w'arrant  thyroidectomy  except  in  the  presence 
of  proved  hyperthyroidism.  Placing  the  patient 
in  bed  in  hospital  and  taking  readings  of  the 
basal  metabolic  rate  each  morning  for  several  days 
may  result  in  a drop  in  the  rate,  and  usually  a 
corresponding  drop  in  blood  pressure. 

A drop  in  basal  metabolism  to  normal  levels 
is  not  expected  in  such  cases  if  primary  hyper- 
thyroidism is  present.  In  cases  in  which  the 
metabolism  does  not  drop  to  normal  levels  during 
a period  of  rest,  a determination  of  tlie  effect  of 
compound  solution  of  iodine  may  prove  of  great 
diagnostic  value.  In  some  cases  this  procedure 
is  not  followed  by  any  change  either  in  basal 
metabolic  rate  or  in  the  patient’s  clinical  status, 
and  the  determination  of  the  correct  treatment 
must  depend  on  periods  of  observation  extending 
over  a longer  time  in  order  to  determine  evidence 
of  progress  of  possible  hyperthyroidism.  Essen- 
tial hypertension  of  itself  often  is  responsible  for 
elevation  of  the  basal  metabolic  rate  to  plus  20 
or  plus  30  per  cent.  One  patient  with  severe 
hypertension  and  frank  hyperfunctioning  adeno- 
matous goiter,  whose  basal  metabolism  was  more 
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than  plus  90  per  cent  before  operation,  had  a 
rate  of  plus  45  per  cent  four  weeks  after  re- 
section of  the  thyroid  gland. 

Parkinson’s  syndrome  offers  two  problems  in 
connection  with  hyperthyroidism.  Patients  with 
this  disease  are,  by  the  very  nature  of  their 
trouble,  unable  to  relax  sufficiently  to  take  ac- 
curate basal  metabolic  rates.  The  tremor  will 
account  for  moderate  elevation  of  the  rates  even 
after  several  consecutive  days’  rest  in  bed.  After 
the  tremor  has  been  controlled  largely  by  the  use 
of  hyoscine  or  strophanthus,  there  usually  remains 
increased  muscle  tonus  to  account  for  some  ele- 
vation of  metabolism.  Patients  with  Parkinson’s 
syndrome  frequently  have  a moist,  oily,  warm 
skin,  and  a facial  expression,  especially  about  the 
eyes,  resembling  that  seen  in  hyperthyroidism.  In 
a few  of  our  early  cases  the  signs  were  sufficient- 
ly suggestive  of  hyperthyroidism  to  make  us  feel 
fairly  confident  of  the  diagnosis,  but  later  the 
condition  proved  not  to  have  been  hyperthyroid- 
ism. It  is  easy  to  attribute  to  hyperthyroidism 
changes  brought  about  by  encephalitis,  even  be- 
fore the  evidences  of  Parkinson’s  syndrome  have 
appeared.  A determination  of  the  effect  of  iodine 
is  of  great  value  in  this  group.  Extreme  care 
in  the  differential  diagnosis  is  important,  for 
these  patients  frequently  do  not  tolerate  surgical 
procedures  well.  The  severe  postoperative  re- 
actions, characterized  by  marked  elevation  of  pulse 
rate  and  temperature  and  in  some  cases  by  death, 
make  us  feel  that  operation  should  be  undertaken 
only  because  of  positive  evidences  of  hyperthy- 
roidism. If  such  evidence  cannot  be  obtained  by 
determination  of  the  effect  of  iodine,  or  indeed 
by  the  clinical  manifestations,  prolonged  observa- 
tion may  be  necessary. 

The  widespread  use  of  iodine  has  caused  some 
difficulty  in  diagnosis  in  many  Instances.  Patients 
with  mild  exophthalmic  goiter  or  those  close  to 
a natural  remission  of  the  disease  may  have  the 
evidences  of  the  disease  almost  or  completely  con- 
trolled by  the  use  of  iodine.  Slight  nervous  mani- 
festations may  easily  be  attributed  to  neurotic 
states.  Cessation  of  the  administration  of  iodine 
is  usually  followed  after  four  or  five  days  by  a 
rise  in  the  basal  metabolic  rate.  In  some  in- 
stances, however,  a rise  may  not  occur  for  one 
to  two  weeks  after  the  iodine  has  been  stopped. 
If  patients  are  simultaneously  in  natural  remis- 
sion, there  will  be  no  rise  in  the  metabolic  rate 


until  an  exacerbation  of  the  disease  occurs.  The 
point  which  must  be  remembered  is  that  it  is  not 
.safe  to  pronounce  a thyroid  gland  to  be  normal, 
if  iodine  in  effective  dosage  has  been  taken  re- 
cently by  the  patient. 

Among  the  more  serious  disturbances  which 
may  be  classified  as  emergencies  in  which  hyper- 
thyroidism may  be  overlooked  easily,  cardiovas- 
cular diseases  are  common.  In  cases  at  The  Mayo 
Clinic  auricular  fibrillation  occurs  more  common- 
ly in  association  with  hyperthyroidism  than  with 
any  other  disease.  Cardiac  decompensation  is 
frequently  precipitated  by  hyperthyroidism  when 
the  heart,  otherwise  injured,  is  capable  of  main- 
taining cardiac  compensation  under  ordinary  cir- 
cumstances. Angina  pectoris  may  occur  in  cases 
of  coronary  sclerosis  and  hyperthyroidism,  and 
disappear  completely  for  long  periods  after  relief 
of  hyperthyroidism.  Thus  any  patient  with  aur- 
icular fibrillation,  or  with  heart  failure  either  of 
the  congestive  or  anginal  type,  must  be  considered 
from  the  standpoint  of  the  thyroid  gland,  even 
though  apparently  obvious  reason  for  the  cardiac 
condition  is  present. 

A high  pulse  pressure  should  not  be  readily 
ascribed  to  arteriosclerosis,  but  should  call  for 
careful  consideration  of  hyperthyroidism.  In  the 
presence  of  intractable  cardiac  decompensation  a 
slight  suggestion  of  hyperthyroidism  may  be  suf- 
ficient reason  for  administering  iodine  in  an  effort 
to  relieve  somewhat  the  burden  of  possible  exoph- 
thalmic goiter.  The  basal  metabolic  rate  is  usually 
somewhat  elevated  during  the  course  of  cardiac 
decompensation,  and  this  elevation  probably  is  due 
entirely  to  the  effect  of  dyspnea. 

Severe  vomiting  or  diarrhea  as  seen  in  the 
crises  of  exophthalmic  goiter  may  be  the  prin- 
cipal or  only  obvious  evidence  of  the  disease. 
Such  cases  will  be  seen  occasionally  on  a gastro- 
intestinal emergency  service,  and  attention  may 
be  directed  primarily  to  the  gastrointestinal  tract. 
Lack  of  a sufficient  obvious  cause  for  vomiting 
should  arouse  a suspicion  of  exophthalmic  goiter. 
In  some  instances  here,  as  in  the  cardiovascular 
group,  compound  solution  of  iodine  may  be  given 
because  of  the  urgent  nature  of  the  illness  and 
before  a definite  diagnosis  has  been  reached. 
Patients  with  exophthalmic  goiter  who  state  that 
diarrhea  is  the  chief  complaint  are  seen  occasion- 
ally. Aside  from  those  in  crisis,  such  patients 
usually  eat  excessively.  Those  in  crisis  may  be 
ea.sily  identified  if  goiter  is  considered. 
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'I'he  association  of  diabetes  and  hyperthyroid- 
ism is  not  so  rare  as  has  been  supposed.  Hyper- 
tbyroidisni  has  a marked  effect  on  diabetes;  in 
some  cases  relatively  mild  diabetes  is  made  to  ap- 
pear severe  and  in  some  diabetic  coma  is  precipi- 
tated even  by  slight  hyperthyroidism.  Failure  of  a 
diabetic  patient  to  respond  as  anticipated  to  treat- 
ment with  insulin  should  stimulate  consideration 
of  associated  hyperthyroidism.  If  patients  have 
been  under  treatment  with  insulin  and  suddenly 
find  their  insulin  requirement  markedly  increased, 
an  investigation  of  the  thyroid  gland  may  well 
be  made. 

Extreme  postoperative  rise  in  pulse  and  tem- 
jierature.  especially  if  associated  with  auricular 
fibrillation,  may  occur  when  patients  with  slight  or 
indeterminable  degrees  of  hyperthyroidism  under- 
go operation  on  organs  other  than  the  thyroid 
gland.  In  such  cases,  a careful  subsequent  re- 
view of  history  and  results  of  examinations  may 
fail  to  reveal  evidence  which  should  have  caused 
• a suspicion  of  hyperthyroidism,  and  in  some  in- 
stances the  onset  of  hyperthyroidism  may  coincide 
with  the  time  of  operation.  However,  in  most  in- 
stances such  an  occurrence  will  be  the  result  of 
failure  to  detect  disease  of  the  thyroid  gland  be- 
cause of  its  mildness.  The  presence  of  adeno- 
matous goiter  makes  studies  of  metabolism  im- 
portant, if  an  operation  is  to  be  done  other  than 
on  the  thyroid  gland.  In  the  event  of  even  slight 
evidence  of  hyperthyroidism,  thyroidectomy 
should  be  performed  before  the  other  operation 
unless  in  emergency.  If  possible  to  do  so,  it  is 
usually  wnse  to  remove  adenomatous  goiters  that 
are  not  causing  intoxication  before  performing 
other  operations,  as  hyperthyroidism  may  de- 
velop suddenly  and  become  severe  if  the  order 
of  operations  is  reversed. 

The  treatment  of  hyperthyroidism  referred  to 
in  the  groups  mentioned  coincides  with  treatment 
of  the  disease  in  general.  Patients  with  cardiac 
decompensation  must  usually,  of  course,  receive 
specific  treatment  for  this  condition.  The  re- 
coverv  from  decompensation  is  remarkable  in 
many  cases  of  exophthalmic  goiter  when  no  medi- 
cation other  than  compound  solution  of  iodine 
is  given.  Since  the  demonstration  by  Plummer 
.of  the  unfavorable  effect  of  digitalis  in  some 
cases  of  hyperthyroidism,  we  have  used  this  drug 
only  with  great  caution.  Ordinarily  digitalization 
is  of  no  value  in  cases  of  hyperthyroidism,  and 


in  many  cases  it  is  deleterious.  Edema  and 
ascites  can  usually  be  controlled  more  readily  by 
means  of  ammonium  nitrate  and  salyrgan  than  by 
other  drugs.  In  some  instances  cardiac  compen- 
sation cannot  be  maintained  except  by  use  of 
digitalis.  In  such  cases,  however,  the  drug  may 
be  used  in  smaller  doses  than  have  ordinarily  been 
prescribed. 

Iodine  given  to  patients  with  exophthalmic 
goiter  and  diabetes  is  usually  followed  by  a low- 
ered insulin  requirement.  In  the  course  of  hyper- 
thyroidism it  seems  best  to  control  diabetes  with 
insulin  and  to  allow  a generous  diet  in  order  to 
maintain  strength  and  nourishment.  In  the  post- 
operative period  the  status  of  the  dialietes  must 
be  carefully  watched,  as  frequently  it  increases 
in  severity  temporarily. 

In  the  presence  of  crisis  with  exophthalmic 
goiter  iodine  should  be  given  for  longer  periods 
before  operation  than  in  the  absence  of  crisis.  As 
soon  as  other  contraindications  disappear,  patients 
with  hyperthyroidism  are  urged  to  be  out  of  bed 
for  several  hours  each  day.  Acute  infections, 
cardiac  decompen.sation  and  crisis  are  the  only 
conditions  which  necessitate  constant  rest  in  bed. 
Before  operation  patients  will  be  much  stronger 
if  they  are  up  and  about,  and  they  will  undoubted- 
ly stand  the  stress  of  operation  better  and  have 
less  severe  postoperative  reactions  than  those 
weakened  by  long  periods  in  bed. 

Our  surgical  treatment  of  atypical  hyperthy- 
roidism differs  in  few  particulars  from  the  stand- 
ardized operative  procedures  in  vogue  in  all  thy- 
roid clinics  at  present.  However,  it  must  be  ad- 
mitted that  in  certain  instances,  which  are  not 
unusual  in  this  group  of  cases,  additional  safe- 
guards and  often  more  meticulous  selection  of 
time  and  type  of  operation  are  urgently  necessary 
to  keep  the  operative  mortality  within  the  now 
extremely  low  limits. 

In  the  small  group  of  cases  in  which  unsus- 
pected hyperthyroidism  has  been  precipitated  by 
a surgical  operation  for  a concurrent  ailment,  the 
hyperthyroidism  frequently  may  be  controlled  by 
adequate  doses  of  iodine  at  the  onset  of  the 
symptoms.  In  another  group  of  cases  of 
atypical  hyperthyroidism  characterized  by  apatby 
and  lethargy  rather  than  by  the  activated  symp- 
toms of  the  acute  type,  one  is  compelled  to  exer- 
cise exceptional  judgment  in  selecting  the  time 
of  intervention  as  well  as  the  operative  maneuver. 
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This  type  of  hyperthyroidism,  which  usually  we 
have  considered  as  occurring  in  cases  of  nodular 
goiter  of  long  standing  which  have  not  been 
acutely  activated,  frequently  is  difficult  to  diag- 
nose and  the  long-standing  intoxication,  what- 
ever its  ty'pe,  is  more  likely  to  result  fatally  than 
with  the  ordinary  type  of  goiter  submitted  to  op- 
eration. Not  only  is  the  mortality  curve  likely 
to  tend  upward  in  this  group,  but  the  question 
of  ultimate  satisfactory  end  results  following  any 
type  of  treatment  also  must  be  borne  in  mind. 

The  type  of  surgical  procedure  indicated  in  the 
treatment  of  atypical  hyperthyroidism  differs  little 
from  that  usually  instituted,  with  the  exceptions 
mentioned.  It  has  been  our  belief  that  the  factors 
which  influence  mortality  most  pointedly  following 
operation  on  the  thyroid  gland  are  the  general 
condition  of  the  patient,  the  duration  and  severity 
of  the  hyperthyroidism  and  the  presence  or  ab- 
sence of  visceral  degenerative  changes  or  inter- 
current diseases.  It  is  assumed  that  in  well  estab- 
lished clinics  for  the  treatment  of  goiter  the  pre- 
operative preparation  of  the  patient  is  adequate 
and  that  operation  is  carried  out  by  standard 
technic.  As  Pemberton  has  pointed  out,  within 
the  last  two  years  the  percentage  of  patients  who 
were  poor  surgical  risks  was  larger  than  that  of 
previous  years.  In  support  of  this  statement  he 
emphasized  that  during  the  last  two  years  the 
duration  of  disease  on  admission  of  the  patient 
to  the  clinic  has  been  materially  lengthened.  This 
has  resulted  in  the  selection  of  two-stage  opera- 
tions in  the  cases  in  which  risk  is  high. 

The  influence  of  the  preoperative  use  of  iodine 
can  hardly  be  overestimated.  The  almost  com- 
plete disappearance  of  the  postoperative  reaction, 
formerly  so  feared  by  surgeons,  and  the  huge  re- 
duction in  operative  mortality  are  directly  attrib- 
utable to  its  use.  In  a recent  report  on  surgery 
of  the  thyroid  gland  made  by  Pemberton  he  epi- 
tomized this  situation  as  follows : “In  the  five- 
year  period,  1918  to  1922,  prior  to  standardization 
of  this  method  of  preparation  by  H.  S.  Plummer, 
3,100  patients  with  exophthalmic  goiter  were 
operated  on.  Of  these,  119  died,  a mortality  of 
3.84  per  cent.  A study  of  the  records  of  the 
patients  who  died  would  indicate  that  under  the 
then  existing  conditions  it  would  not  have  been 
possible,  even  with  perfect  technic,  to  reduce  this 
mortality  rate  more  than  a fraction  of  1 per  cent. 
In  contrast,  during  the  eight  years  since  the  prep- 


aratory measures  have  been  standardized,  1924 
to  1931,  inclusive,  8,080  patients  with  exophthal- 
mic goiter  were  operated  on  with  sixty-seven 
deaths,  a mortality  rate  of  0.83.  Moreover,  the 
percentage  of  ligations  in  the  whole  series  of 
8,080  patients  was  only  1.5  per  cent.  In  more 
recent  years  this  percentage  has  been  steadily  de- 
creasing. Thus,  in  the  last  four  years  only  four 
preliminary  ligations  have  been  performed.  As 
these  two  series  of  patients  were  operated  on 
under  almost  similar  conditions,  with  the  prin- 
cipal exception  that  in  the  latter  the  patients  were 
prepared  by  the  administration  of  iodine,  it  is 
obvious  that  the  preparation  of  the  patient  was 
largely  responsible  for  the  improved  results.” 

That  technical  perfection  has  kept  step  with 
other  advantageous  procedures  to  minimize  the 
dangers  of  thyroid  resection  is  indisputable.  It 
is  our  practice,  unless  definite  contraindications 
arise,  to  perform  subtotal  thyroidectomy  with  re- 
moval of  portions  of  both  lobes  and  the  isthmus, 
leaving  behind  the  posterolateral  thyroid  tissue 
to  the  amount  of  one- third  or  one-half  of  a nor- 
mal-sized lobe.  The  essential  factors  for  success- 
ful subtotal  thyroidectomy,  I believe,  are:  (1) 
avoidance  of  injury  to  the  recurrent  laryngeal 
nerve,  (2)  efficient  hemostasis,  '(3)  avoid- 
ance of  injury  to  the  parathyroid  bodies, 
(4)  preservation  of  sufficient  thyroid  tissue  to 
maintain  metabolic  processes  within  normal  limits, 
and  (5)  satisfactory  cosmetic  considerations. 

The  direct  result  of  increasing  perfection  in 
technical  procedures  is  likewise  indicated  in  a 
study  of  the  recent  goiter  statistics  at  The  Mayo 
Clinic  in  the  cases  of  benign  adenomatous  goiter 
without  hyperthyroidism,  in  wliich  mortality  fol- 
lowing resection  is  almost  universally  due,  directly 
or  indirectly,  to  faulty  technic.  Here,  again,  a 
comparison  may  be  made  of  the  two  series  of 
operations;  one  during  1918  to  1922,  in  which  the 
mortality  rate  was  0.51  per  cent,  and  one  during 
the  last  eight  years,  1924  to  1931,  in  which  the 
mortality  rate  was  0.178  per  cent. 

CONCLUSIONS 

Series  of  tests  of  the  basal  metabolic  rate  in- 
stead of  single  tests,  and  the  determination  of 
the  effect  of  iodine  in  cases  of  neurosis,  essential 
hypertension  or  Parkinson’s  syndrome  in  which 
exophthalmic  goiter  is  suspected,  are  valuable  aids 
to  differential  diagnosis.  Hyperthyroidism 
should  be  considered  in  cases  of  cardiovascular 
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disturbances,  atypical  gastrointestinal  disturb- 
ances with  vomiting  or  diarrhea  and  in  cases  of 
diabetes  with  increased  insulin  requirements,  even 
though  other  apparently  sufficient  causes  for  the 
disturbances  may  be  present. 


INTERRUPTION  OF  SYMPATHETIC 
PATHWAYS  FOR  THE  RELIEF  OF  PAIN 
IN  THE  EXTREMITIES* 
Frederick  Leet  Reichert,  M.D. 

SAN  FRANCISCO,  CAEIF. 

Conclusive  evidence  is  now  available  indicating 
that  the  sympathetic  nerves  to  an  extremity  ac- 
company and  are  a part  of  the  peripheral  nerves. 
Sympathetic  fibers  emerge  from  these  nerve 
trunks  at  frequent  intervals  to  innervate  segment- 
ally  the  walls  of  arteries  and  veins  throughout 
their  course  and  to  regulate  the  sweat  glands  and 
hair  follicles.  Besides  these  efferent  fibers  there 
are  apparently  certain  afferent  sympathetic  nerves 
that  convey  pain  and  other  sensations.  The  exact 
course  of  vasodilator  fibers  and  the  afferent 
sensory  sympathetics  is  not  known,  through  pre- 
sumably they  accompany  the  other  sympathetic 
nerves. 

Until  recently,  besides  the  history  and  clinical 
signs,  the  tests  to  determine  dysfunction  of  the 
sympathetic  nerves  in  the  extremity  were  de- 
pendent upon  the  temperature  rise  in  the  toes  due 
to  fever  produced  in  one  of  several  ways ; by  for- 
eign protein  such  as  typhoid  vaccine,  by  hot  baths , 
or  hy  the  paralysis  of  vasoconstrictor  fibers  fol- 
lowing spinal  anesthesia,  peripheral  nerve  block 
or  better  by  blockage  of  the  sympathetic  chain  by 
paravertebral  novocaine  injection. 

Our  clinical  and  experimental  studies^  indicated 

that  these  tests  for  the  thermal  response  of  the 

skin  were  unreliable  unless  the  environmental 
r ■ 

temperature  wAs  controlled,  and  that  they  could 
only  be  applied  with  a certain  measure  of  reliance 
when  the  patient  was  kept  for  twenty  to  thirty 
minutes  in  a room  sufficiently  cool  (!8®-23®C) 
to  prevent  the  normal  response  of  vasodilation 
that  appears  when  one  remains  in  a warm  room, 
or  under  clothifig  or  bedding. 

♦From  the  Department  of  SOTgery,  Stanford  Univer- 
sity Medical  Schdol,  San  Frantelsoo,'  Calif. 

. Read  before  the  Fortieth  Annual  Meeting  of  Idaho 
State  Medical  Association,  Pocatello,  Ida.,  Sept.  16, 

1.  Reichert,  F.  L.,  Thermal  .Ohanges  in  Denervated 
and  Sympathectomized  Limbs  with  and  without  .Vr- 
terial  Ligation.  Proc.  Soc.  Ex^per.  -Biol.  ai)d  Meet  ilii: 
473-476,  Jan.  1932 


Since  it  is  the  relief  of  pain  in  the  extremity 
for  which  the  subject  usually  seeks  help,  the 
thermal  response  of  the  skin  after  vasoconstrictor 
release  may  be  obtained  as  a matter  of  record, 
but  the  most  satisfactory  test,  and  one  which  will 
in  a large  measure  permit  the  patient  to  be  the 
judge,  is  the  interruption  of  the  sympathetic  im- 
pulses alone  by  the  paravertebral  novocaine  in- 
jection of  the  sympathetic  chain  and  ganglia.  This 
injection  does  not  interfere  with  any  activity  of 
the  patient  and,  when  applied  while  the  patient 
has  pain  or  can  induce  the  pain,  serves  as  an 
exact  criterion  of  the  relief  that  can  be  secured 
either  by  operative  removal  or  alcoholic  injection 
of  that  portion  of  the  sympathetic  nervous  sys- 
tem. Of  course,  it  is  necessary  for  one  to  be 
trained  in  placing  the  needles  near  the  sympathetic 
chain,  but  this  is  offset  by  the  knowledge  that 
one  can  have  the  patient’s  aid  in  determining  the 
degree  of  relief  that  may  be  secured. 

Permanent  interruption  of  the  sympathetic 
pathways  may  usually  be  secured  by  the  opera- 
tive procedures  of  Adson^  both  for  the  upper 
extremity  through  the  posterior  thoracic  incision 
and  for  the  lower  extremities  by  the  midabdomin- 
al incision.  Lee^  has  shown  that  sympathetic 
nerves  regenerate  and  occasionally  vasoconstric- 
tion has  returned  after  interruption  either  because 
aberrant  fibers  were  not  removed  or  new  path- 
ways have  formed. 

An  easier  though  less  accurate  method  of  in- 
terruption that  may  be  applied  to  the  ambulatory 
patient  is  the  paravertebral  alcoholic  injection  of 
the  sympathetic  chain.  White^  has  reported  con- 
tinuous interruption  of  the  sympathetics  five 
years  after  the  alcoholic  block.  Theoretically,  if 
the  ganglia  are  destroyed  by  alcohol,  the  result 
should  be  as  permanent  as  operative  removal,  but 
the  greatest  difficulty  with  the  injection  method  is 
the  accurate  placing  of  the  ends  of  the  needles  in 
approximation  to  the  sympathetic  chain.  Using  the 
method  as  outlined  by  White’’’  and  more  recently 
modified  by  Lundy  and  described  by  Flothow®, 

2.  Adson,  A.  W.  and  Brown,  G.  E.,  The  Treatment  of 
'Raynaud’s  Disease  by  Resection  of  Upper  Thoracic  and 

Lumbar  Sympathetic  Ganglia  and  Trunks.  Surg. 
Gynec  Obst.  48:  ^77-603;  May.  1929. 

3.  ■ Lee,  F.  C.,  Regeneration  of  Nervous  Tissue, 
Physiol.  liev.  9:  575-623, ;Oct.,  1929. 

4.  White,  J.  C.,  Painful  Aneurysip  of  the  Aortic 
'Arch.  Relief  by  Paravertebral  Injections  of  Procaine 
and  Alcohol.  J.  A..  M.  A 99:  10-1.3,  July.  1932. 

! -5.  White,  J.  C.,  Diagnostic  Blocking  of  Sympathetic 
Nerves  to  Extremities  with  Procaine;  Test'  to  Evaluate 
Benefit  of  Sympathetic  Ganglionectomy.'  J.  A.  M.  A. 
9,4:  1382-1388,  May  3,  1930. 

• ‘6.  Flothow.  P.  G..  Sympathetic  Alcohol  Injec- 
tion for  Relief  of  Arteriosclerotic  Pain- and  Gangrene. 
Northwest  Med.  30:  4d'8-412,  Sept.,’ 1931. 
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satisfactory  block  can  generally  be  obtained, 
particularly  if  the  alcoholic  injection  is  done  with- 
out any  general  anesthesia,  since  the  effect  of  the 
first  cubic  centimeter  of  alcohol  in  each  needle 
will  usually  produce  transient  epigastric  or  ab- 
dominal pain,  indicating  that  the  needle  points 
are  close  to  the  sympathetics.  This  transient 
visceral  pain  is  secured  whether  the  injection  is 
made  for  the  lower  or  upper  extremity.  Frequent- 
ly transient  cardiac  pain  along  with  the  epigastric 
pain  is  felt  when  the  sympathetics  to  the  upper 
extremity  are  being  blocked.  Five  cc.  of  95  per 
cent  alcohol,  preceded  by  one  cc.  of  2 per  cent 
novocaine,  is  injected  into  each  needle.  Three 
needles  are  placed,  as  described  by  Flothow'^,  at 
T 1,  2 and  3 for  an  upper  extremity  and  L 1,  2 
and  3 for  a lower  extremity  (figs.  1.  2,  3). 


The  alcoholic  injections  have  been  used  in 
elderly  patients  and  those  that  were  poor  opera- 
tive risks,  and  recently,  because  of  the  economic 
depression,  in  a number  who  could  not  afford 
hospitalization.  Some  have  been  relieved  for  a 
period  of  two  years  after  one  injection,  others 
have  been  reinjected  one  or  more  times  before  the 

7.  Flothow.  P.  G..  Diagnostic  and  Therapeutic  Injec- 
tions of  Sympathetic  Nerves.  Am.  ,J.  Sijrg.  14r:  591-604, 
Deo,  1931, 


Fig.  3.  Point  of  insertion  of  needles  for  dorsal  and 
lumbar  injections,  using  Lundy  technique.  First  dorsal 
.segment  lying  opposite  the  seventh  cervical  spine, 
showing  that  dorsal  injection  is  made  opposite  spine 
and  lumbar  injection  opposite  interspaces.  (From 
Flothow  Am.  J.  Surg.,  Dec.,  1931). 

block  has  become  effectual.  One  elderly  man  with 
marked  hypertrophic  arthritis  was  not  successfully 
injected  after  several  trials  with  both  Lundy’s  and 
Labat’s  techniques. 

There  have  been  no  fatalities  or . severe  com- 
plications from  the  alcoholic  injections.  The  dif- 
fusion of  alcohol  always  produces  peripheral 
neuralgia  which  may  be  annoying_for  one  to  four 
weeks.  Occasionally  a peripheral  nerve  may  be 
blocked  by  the  alcohol  but  it  is  never  incapacitating 
One  patient  had  a localized  friction  rub  for  two 
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days  after  injection  in  the  thoracic  region.  Two 
very  nervous  patients  had  periods  of  generalized 
sweating  except  in  the  regions  controlled  by  the 
sympathetic  block.  Less  accurate  results  were  ob- 
tained when  the  patients  were  given  gas  anesthesia 
during  the  placing  of  the  needles  and  during  the 
alcoholic  injection. 

In  patients  with  inflammation,  ulceration  or 
localized  gangrene,  circulatory  improvement  and 
some  relief  from  pain  is  generally  obtained  after 
interruption  of  the  sympathetic  pathways,  but  if 
an  attempt  is  being  made  to  save  the  patient  an 
amputation,  entire  freedom  from  pain  can  be 
secured  by  crushing  the  peripheral  nerves  to  the 
affected  part  as  described  by  Smithwick  and 
White*. 

The  efficacy  of  blocking  sympathetic  impulses 
to  and  from  an  extremity  has  been  reported  by  a 
number  of  observers  for  conditions  such  as  Ray- 
naud’s disease,  scleroderma,  thromboangiitis  obli- 
terans, and  selective  cases  of  arthritis  and  arteri- 
osclerotic claudication. 

One  cannot  state  that  these  conditions  are  cured 
by  sympathetic  block  for  the  pathologic  process  is 
generalized,  manifesting  itself  as  a rule  first  in  the 
extremities.  Corrective  measures  must  be  applied 
in  an  attempt  to  arrest  the  systemic  alteration,  and 
for  the  local  manifestations  in  the  extremity  one 
can  give  relief  by  sympathetic  block.  In  time  even 
the  improvement  from  vasodilation  and  the  relief 
from  pain  are  frequently  not  sufficient  to  pre- 
serve the  integrity  of  the  limb  from  the  advances 
of  the  jiathologic  jirocess  and  only  amputation  re- 
mains. 

Our  series  of  cases,  many  of  which  have  been 
treated  by  alcoholic  injections,  confirm  the  find- 
ings of  other  observers.  Relief  from  pain  and 
improvement  in  the  circulatory  status  and  nutri- 
tion of  the  limb  have  been  secured  for  various 
periods  of  time,  depending  upon  the  type  and  the 
extent  of  the  pathologic  condition  and  whether  it 
has  been  held  in  abeyance.  In  Raynaud’s  dis- 
ease, scleroderma  and  in  arthritic  cases  character- 
ized by  vasomotor  instability  the  improvement  has 
continued  until  the  present  time.  In  Buerger’s 
disease  and  in  arteriosclerotic  claudication  the 
progress  of  the  condition  has  often  resulted  in 
gangrene,  necessitating  amputation. 

8.  Smithwick.  R.  H.,  and  White.  J.  C..  Elimination 
of  Pain  in  Obliterative  Vascular  Disease  of  Lower 
Extremity;  Technique  for  Alcohol  Injection  of  Sensory 
Nerves  of  Lower  Leg.  Surg.  Gynec.  Obst.  51:  394-403. 
Sept.  1930. 


Relief  of  some  degree  has  always  been  secured, 
probably  because  die  preliminary  paravertebral 
novocaine  block  has  permitted  the  selection  of 
favorable  cases.  A number  of  patients  with 
thromboangiitis  obliterans  and  with  arterioscler- 
otic claudication  have  been  previously  helped  by 
contrast  baths  and  graded  exercises.  Further  im- 
provement was  obtained  after  sympathetic  block. 

Relieving  pain  removed  only  a symptom  and,  as 
noted  after  sympathetic  block  for  angina  pectoris, 
patients  must  be  warned  to  restrict  their  activities 
so  as  not  to  overtax  the  function  of  the  affected 
system,  or  complications,  such  as  cardiac  decom- 
pensation, may  develop.  Gangrene  is  always  to  be 
feared  and  protection  of  the  limb  against  cold 
should  be  insisted  upon  at  all  times.  Our  experi- 
ments have  shown  that,  despite  the  continuous 
vasodilation  secured  by  sympathetic  ablation,  the 
temperature  of  the  extremity  falls  on  exposure  to 
lowered  environmental  temperature. 

This  discussion  would  be  too  lengthy  if  re- 
ports of  all  cases  of  the  series,  numbering  to  date 
over  forty  patients,  were  included.  Emphasis 
should  be  laid,  however,  on  the  group  of  elderly 
people  with  claudication  which  has  been  helped 
very  little  except  by  sympathetic  block.  Flothow* 
pointed  out  that  relief  could  be  offered  to  the  old 
arteriosclerotic  individual  with  incapacitating 
claudication.  He  felt  that  an  alcoholic  block  should 
not  be  done  unless  there  was  thermal  elevation  fol- 
lowing the  novocaine  injection. 

Among  the  first  of  our  twenty-two  such  cases 
there  were  several  in  whom  a rise  of  less  than  one 
degree  centigrade  was  observed  after  paravertebral 
novocaine  sympathetic  block  but  who,  under  the 
effect  of  the  novocaine,  were  enabled  to  walk  at 
least  twice  as  far  before  the  onset  of  claudication. 
Such  individuals  were  given  the  alcoholic  block 
and  are  a group  of  most  grateful  patients.  To 
increase  the  distance  from  one-quarter  to  one- 
half  a city  block  to  tv\'o,  three  or  even  ten  blocks 
is  a great  asset  to  these  people,  and  frequently 
enables  them  to  secure  work  as  well  as  offering 
them  a comfortable  rest  at  night.  Even  the  cold, 
aching  limb  of  the  old  hemiplegic  can  be  changed 
to  a warm,  comfortable  extremity. 

CONCLUSIONS 

A number  of  conditions  in  which  pain  in  the 
extremity  cripples  an  individual  have  been  treated 
by  interruption  of  the  sympathetic  pathways  to 
the  affected  limb. 


December,  1932 


base-forming  diets MOORE 


557 


Although  grateful  improvement  or  relief  of  this 
symptom  can  he  secured,  it  must  he  borne  in  mind 
that  the  underlying  pathologic  process  still  exists 
and  efforts  must  he  made  to  arrest  its  progress. 

Since  the  dominant  factor  in  these  conditions  is 
circulatory,  protection  of  the  limb  from  cold  must 
be  continued  even  after  the  sympathetic  block. 

Selection  of  favorable  cases  is  made  by  a pre- 
liminary paravertebral  novocaine  injection  of  the 
.sympathetic  chain,  which  enables  the  patient  to  be 
ambulatory  and  to  assist  the  physician,  by  endeav- 
oring to  induce  pain,  to  judge  whether  permanent 
interruption  would  be  beneficial. 

Improvement  has  been  obtained  following  in- 
terruption of  the  sympathetic  pathways  in  over 
forty  cases  for  conditions  such  as  Raynaud’s  dis- 
ease, scleroderma,  xeroderma,  selective  arthritic 
cases  with  obvious  vasomotor  instability,  throm- 
boangiitis obliterans  and  arteriosclerotic  claudi- 
cation. 


Results  of  Prostate  Resection  Over  a Period  of 
Seven  Years.  Hermon  C.  Bumpus,  Jr.,  Rochester, 
Mnn.  {Journal  A.  M.  A..  Nov.  26,  1932),  has  felt 
that  the  tardiness  of  the  urologists  in  adopting  the 
Caulk  cautery  punch  operation  for  the  treatment  of 
urinary  obstruction  was  due  to  the  lack  of  adequate 
vision  afforded  by  Caulk's  cautery  punch  operation,  for 
when  Davis  modified  Stern’s  resectoscope  so  that  por- 
tions of  obstructing  tissue  could  be  resected  under 
ample  vision,  the  interest  aroused  was  almost  immediate, 
although  the  fundamental  principles  of  the  procedure 
are  identical.  Believing  that  these  principles  were  sound 
and  having  employed  Caulk’s  instrument  in  twenty- 
three  previous  cases,  he  used  it  in  fifty  cases  of  urethral 
obstruction  during  the  years  1925  and  1926.  In  fifteen, 
the  removed  tissue  was  adenofibromatous,  and  in 
thirty-three  the  inflammatory  reaction  predominated  the 
microscopic  picture.  In  two  cases  the  specimens  of 
tissue  have  been  lost.  Twelve  of  the  fifteen  patients 
suffering  from  adenomatous  hypertrophy  were  operated 
on  in  1925.  Nine  have  written  in  1932  as  follows:  1. 
“Urination  has  not  improved  but  I feel  fine.”  Fifteen 
months  after  the  operation  examination  for  residual 
urine  was  made  and  none  was  found  2.  “Improved  for 
but  a few  months.”  3.  “For  a couple  of  years  not  so 
good,  now  urination  is  fine.”  Examination  was  made 
in  the  last  case  for  residual  urine  four  years  after  oper- 
ation and  only  10  cc.  was  found;  prior  to  operation  60 
cc.  was  present.  4.  “Have  no  trouble  at  all  in  starting 
stream.”  5.  “No  difficulty  since  operation.”  Cystoscopic 
examination  in  this  case  recently  did  not  reveal  residual 
urine.  6.  “I  have  had  scarcely  any  difficulty  since  opera- 
tion.” 7 “Urination  improved,  have  never  used  a cathe- 
ter.” Seven  years  previously  this  patient  had  had  190 
cc.  of  residual  urine.  8.  “Had  to  have  a prostatectomy 
a year  after  your  punch  operation.  Urine  is  now  cloudy 
with  heavy  sediment.”  The  ninth  patient  returned  to 
the  clinic  this  year;  although  there  was  150  cc.  of  resi- 
dual urine  before  resection  by  cautery  seven  years  pre- 
viously, none  was  found  on  recent  examination.  Since 
adopting  this  method  of  resection,  up  to_  Jan.  1,  1932, 
the  author  has  used  it  in  187  cases  of  urinary  obstruc- 
tion; 75  of  these  cases  were  due  to  benign  adenomatous 
hypertrophy  and  93  to  chronic  inflammatory  disease,  17 
to  carcinoma  and  2 to  tuberculosis. 


BASE-FORMING  AND  SALT-POOR  DIETS 

Prophylactic  and  Therapeutic  Value  As 
Demonstrated  in  Europe* 

C.  Ulysses  Moore,  M.D.,  F.A.C.P. 

PORTLAND,  ORE. 

Since  the  war  biologic  research  in  central  Eu- 
rope has  been  concentrated  largely  on  diets.  Aca- 
demic facts  and  empiric  ideas  have  received 
thoughful  clinical  trial  with  the  result  that  some 
old  axioms  have  been  disproven  and  new  facts  es- 
tablished. Best  of  all,  perhaps,  a simple  method  of 
studying  the  metabolic  effects  of  various  foods  on 
normal  human  beings  has  been  worked  out  and 
its  practical  value  demonstrated. 

For  the  sake  of  clarity  let  us  define  the  terms 
used  in  the  title  of  this  paper.  A base-forming 
diet  is  composed  of  a food  or  a combination  of 
foods  which  when  eaten  by  human  beings  will 
produce  a neutral  or  alkaline  urine.  A salt-poor 
diet  is  one  which  contains  only  the  amount  of 
sodium  chloride  to  be  found  in  natural  foods. 
Such  foods  will  provide  a gram  to  a gram  and  a 
half  of  this  salt  per  day,  which,  according  to 
Strauss^^,  is  as  much  as  the  body  needs. 

From  the  standpoint  of  their  biologic  effect  on 
the  human  organism  foods  may  be  divided  into 
three  groups:  acid,  neutral,  and  basic  (fig.  1). 


Acid 


Neutral 


Basic 


Cereals 

Breads 

Crackers 

Meats 

Fish 

Chicken 

Eggs 

Coffee 

Tea 

Fig.  1. 


Vegetable  Oils 

Butter 

Sugar 

Tapioca 

Lard 


Vegetables 
Potatoes 
Fruits 
Milk 
Cheese 
Junket 
Most  Nuts 


Classification  of  Poods  According  to 
Biologic  Effect. 


When  one  of  the  acid  foods  is  burned  in  a cruc- 
ible, the  ash  remaining  gives  an  acid  reaction.  The 
same  thing  happens  if  such  a food  is  oxidized  in 
the  tissues  of  the  body.  Many  foods  are  deceiving 
because  they  may  be  acid-forming  without  having 
an  acid  taste,  such  as  meats  and  breads ; whereas 
fruits,  though  acid  in  taste,  are  base-forming,  be- 
cause they  produce  a nonvolatile  alkaline  residue, 
either  in  the  crucible  or  in  the  organism.  In  the 
body  the  acid  ions  of  fruits,  being  respirable,  are 
thrown  off  by  the  lungs.  The  nonrespirable  resi- 

•From  the  Nutritional  Research  Laboratory,  Univ. 
of  Oregon  Medical  School. 

•Read  before  the  Portland  City  and  County  Medical 
Society,  Portland,  Orev,  October  5,  1932. 

1.  Strauss.  H.,  Zur  frage  der  Diaethehandlung  der 
Lungentuberkulose.  Med.  Klin.,  25:  1383-1387,  Sept., 
6,  1929. 
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due  is  basic  and  is  eliminated  largely  by  the  kid- 
neys. 

The  urine,  therefore,  becomes  an  excellent 
means  of  determining  whether  one’s  diet  is  acid, 
neutral  or  alkaline.  Most  of  us  were  taught  that 
urines  should  he  acid  to  litmus.  But  we  were 
taught  that  before  the  reaction  of  the  blood  was 
known  or  its  relation  to  health  was  established. 
A quantitative  metabolic  test  of  the  urine  requires 
a full  twenty-four  hour  specimen  collected  under 
special  precautions.  For  a determination  of  the 
chemical  reaction  litmus  is  not  accurate  enough. 
The  hydrogen  ion  colorimetric  test  is,  however, 
adequately  accurate,  dependable  and  sufficiently 
simple  for  any  nurse  or  technician  to  perform. 
We  use  the  Heilege-Klett  apparatus,  but  the  La 
Motte  or  even  the  graduated  color  plates  found 
in  Clark’s  excellent  book,  entitled,  “The  Deter- 
mination of  Hydrogen  Ions,”  gives  good  results. 

You  remember  that  the  pH  of  normal  blood  is 
7.35,  that  is,  a little  on  the  alkaline  side  of  neu- 
trality, and  that  if  it  changes  .4  of  a point  in 
either  direction  death  occurs.  If  it  goes  up  .4  con- 
vulsions usher  in  the  final  agony ; if  down  an 
equal  distance  coma  precedes  death.  Therefore, 
the  first  step  in  self-preservation  is  to  keep  the 
blood  and  other  body  fluids  within  this  very  nar- 
row reaction  zone.  Henderson^  well  says:  “Neu- 
trality is  a definite,  fundamental  and  important 
characteristic  of  the  organism.” 

Cannon^  states  with  his  characteristic  clearness : 
“Within  a narrow  range  of  variation  in  the  chem- 
ical reaction  of  the  blood  the  nervous  system  will 
operate  perfectly.” 

Sansum**  has  worked  out  a table  which  com- 
pares the  reaction  of  the  urine  with  normal  blood 
in  a way  that  one’s  more  intelligent  patients  can 
understand  (figs.  2,  3).  They  may  not  understand 


Blood  and  Urine  Acidities  Compared 


Urine 

-A^cidity  of  Urine  times  that 

pH 

of  the  Normal  Blood 

7.35 

1. 

7.00 

2. 

6.80 

3. 

6.60 

5. 

6.50  , 

7. 

6.00 

22. 

5.50 

70. 

5.00 

223. 

4.50 

708. 

'4.35 

1000. 

Fig.  2.  The  nearer 

neutral  (pH  7.0)  the  urine  is. 

the  less  the  metabolic 

friction  within  the  body. 

la.  ” Osgood,  E.  E.,  and  Haskins,  H.  D..  EaboraTory 
Diagnosis,  276,  P.  Blackiston’s  Son  & Co.,  Philadelphia, 


X C7  0 J.. 

2.  Henderson,  L.  J,  The  Regulation  of  Neutrality  in 
the  -Animal  Body,  Science,  37:  389-395,  1913. 

3.  Cannon,  W.  B.,  The  Wisdom  of  the  Body.  W.  W. 
Norton  & Co.,  N.  Y..  1932. 

4.  Sansum,  W.  B.,  The  Normal  Diet.  C.  V.  Mosby 
Co  . St.  Louis,  1930. 


hydrogen  ion  concentration  or  other  clinical  ex- 
planations but  they  do  comprehend  arithmetic. 
Therefore,  a statement  that  the  urine  is  so  many 
time  as  acid  as  the  blood  furnishes  a simple  basis 
of  comparison.  They  soon  learn  that  the  smaller 
the  pH  figure  the  more  acid  the  urine,  and  that 
the  more  closely  they  adhere  to  a diet  containing 
the  base-forming  foods  the  nearer  neutral  the 
urine  becomes  and  the  better  they  feel.  The  acid 
foods  should  be  used  sparingly  and  butter  freely. 

vSuppose  one  has  a urine  that  is  highly  acid  to 
litmus  and  shows  a hydrogen  ion  concentration  or 
pH  around  4.35,  what  does  it  signify?  It  means 
that  that  urine  is  one  thousand  times  as  acid  as 
normal  blood  and  in  turn  that  the  organism  is 


of  6 is  reached. 

spending  much  more  energy  than  is  necessary  just 
to  carry  on  its  metabolic  processes  and  overcome 
nutritional  friction.  If  that  amount  of  energy 
were  conserved,  it  appears  altogether  possible  that 
a man’s  span  of  life  and  his  dynamically  produc- 
tive years  could  be  materially  lengthened. 

You  may  well  ask  how  much  base  is  needed 
daily  to  keep  the  urine  close  to  the  neutral  point. 
This  varies  according  to  one’s  work  and  the  food 
eaten.  Every  time  we  move  a muscle  we  are  form- 
ing acids. -.These  must  be  counteracted  by  alkaline 
foods  or  the  body  must  perform  additional  work 
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to  throw  off  these  acids.  If  one  knew  just  how 
much  acid  his  daily  diet  and  metabolic  activities 
are  producing,  he  might  theoretically  add  enough 
alkali  to  counterbalance  it.  One  may  easily  give 
too  much  alkali  and  thus  run  into  another  danger 
zone.  Do  you  remember  the  deaths  that  occurred 
in  children  in  the  days  when  we  treated  acidosis 
with  intravenous  alkalies  ? Our  treatment  was  at 
least  partly  to  blame  for  some  deaths. 

Some  of  you  know  the  effect  of  a prolonged 
use  of  the  Sippy  diet.  Fortunately  our  bodies  are 
very  versatile.  They  will  stand  a lot  of  punish- 
ment, but  why  should  punishment  be  necessary 
now  that  we  know  how  to  measure  it  and  how  to 
prevent  it?  It  seems  almost  unbelievably  simple 
that  the  information  required  for  determining  the 
foods  to  be  eaten  and  the  metabolic  status  of  the 
Ixidy  can  be  learned  from  a twenty- four  hour 
urinary  test.  If  this  test  were  made  once  a month, 
impending  trouble  could  in  many  cases  be  pre- 
dicted and  prevented. 

SALT-POOR  DIETS 

A salt-poor  diet  might  with  equal  propriety  be 
called  an  optimum-salt  diet.  Salt-poor  is  a des- 
criptive term,  indicating  that  the  amount  now  con- 
sidered optimum  is  much  below  the  commonly  ac- 
cepted standard  of  civilized  man.  Our  religious 
and  secular  literature,  our  aphorisms,  our  man- 
ners and  customs  have  all  been  based  on  a larger 
salt  consumption  than  the  new  diet  ideas  indicate 
as  necessary  or  advisable.  Since  sodium  chloride 
ir  found  in  all  foods  and,  since  the  body  requires 
no  more  than  one  and  one-half  grams  (Strauss), 
the  amount  needed  is  always  obtained  from  the 
foodstuffs  themselves. 

The  excellent  work  of  Hoest®  of  Christiania  has 
shown  that  chlorine  exists  in  the  body,  combined 
chiefly  with  sodium  and  potassium  and  partly 
with  calcium,  magnesium  and  ammonium.  The 
potassium  salt  is  found  mostly  in  the  cells  and  the 
sodium  in  the  fluids.  The  chlorides  constitute 
about  three-quarters  of  ah  the  electrolytes  in  the 
Ixidyand  exist  chiefly  in  the  fluids. 

Aside  from  the  stomach,  certain  cells  of  which 
may  store  chlorides,  the  chloride  content  in  the 
organs  is  approximately  proportional  to  their 
water  content.  The  life  and  activity  of  the  body 
depend  upon  certain  physiochemical  qualities  of 
the  body  fluids,  especially  fixed  osmotic  pressure 
and  fixed-  hydrogen  ion  xioncentration.  The  kid- 

' 5.'  Hoest.  H.  H.,  On  Chloride  Metabolism.  J.  Lab.  & 
Clin.  Med.  5:  713-729.  Aug.,  1920. 


neys  are  the  escape  valves  for  the  body  fluids. 
Under  normal  conditions  an  excess  of  any  ele- 
ment is  thrown  off.  If  the  amount  supplied  is 
too  great,  then  storage,  disease  or  death  must 
result.  Every  unit  measure  (1  ounce)  of  sodium 
chloride  retained  in  the  body  retains  seventy  units 
(70  ounces)  of  water.  Although  one  can  carry  a 
gallon  (8  lbs.)  of  water  without  showing  edema, 
he  is  carrying  that  much  needless  ballast  and  is 
forcing  his  tissues  and  membranes  to  operate  in 
a water-logged  condition.  Dehydration  of  the 
mucous  membranes  would  naturally  increase  re- 
sistance to  disease  germs.  Dehydration  of  the 
tonsils  might,  in  some  cases,  eliminate  the  neces- 
sity for  their  removal. 

Among  the  first  things  that  people  notice  after 
beginning  a salt-poor  diet  are  a marked  increase 
in  urinary"  excretion  for  several  days  and  often  a 
decided  decrease  in  the  size  of  the  hands,  feet  and 
ankles.  Will  a salt-poor  diet  influence  the  edema 
of  pregnancy?  Logically  it  should  but  available 
literature  contains  no  references  to  this  condition. 
Obesity  cases  ought  willingly  to  adopt  the  salt- 
poor  diet  when  they  know  that  up  to  eight  pounds 
of  their  weight  may  be  lost  by  omitting  salt  from 
the  food.  My  son,  who  lived  on  a salt-poor  diet 
in  college  last  year,  found  that  his  weight  in- 
creased four  pounds  on  a Sunday  spent  away 
from  his  diet.  The  salt-poor  diet,  however,  im- 
proved his  sinus  trouble,  thus  verifying  Ull- 
mann’s  findings.® 

Gerson'^  deserves  credit  for  empirically  devis- 
ing a salt-poor  diet  and  proving  its  value.  Sauer- 
bruch’s®  clinic  for  surgical  tuberculous  patients 
at  IMunich  tried  it  out  successfully.  They  empha- 
size the  curative  value  of  a.base-formng  dietary 
low  in  sodium  chloride,  low  in  protein  and  low  in 
carbohydrates,  but  rich  in  fats  and  vitamins.  Un- 
der this  regime  less  liquids  are  necessary  than 
were  formerly  given. 

. At. the  Waisenhaus,.  a Children’s  Hospital  in 
Berlin,  the  average  volume  of  a baby’s  formula 
has  been  reduced  from  a quart  to  a pint  per  day 
with  the  proportion  of  milk  fat  increased.  They 
claim  that  their  dietary  changes  have  decreased 
the  death  rate  under  one  year  from  thirteen  to 
three  per  cent.  . 

"6;  Ullmarln,  E.  V.;  Chronic  Sinus  Diseases;  their 
Dietetic  Treatment.  Northwest  Med.  31:  240-244  May 
1932.  : ■ ’ 

7.  Gerson.  M.,  Meine  Diaet.'Ein  Ratgreber  fuer 
Kanke  und  GesUnde.  Julius- Springer.  Berlin,  1930. 

8.  Sauerbruch,  F.,  Wundinfection,  Wundheiluhg  und 
Ernahrungsart.  Muenchen.  Med.  Wchuschr.  71-  1299- 
1301,  Sept.  19,  1924. 
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Urbach^  of  Vienna,  states  that  about  thirty  per 
cent  of  the  total  chlorides  in  the  body  are  found 
in  the  skin.  All  disorders  of  the  skin  character- 
ized by  initial  inflammation  do  well  on  a salt- 
poor  diet,  probably  because  it  induces  a relative 
calcium  enrichment  of  the  tissues  with  concomit- 
ant salt  depletion  resulting  in  dehydration.  De- 
creasing the  salt  intake  improves  conditions  such 
as  lupus  and  keloids.  Recent  work  at  the  Mayo 
Clinic^®  corroborates  the  findings  of  others  that 
salt-poor  diets  improve  cutaneous  and  osseous 
tuberculosis. 

Mayer  and  Kugelmass^’^  at  Saranac  Lake  have 
had  encouraging  results  with  salt-poor  diets  in 
some  advanced  cases  of  lung  tuberculosis  wliich 
had  failed  to  show  improvement  during  three 
years  of  previous  treatment.  Their  average  diet 
for  a seventy  kilogram  (150  lbs.)  person  con- 
tained three  thousand,  five  hundred  calories,  di- 
vided into  eleven  per  cent  protein,  forty-four  per 
cent  carbohydrate  and  forty-five  per  cent  fat. 

Will  these  new  dietary  facts  help  in  solving 
the  rickets  riddle?  Pediatricians  and  parents  are 
intrigued  by  the  apparent  probability.  Vitamin  D 
in  varied  forms  and  various  strengths  has  not  met 
our  highest  hopes. 

Samuels  and  Kugelmass^^  have  demonstrated 
that  young  rats  on  an  acid- forming  diet  lacking 
in  vitamin  D develop  severe  rickets,  whereas  those 
on  base-forming  diets  show  only  a very  mild  de- 
gree of  rickets.  Acid-forming  diets  inhibit  and 
base-forming  diets  accelerate  the  rate  of  growth, 
development,  metabolism  and  activity. 

EFFECTS  ON  THE  TEETH 

Jones,  Larsen  and  Pritchard^"*,  after  studying 
the  effects  upon  the  teeth  and  bones  of  puppies 
on  a highly  alkaline  diet,  state  that  puppies  with 
a urinary  reaction  of  pH  7.6  to  8.0  develop  pro- 
found degenerative  bone  changes.  This,  again,  il- 
lustrates the  narrow  reaction  zone  compatible  with 
good  health.  These  same  workers  found  in  their 

9.  Urbach.  E.,  Skin  Diseases  and  Nutrition,  Wilhelm 
Maudrich,  Vienna.  16,  1932. 

10.  Doerffel,  J.,  Effect  of  a Diet  Low  in  Salt  In 
Cases  of  Tuberculosis  of  the  Skin.  Proc.  Staff  Meet., 
Mayo  Clinic,  7:  73-78,  Feb.  10,  1932. 

11.  Mayer,  E.,  and  Kugrelmass,  I.  N.,  Basic  (Vita- 
min) Feeding-  in  Tuberculosis.  J.  A.  M.  A..  93:  1856- 
1862,  Dec.  14,  1929. 

12.  Samuels,  E.  L.,  and  Kugelmass,  I.  N.,  Compara- 
tive Studies  of  the  Influence  of  Acid-Forming  and 
Base-Forming  Diets  on  the  Metabolism  of  Flats.  Am. 
J.  Dis.  Child.,  39:  687-700,  April,  1930. 

13.  Jones.  M.  R.,  Larsen,  N.  P.,  and  Pritchard,  G.  P., 
Dental  Disease  in  Hawaii;  Acid-Base  Balance  of  Blood 
in  Relation  to  Dental  Decay  and  Alveolar  Atrophy. 
Dental  Cosmos,  72:  797-810,  Aug.  3,  1930. 


study  of  Hawaiian  children  that  fruits  and  vege- 
tables were  invariably  associated  with  sound  tooth 
structure  or  arrested  decay,  when  they  constituted 
a sufficiently  large  proportion  of  the  diet  to  ren- 
der the  ash  alkaline  in  reaction. 

Boyd  and  Drain^^  at  Iowa  City  have  performed 
the  epoch-making  feat  of  reenamelling  cavities  in 
decayed  teeth.  I have  personally  examined  some 
of  their  children  and  found  that  a sharp  dental- 
pick  would  not  penetrate  the  inside  of  those  healed 
teeth  any  more  than  it  would  the  outside.  Their 
diets,  too,  are  largely  from  the  base-forming 
group.  One  of  their  diabetic  patients,  a girl 
weighing  seventy  pounds,  two  of  whose  teeth  had 
healed  cavities,  was  on  a base-forming  diet  con- 
taining protein  seventy  grams,  carbohydrate 
ninety  grams,  and  fat  two  hundred  and  ten  grams 
daily,  again  a high  fat  diet.  Their  fatty  acid  to 
glucose  ratio  was  1:1. 

There  are  a lot  of  single  facts  reported  from 
various  parts  of  the  world  which,  when  grouped 
together,  corroborate  each  other.  Daniels^®  at 
Iowa  City  says  that  they  had  no  otitis  media  in 
their  metabolism  wards  or  in  sixty  other  cases 
where  the  diet  was  scientifically  regulated.  This 
fits  in  perfectly  with  our  present  thesis. 

The  work  of  Ullmann^®  and  others^”^  has  shown 
that  the  cation  sodium  replaces  the  cation  calcium 
in  the  body.  The  giving  of  calcium  as  a drug 
would,  therefore,  have  no  effect  unless  the  intake 
of  sodium  chloride  were  at  the  same  time  re- 
duced. It  would  be  more  logical  to  increase  the 
consumption  of  calcium  containing  foods  and 
omit  salt. 

Eppinger  and  Ullmann  have  proved  that  in 
rheumatic  and  arthritic  conditions  the  calcium 
metabolism  is  markedly  interfered  with  by  the 
intake  of  large  doses  of  sodium  chloride  or  of 
soda  bicarbonate. 

Hess^^  demonstrated  on  experimental  animals 
that  under  given  conditions  soda  bicarbonate 
causes  a rapid  excretion  of  calcium  from  the  body, 
the  lungs  and  the  kidneys  being  the  organs  in 

14.  Boyd,  J.  D..  Drain,  C.  L.,  and  Nelson,  M.  V., 
Dietary  Control  of  Dental  Caries.  Am.  J.  Disi  Child., 
38:  721-725,  Oot„  1929. 

15.  Daniels,  A.  L.,  Personal  Communication. 

16.  Ullmann,  E.  V.  Dietetic  Treatment  of  Sinus 
Diseases,  now  in  press. 

17.  Kugelmass,  I.  N,  Clinical  Nutrition  and  Feed- 
ing in  Infancy  and  Childhood.  J.  P.  Lippincott  Co., 
Philadelphia,  1930. 

18.  Eppinger.  H.,  and  Ullman,  E.  V.,  Zur  Patholo- 
gie  res  Kalkstoffwesrsels,  Wien.  Arch.  f.  Inn.  Medt,  1: 
639,  Aug.,  1920. 

19.  Hesis,  A.  F.,  Benamin,  H.  R.,  and  Gross,  J., 
Source  of  Excess  Calcium  In  Hypercalcemia  Induced 
by  Irradiated  Ergosterol.  J.  Biol.  Chem-.,  94:  1-87, 
Nov.,  1931. 
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which  llie  calcium  was  most  markedly  deposited. 
Alkaline  therapy,  therefore,  cannot  be  considered 
a harmless  procedure. 

To  advocate  the  total  elimination  of  salt  from 
cookery  is,  perhaps,  to  defeat  our  purpose.  So 
accustomed  are  we  to  highly  salted  foods  that 
a sudden  omission  of  salt  is  a decided  hardship. 
However,  the  amount  used  can  be  gradually  but 
quite  rapidly  reduced  to  a minimum.  This  grad- 
ual reduction  works  no  great  hardship  and  one 
soon  comes  to  dislike  food  that  is  highly  salted. 
With  only  a sprinkle  used  in  cooking  vegetables 
and  meats,  with  none  additional  added  at  table, 
and  none  eaten  with  celery,  radishes,  etc.,  a fam- 
ily can  soon  reduce  its  salt  consumption  to  one- 
tenth  of  the  former  amount. 

One  of  the  disadvantages  of  a salt-poor  diet 
is  that  one  soon  becomes  so  enamored  of  un- 
salted food  that  he  finds  it  difficult  to  dine  away 
from  home.  A new  salt,  eugusal,  has  been  de- 
veloped in  Europe  which  replaces  sodium  chloride 
and  satisfies  the  taste  of  those  who  like  salt. 
It  is  available  in  this  country  under  the  name  of 
curtasal  (Winthrop  Co.).  A new  alkaline  drink 
made  of  herbs,  obtainable  from  druggists,  satis- 
factorily replaces  the  acid-producers,  tea  and 
coffee. 

The  base-forming  and  salt-poor  diets  have 
proved  of  distinct  therapeutic  value  in  asthma  and 
allied  allergic  conditions,  when  used  with  specific 
desensitization  treatment  and  correction  of  faulty 
intestinal  tract  bacteriology.  Additional  experi- 
ence will  probably  demonstrate  the  value  of  these 
diets  in,  as  yet,  untried  conditions. 

SUMMARY 

1.  Base-forming  diets  are  composed  of  foods 
which  produce  alkaline  urines. 

2.  Salt-poor  diets  contain  only  the  sodium 
chloride  found  naturally  in  foods. 

3.  Acid-forming  foods,  like  cereals  and  meats, 
should  be  eaten  sparingly  and  base-forming  foods, 
like  vegetables,  fruits  and  milk,  eaten  freely. 

4.  Base-forming,  salt-poor  diets  are  valuable 
in  rickets,  carious  teeth,  respiratory  infections, 
rheumatism,  keloids,  lupus,  obesity,  allergic  con- 
ditions. They  decrease  metabolic  friction  and  im- 
prove health. 

20.  Moore,  C.  U.,  Mineral  Metabolism  in  Relation  to 
Uentition  (To  be  published  in  J.  Am.  Dent.  A.) 


MORTALITY  IN  CYSTOSCOPY* 
Charees  D.  Donahue,  M.D. 

EUGENE,  ORE. 

I believe  now  we  may  consider  cystoscopy  a 
minor  operation.  Even  in  my  short  experience  I 
can  look  back  on  a time  when  it  was  looked  on  as 
a major  procedure.  At  that  time  patients  were 
brought  into  the  hospital,  taken  to  the  surgery,  giv- 
en a general  anesthetic,  while  awkward  appearing 
cystoscopes  were  introduced  to  explore  the  blad- 
der and  tediously  catheterize  and  explore  the  up- 
per urinary  tract. 

Like  many  other  branches  of  medicine  cystos- 
copy has  progressed  until  it  is  practiced  in  many 
hundreds  of  offices  without  the  aid  of  assistants 
and  general  anesthesia.  Undoubtedly  in  days 
gone  by  the  mortality  must  have  been  very  high. 
Then,  like  the  prostatectomized,  the  patients  were 
unprepared  and  any  of  them  must  have  been  ex- 
ceedingly poor  risks. 

I believe  we  feel  now  that  cystoscopy  should  not 
be  carried  out  routinely  on  every  patient  that 
comes  into  the  office.  Such  procedure  would  be 
unwise  because  it  would  subject  patients  to  un- 
necessary discomfort,  possible  injury  and  as  a 
result  would  cast  a most  unpleasant  reflection  on 
a valuable  procedure.  Cystoscopy  should  not  be 
considered  unless  there  is  a disturbance  in  the 
mechanics  of  urination  and  sufficient  subjective 
and  objective  symptoms  relative  to  the  urinary 
tract.  The  laity  consider  prostatectomy  a very 
serious  operation  and  that  it  should  be  performed 
only  as  a last  resort.  Likewise  many  of  the  pro- 
fession feel  that  cystoscopy  subjects  the  patient 
to  undue  risks.  The  chief  reason  for  this,  I be- 
lieve, is  the  occasional  sad  experience  that  is  apt 
to  occur  when  the  mechanics  of  surgery  are  car- 
ried on  over  a length  of  time,  and  where  the 
operations  are  performed  on  hundreds  or  thou- 
sands of  patients. 

Practically  every  branch  of  medicine  has  its 
mortality.  The  tonsillectomized  occasionally  ex- 
pires suddenly  on  the  operating  table.  Subcutan- 
eous and  intravenous  therapy  is  not  without  dan- 
ger. Prescribing  for  oral  medication  occasionally 
takes  its  toll.  These  mortalities  are  few  and  far 
between  but  when  they  do  occur  they  are  very  dis- 
concerting and  the  deaths  very  hard  to  explain. 

Sometime  ago  I mailed  the  following  question- 
naire to  prominent  urologists  located  in  different 

•Read  before  the  Fifty-elg'hth  Annual  Meeting  of 
Oregon  State  Medical  Society,  Klamath  Falls,  Ore., 
Sept.  22-24,  1932 


562 


CYSTOSCOPY — DONAHUE 


Vol.  XXXI,  No.  12 


parts  of  the  United  States.  All  were  members  of 
the  American  Urological  Association  and  men 
who  were  connected  with  educational  institutions 
such  as  medical  schools,  clinics  and  hospitals. 

QUESTIONNAIRE 

“In  your  practice  in  the  last  five  years  have 
there  been  any  deaths  directly  due  to  cystoscopy? 
This,  of  course,  would  include  operative  cystos- 
copy, lavage  of  the  kidney  pelvis  and  pyelography. 
Would  you  kindly  approximate  the  number  of 
cystoscopies  performed  in  the  last  five  years  and 
give  the  mortality.  If  there  were  deaths,  what 
was  their  probable  cause?” 

Out  of  thirty  questionnaires  we  received  twen- 
ty-six replies.  It  can  readily  be  seen  that  it  would 
require  a great  deal  of  work  for  one  who  is  do- 
ing and  supervising  thousands  of  cystoscopies 
each  year  to  give  accurate  data  as  to  the  number 
of  cystoscopies  that  were  performed  annually 
However,  in  each  instance  the  reply  was  very  def- 
inite as  to  what  these  mortalities  were.  In  other 
words,  the  mortality  rate  was  so  low  that  it  rep- 
resented not  over  one  or  two  cases  for  each  uro- 
logist doing  hundreds  of  cystoscopies  each  year. 
There  was  but  one  exception  and  that  was  rela- 
tive to  a large  clinic  doing  thousands  of  cystos- 
copies in  a period  of  five  years.  This  reply  mere- 
ly stated  that  there  were  deaths  and  that  about 
two  occurred  each  year. 

Some  of  the  replies  were  voluminous  letters, 
describing  in  detail  the  death  or  deaths  that  had 
occurred  in  the  long  experience  of  some  of  these 
men.  Some  were  apologetic,  having  the  feeling 
that  the  deaths  were  inexcusable.  Sixteen  of 
these  replies  stated  that  there  had  not  been  a single 
death  as  the  result  of  cystoscopy.  One  definitely 
stated  they  -had  repeatedly  refused  to  do  cystos- 
copies on  poor  risks. 

Summarization  of  these  replies  shows  that 
eleven  men'  and  their  associates  had  performed  ap- 
proximately 90,200  cystoscopies  in  a period  of 
five  years.  Many  of  these  included  patients  of  all 
types.  Many  were  exceedingly  poor  risks.  Many 
cystoscopies  were  performed  by  students  or  fel- 
lows in  the  various  institutions,  yet  in  these 
90,200  cystoscopies  there  occurred  only  nineteen 
deaths  (fig.  T.)- 

This  mortality  rate  that  can  better  be  expressed 
by  saying  one  death  occurred  in  every  6,442  cases 
subjected  to  cystoscopy.  Nineteen  deaths  were 
reported,  but  six  of  these  were  not  included  in 


No. 

Initial 

No.  Cystoscopies 

Deaths 

1. 

C.  C. 

3,000 

0 

2. 

H.  K. 

? 

0 

3. 

S.  O. 

5,000 

2 

4. 

M.  F. 

30,000 

10 

5. 

H.  Y. 

? 

7 

6. 

O.  L. 

18,500 

6 

7. 

P.  S.  P. 

} 

1 

8. 

R.  G. 

7,200 

0 

9. 

A.  W. 

2,500 

0 

10. 

R.  O. 

3,000 

0 

11. 

G.  H. 

? 

2 

12. 

H.  B. 

5,000 

0 

13. 

R.  H. 

? 

0 

14. 

G.  M. 

? 

0 

15. 

H.  C. 

? 

0 

16. 

B.  L. 

? 

0 

17. 

H.  K. 

? 

0 

18. 

A.  C. 

10,000 

1 

19. 

F.  D. 

? 

0 

20. 

J.  C. 

2,000 

1 

21. 

E.  N. 

? 

0 

22. 

S.  K. 

4,000 

0 

23. 

A.  C. 

? 

0 

24. 

A.  E.  B. 

? 

1 

25. 

B.  I. 

? 

1 

26. 

F.  J. 

? 

0 

Total  90,200 

Total  19 

Fig.  1.  Conden.sed  report  of  26  urologists  who  did 
approximately  90,200  cystoscopies  with  19  deaths. 


the  number  of  cystoscopies  performed.  These 
were  lantern  slides  not  used  in  estimating  the 
mortality.  Represented  in  this  death  list  of  nine- 
teen are  some  very  interesting  cases  that  prove 
the  futility  of  some  of  our  efforts  in  this  special- 
ized branch  of  medicine. 

I quote  from  one  of  the  letters  the  following 
brief  hi.story : 

An  individual  in  good  health  to  all  external  appear- 
ances, except  for  the  existence  of  a very  large  mass  in 
the  upper  left  quadrant  and  the  growing  sense  of  weari- 
ness. He  was  52  years  of  age  and  had  noticed  the 
mass  about  one  year.  The  general  opinion  of  every 
one  who  examined  it  was  that  it  must  be  spleen,  but 
because  of  macroscopic  appearance  of  blood  in  the 
urine  it  was  thought  wise  to  do  a pyelogram  in  order 
to  definitely  rule  out  the  possibility  of  kidney  tumor. 
One-half  hour  after  the  pyelogram  an  acute  urinary 
hemorrhage  followed.  It  took  the  patient  two  days  to 
die  of  urinary  hemorrhage.  Transfusions  failed  to 
alter  the  course  following  the  the  cystoscopy. 

Autopsy  revealed  an  acute  splenic  tumor.  The  pa- 
tient had  not  been  bleeding  actively  before  the  cysto- 
scopy and  after  it  he  bled-  from  every  mucous  surface 
he  possessed,  eyes,  gums,  rectum,  stomach  and  even 
from  the  finger  tips.  The  final  diagnosis  -\Vas  an  acute 
mylegenous  leukemia.  . ■ ■ 

One  had  performed ’a  cystoscopy  in  a patient 
with  a malignant,  bar  of  the  vesical  neck.  Hemor- 
rhage followed  that  necessitated  cystotomy-  and  a 
transfusion  but  death  ensued  in  twenty-four 
hours.  This  was  one  of  delayed  hemorrhage,  oc- 
curring after  the  patient  returned  home. 

In  one  instance  an  eleven  year  old  child  had 
incontinence  of  urine  due  to  tuberculosis.  This 
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child  died  several  days  following  cystoscopy. 
Autopsy  showed  marked  bilateral  renal  tubercu- 
losis with  a small  rupture  in  a tuberculous  ulcer 
in  a very  greatly  contracted  bladder. 

One  case  died  as  a result  of  crushing  a stone 
in  a badly  infected  bladder.  A ruptured  bladder 
resulted.  Immediate  operation  and  drainage  failed 
to  save  the  patient  from  a fatal  peritonitis. 

There  were  two  that  died  as  a result  of  bilateral 
pyelography.  Autopsy  findings  in  one  revealed 
bilateral  hydronephrosis  with  strictures  in  the 
lower  ureter,  while  the  other  autopsied  case  re- 
vealed acute  cholecystitis  and  stones,  appendiceal 
abscess  with  stones,  ruptured  duodenal  ulcer  and 
pyelonephritis. 

Some  year  ago  I attempted  a cystoscopy  on  one 
who  had  a malignant  prostate.  Considerable  dif- 
ficulty was  experienced  in  introducing  the  cyst- 
oscope.  A very  unsatisfactory  examination  re- 
sulted. The  patient  died  the  following  morning. 
The  direct  cause  of  death  was  not  determined. 

In  the  replies  I failed  to  note  any  mention  of 
deaths  due  to  anesthesia.  In  these  we  have  the 
idiosyncrasies  to  deal  with.  This' is  especially  true 
where  local  anesthesia  is  being  used.  It  is  con- 
sidered poor  practice  to  use  cocaine  on  eroded 
surfaces,  particularly  so  in  the  urethral  canal. 
Spinal  anesthesia  and  sacral  block  may  prove  fatal 
in  preperation  of  the  patient  for  cystoscopy.  It  is 
not  within  the  scope  of  this  paper  to  discuss  an- 
esthesia and  I merely  mention  it  as  some  patients 
have  died  in  process  of  preparation  for  cyst- 
oscopy. 

If  I were  to  attempt  to  enumerate  the  contrain- 
dications for  cystoscopy,  I would  do  so  by  point- 
ing out  two  classes.  The  first  would  be  those  pa- 
tients that  fall  in  the  contraindicated  class  and, 
second,  those  with  whom  we  should  proceed  cauti- 
ously. In  the  first  I believe  acute  urethritis  and 
acute  cystitis  head  the  list.  The  reason  is  evident. 
Unnecessary  trauma  of  the  mucous  membrane 
should  be  avoided.  Where  an  actue  pyelitis  with 
high  temperature  continues  over  a period  of  days 
or  weeks,  when  conservative  methods  have  failed, 
we  have  found  that  lavage  of  the  pelvices  usually 
gives  firompt  relief.  Second,  cord  lesions  with 
paralysis  of  the  bladder  and  uninfected  urines 
should  not  be  subjected  to  cystoscopy.  Third,  ac- 
tive ; syphilitics  with  pyuria  should  first  receive 
specific  therapy.  Some  of  these  chronic  infections 
are  relieved  with  neosalvarsan. 


In  the  second  group  we  should  proceed  with 
caution  in : 

1.  Carcinoma  of  the  prostate  and  malignant 
bars.  Fixation  of  the  posterior  urethra  and  an 
encroachment  into  the  vesical  cavity  makes  it  al- 
most impossible  to  introduce  a cystoscope.  In  a 
malignancy  of  the  prostate  there  is  little  to  be 
gained  in  exploring  the  bladder,  especially  when 
micturition  is  not  particularly  difficult.  Fortun- 
ately retention  in  these  cases  is  one  of  the  last 
symptoms  to  appear.  Many  of  these  need  little  at- 
tention other  than  being  made  comfortable. 

2.  Contracted  tuberculous  bladders.  There  is 
danger  of  serious  injury.  Instrumentation  is  very 
painful  and  many  times  a general  anesthetic  is 
needed  before  cystoscopy  can  be  carried  out. 

3.  Chronic  and  deep  seated  infections  of  the 
bladder  should  be  dealt  with  cautiously. 

4.  Strictures  of  the  posterior  urethra.  Many 
of  these  involve  the  membranous  urethra,  where 
there  is  a grave  possibility  of  rupturing  through 
the  bulbous  urethra  in  instrumentation. 

5.  Diabetics  are  apt  to  do  poorly  unless  their 
blood  sugars  are  under  control.  Traumatized 
areas  in  any  part  of  the  urinary  tract  may  refuse 
to  heal  unless  the  blood  sugar  is  reduced. 

6.  The  leukemias  present  atiother  type  of  patient 
that  may  react  badly. 

7.  Exophthalmia. 

8.  Bilateral  pyelography  may  be  necessary  oc- 
casionally but  should  not  be  done  routinely.  Gravi- 
ty method  for  instilling  pyelographlc  media  les- 
sens the  danger  of  rupturing  the  pelvices  and 
ureters. 

SUMMARY 

A summary  of  twenty-six  questionnaires  is  giv- 
en. Some  pertinent  facts  concerning  mortality 
are  revealed.  There  was  approximately  one  death 
in  every  6,442  cases.  Most  of  the  deaths  occurred 
in  very  bad  risks.  • ■ 


Tre.\tment  of  Malignant  Tumors  : Advantages  of 
Weak  Heavily  Filtered  Radium  Needij;s.  Charles  L. 
Martin,  Dallas,  Texas  (Journal  A.  M.  A.,  Nov.  5,  1932), 
believes  that  modem  developments  in  radium  therapy 
are  based  on  two  facts:  first,  that  radiation  of  great 
penetrating  power  and  short  wavelength  has  less  necro- 
tizing effect  and  a greater  selectivity  for  radio-sensi- 
tive cells  is  increased  when  the  duration  of  the  exposure 
is  increased  with  a corresponding  decrease  in  intensity. 
The  implantation  of  multiple  heavily  filtered  radium 
needles  of  low  strength  over  long  periods  of  time  in- 
creases the  margin  of  safety  for  normal  tissue  and 
causes  the  rapid  regression  of  malignant  tumors  of  a 
relatively  high  grade  of  radioresistance  without  slough- 
ing. 
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MEDICINE  IN  THE  PACIFIC 
NORTHWEST 
O.  Larsell,  Ph.  D. 

PORTLAND,  ORE. 

(Concluded) 

DR.  VV.  C.  MCKAY 

William  C.  McKay  was  born  at  Astoria  in 
1824.  He  was  the  son  of  Thomas  McKay  who 
had  been  brought  to  Oregon  in  1811  as  a hoy  by 
his  father,  Alexander  iMcKay,  one  of  the  partners 
of  the  Astoria  expedition  (fig.  13).  Alexander 
McKay  had  been  a Northwester,  lint  had  l;een 
persuaded  by  John  Jacob  Astor  to  cast  his  lot 
with  the  X^ew  Yorker’s  Pacific  Fur  Company. 
He  arrived  at  Astoria  on  the  Tonquin  in  1811. 
but  was  killed  when  that  ill-fated  vessel  was 
attacked  by  Indians  at  Nootka.  Thomas  McKay 
had  been  left  at  Astoria  because  of  illness.  He 
grew  up  to  become  one  of  the  most  valualile  of 
the  Hudson’s  Bay  men  at  Fort  Vancouver.  His 
mother,  the  widow  of  .Alexander  AIcKay  after- 
wards was  married  to  Dr.  McLoughlin.  Tom 
McKay  married  the  daughter  of  a Chinook 
chief  and  W.  C.  McKay,  the  subject  of  the 
present  paragraph,  was  the  first-born  son.  At 
Fort  Vancouver  the  young  lad  had  the  advan- 
tage of  the  only  educational  facilities  available 
before  the  advent  of  the  missionaries.  He  is 
said  to  have  been  under  the  tutelage  of  Solomon 
Smith  and  John  Ball,  the  A^ankees  who  came 
with  Wyeth,  and  were  the  first  school  teachers 
in  Oregon.  Later  he  went  to  the  school  at  the 
Methodist  mission.  In  1838,  at  the  age  of 
fourteen,  he  was  to  be  sent  to  Scotland  for  train- 
ing in  medicine,  and  was  to  go  to  Montreal  by 
the  overland  annual  express.  Tom  AIcKay,  his 
father,  who  was  then  in  charge  of  Fort  Hall, 
started  with  William  and  the  two  younger 
brothers  a few  days  ahead  of  the  express,  so  he 
might  visit  with  his  friend  Dr.  Whitman  at 
Wailatpu,  before  parting  with  the  boys  for  bis 
post  on  the  Snake  River.  In  a letter  in  1885  Dr. 
McKay  writes  as  follows:  “When  Dr.  Whitman 
learned  what  the  plans  were  for  my  future  he 
protested  and  earnestly  urged  father  to  send  me 
to  the  United  States  and  ‘make  an  American’  of 

me It  was  upon  his  earnest  solicitation 

that  father  decided  to  send  me  to  New  York 
instead  of  Scotland,  and  place  me  in  the  same 

42.  McK'ay,  W.  C. : Letter  dated  Pendleton,  Oregon, 
Jan.  10.  1885.  published  in  Trans-Oregon  Pioneer 
Assoc,  for  1889,  p.  91. 


academy  at  F'airfield.  in  which  the  doctor  him- 
self had  been  educated.”  jn  this  same  letter 
Dr.  AIcKay  mentions  receiving  a letter  later 
from  Dr.  Whitman,  dated  at  Washington,  D.  C., 
indicating  that  the  “good  Doctor”  had  visited 
die  capital,  a point  under  controversy  because 
documentary  evidence  is  lacking.  McKay  re- 
turned to  Oregon  in  1843  and  was  established  in 
the  mercantile  business  by  Dr.  McLoughlin  in 
Oregon  City. 

Xot  much  is  recorded  about  his  medical  activ- 
ities beyond  that  he  practiced  in  later  years  at 
Pendleton.  In  1849  he  went  to  the  gold-diggings 
of  California,  and  in  the  Indian  wars  of  the 


F'ig.  13.  Dr.  William  C.  McKay. 


fifties  in  eastern  Oregon  he  was  in  command  of 
the  “salmon-eating”  Warm  Spring  Indians  who 
forced  the  hostile  Snake  Indians  into  submis- 
sion. At  the  conclusion  of  these  hostilities  he 
returned  to  his  home  at  Pendleton  and  continued 
there  until  his  death  in  1893.^^  In  the  activities 
of  himself,  his  father,  and  his  grandfather,  con- 
tact was  made  with  most  of  the  outstanding 
events  of  Northwest  history.  It  is  fitting  that 
Dr.  W.  C.  McKay,  the  first  native-born  son  of 
the  Northwest,  who  studied  medicine  and  re- 

43.  SmUh,  C.  J. : The  Pioneer  of  Pioneers,  Manu- 
script copy  of  article  published  in  East  Oregonian, 
Jan.  2.  1889. 
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turned  to  practice  his  art,  should  have  a place 
in  the  story  of  its  medical  history. 

IV.  * Period  of  Settlement 

South  of  the  boundary  line,  practically  all  of 
the  medical  men  who  came  to  the  present  states 
of  Oregon  and  Washington  after  1850  were  of 
American  extraction  and  training.  Some  had  as 
excellent  preparation  as  was  to  be  obtained  in 
this  country,  others  had  served  through  the  ap- 
prenticeship system  and  were  good  practical  phy- 
sicians and  surgeons  for  their  day,  while  still 
others  who  used  the  honorable  term  “doctor” 
were  scarcely  more  than  fakirs  and  mountebanks. 
A selection  of  a few  of  the  more  outstanding 
names  of  the  next  twenty-five  years  is  all  that 
will  be  attempted  for  the  period  of  settlement  and 
early  statehood  for  Oregon  and  of  settlement  for 
Washington. 

The  year  1850  saw  all  of  the  physicians,  save 
Gairdner  who  died,  who  had  been  sent  to  the 
Pacific  Northwest  by  the  Hudson’s  Bay  Com- 
pany, still  remaining.  Dr.  McLoughlin  and  Dr. 
Barclay  had  left  the  fur  company,  and  were  liv- 
ing in  Oregon  City,  to  become  American  citizens. 
The  former  had  quitted  medicine  for  many  years, 
and  was  engaged  in  mercantile  pursuits.  Dr. 
Barclay  continued  to  practice  medicine  until  his 
death  in  1873,  and  was  with  little  doubt  the  best 
trained  physician  in  the  settlement.  On  Van- 
couver Island,  Dr.  Plelmcken  continued  in  the 
medical  service  of  the  Hudson’s  Bay  Company 
for  many  years.  Dr.  Tolmie,  at  Fort  Nisqually, 
was  principally  the  executive,  as  Dr.  McLoughlin 
had  been  at  Fort  Vancouver,  but  also  gave  med- 
ical care  to  such  as  required  it,  as  his  earlier 
chief  had  done  in  the  older  post. 

In  the  meantime,  the  American  immigrants 
were  coming  to  the  Northwest,  at  first  settling 
almost  entirely  south  of  the  Columbia  River,  but 
from  1850  and  subsequently  also  crowding  to 
Puget  vSound.  With  them  came  physicians  in 
search  of  wealth,  happiness,  suitable  location  or 
all  three.  Some  were  well  trained  and  educated 
for  their  day,  some  were  “doctors”  chiefly  by 
courtesy.  Practice  was  unregulated,  and  the  pub- 
lic was  not  too  critical. 

DR.  RALPH  WILCOX 

While  Oregon  City  was  the  capital  and 
metropolis  of  the  Northwest  for  many  years,  the 
present  city  of  Portland  was  founded  in  1844. 
-\t  first  it  consisted  of  a few  log  cabins  on  the 


river  bank,  with  the  edge  of  the  forest  im- 
mediately at  hand,  but  it  grew  rapidly  as 
it  was  the  only  port  which  could  be  reached 
by  sea-going  ships  on  the  Oregon  side  of  the 
Columbia.  The  first  physician  to  settle  in  the 
new  town  was  Dr.  Ralph  Wilcox,  who  came  to 
Oregon  in  1845,  and  to  Portland  in  1847. 

Wilcox  was  Ixirn  in  East  Bloomfield,  New 
York.  July  9,  1818.  His  father  was  a physician, 
and  his  mother  was  a relative  of  Robert  E.  Lee. 
After  a general  education  in  his  native  town,  Wil- 
cox (fig.  14)  graduated  in  medicine  at  the  Geneva 
Medical  College,  August  7,  1839.  He  went  to 
Missouri,  where  he  practiced  for  several  years 
in  Platt  County  and  then  moved  to  another  part 


Fig.  14.  Dr.  Ralph  Wilcox 


of  the  State,  continuing  his  professional  work  un- 
til 1845.  In  this  year  he  joined  a party  of  300 
immigrants  to  Oregon.  This  was  the  party,  of 
which  Meek  was  the  guide,  which  became  lost 
in  the  mountains  of  central  Oregon  while  seeking 
a short  route  to  the  Willamette  Valley.  The  party 
suffered  severely  from  scarcity  of  food  and 
water,  and  many  succumbed  to  hardship  and  sick- 
ness. Dr.  Wilcox  attended  the  suffering  and 
dying.  The  party  finally  reached  Linnton,  on  the 
banks  of  the  Willamette,  November  15,  1845,  af- 
ter seven  months  of  travel. It  is  of  interest  to 
note  that  Meek’s  attempt  to  find  a short-cut 

44.  Gaston,  Joseph;  Portland.  Oregon.  Its  History 
and  Builders,  vol.  2.  Chicago-Portland,  1911. 
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across  the  present  state  of  Oregon,  with  a view 
of  saving  the  longer  journey  to  The  Dalles  and 
the  difficult  trip  down  the  Columbia,  was  prob- 
ably incited  by  Dr.  Elijah  White,  who  had  re- 
turned to  the  States  some  time  before,  after  an 
unsuccessful  attempt  to  find  a pass  through  the 
Cascade  range. 

On  reaching  Oergon,  Wilcox  and  his  young 
wife  took  a donation  land  claim  of  640  acres  in 
Yamhill  County.  He  built  a. log  cabin  and  under- 
took to  farm,  but  after  two  years  he  became  dis- 
satisfied with  the  West  and  decided  to  return  to 
the  States.  He  got  as  far  as  Portland,  where 
he  met  Mr.  Pettygrove,  one  of  the  founders  of 
the  village.  Pettygrove’s  wife  was  ill  and  re- 
quired medical  attention,  and  Wilcox  was  per- 
suaded to  remain  in  the  new  town  as  its  first 
physician.  It  is  stated  that  there  were  seven 
houses  in  Portland,  in  1847,  when  he  settled  there. 
There  being  insufficient  medical  practice  to  keep 
him  occupied,  Wilcox  opened  a school,  and  thus 
became  the  first  teacher  in  Portland.  He  re- 
mained about  three  years,  when  he  moved  to  a 
farm  near  Hillsboro  and  served  as  judge  of  Tua- 
latin County,  which  at  that  time  included  much 
of  northwestern  Oregon.  He  later  moved  to  Ore- 
gon City,  where  he  had  charge  of  the  government 
land  office  for  some  years.  After  again  moving 
to  Hillsboro,  he  returned  to  Portland  in  1865, 
being  appointed  to  a position  in  the  United  States 
customs  office.  He  died  April  18,  1877.  Ap- 
parently he  ceased  from  medical  practice  after  his 
appointment  to  public  office.  There  is  ap- 
parently no  record  of  his  later  medical  activi- 
ties.^^ 

DR.  R.  B.  WILSON 

In  1850  there  came  to  Portland  a young  med- 
ical graduate  who  was  destined  to  play  a large 
part  in  the  professional  and  civic  life  of  the  com- 
munity. This  was  Dr.  Robert  Bruce  Wilson,  son 
of  Holt  Wilson,  a substantial  citizen  of  Virginia. 
Dr.  Wilson  was  born  at  Portsmouth,  Virginia,  on 
June  12,  1828.  He  studied  medicine  at  the  Uni- 
versity of  Virginia,  and  served  for  some  time  in 
hospitals  of  Philadelphia  (fig.  15).  He  was 
caught  by  the  gold  rush  to  California,  and  in 
1849  he  reached  San  Francisco  by  ship  around 
Cape  Horn.  He  appears  to  have  .mined  for  a 
time,  but  settled  in  San  Francisco  the  same  year 
and  there  practiced  medicine  for  six  months. 
Presently  we  find  him  a ship’s  surgeon  on  the 


Gold  Hunter,  a steamer  between  the  bay  city  and 
the  Columbia  River.  In  December,  1850,  he  came 
to  Portland  and  determined  to  make  this  city  his 
permanent  location.'*^  At  the  time  the  town  had 
a population  of  821  people.  He  was  the  first 
physician  of  good  education  and  medical  training 
to  settle  permanently  in  the  young  town.  A cul- 
tured southern  gentleman,  he  soon  made  a promi- 
nent place  for  himself  in  the  community,  and  in 
the  years  that  followed  built  up  a large  practice. 
He  became  the  dean  of  the  medical  profession 
as  the  city  grew,  and  also  took  an  active  part  in 
civic  life  until  his  death  in  August,  1887.  Save 
for  a trip  of  three  years  to  Europe,  Dr.  Wilson 
lived  continuously  in  Portland  for  thirty-seven 


Fig.  15.  Dr.  R.  B.  Wilson 


years.  He  is  described  as  an  earnest  student, 
conscientious  in  his  practice,  who  kept  abreast  of 
his  profession.  In  1865  he  was  included,  as 
professor  of  Physiology  and  Institutes  of  Medi- 
cine, on  the  faculty  of  the  Oregon  Medical  Col- 
lege which  it  was  proposed  to  establish  in  Port- 
land.^® 

He  married,  in  1854,  Miss  Caroline  E.  Couch, 
the  daughter  of  Captain  John  H.  Couch,  who  was 
prominent  in  the  business  life  of  the  town.  Seven 
children  were  born  to  him,  two  of  whom.  Dr. 
Holt  Wilson  and  Dr.  George  Flanders  Wilson, 

45.  Ibid.  vol.  3. 

46.  Larsell.  O.:  The  Development  of  Medical  Educa- 
tion in  the  Pacific  Northwest.  Oreg.  Hist.  Quart,  vol. 
27,  1926. 
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became  outstanding  physicians  in  their  native  city 
in  the  next  generation. 

DR.  RODNEY  GLISAN 

Another  prominent  figure  in  the  medical  life 
of  Oregon  during  the  period  of  settlement,  was 
Dr.  Rodney  Glisan,  who  was  born  in  Maryland 
in  1827,  the  son  of  Samuel  Glisan. His  an- 
cestors were  numbered  among  the  first  English 
settlers  of  Maryland.  He  graduated  from  the 
medical  de]>artment  of  the  University  of  Mary- 
land in  1849,  practiced  for  a short  time  in  Balti- 
more, and  in  1850  after  examination  was  ap- 
pointed an  assistant  surgeon  in  the  United  States 
Army  (fig.  16.)  He  at  first  served  on  the  plains, 
but  in  1855  was  sent  with  his  detachment,  by  way 


of  the  Isthmus  of  Panama  and  California,  to  Fort 
Orford  on  the  southern  part  of  the  Oregon  coast. 
He  reached  this  post  June  21,  1855,  just  in  time 
to  have  an  active  part  in  the  Rogue  River  Indian 
War.^^  When  peace  was  established,  he  was 
stationed  at  Fort  Yamhill  in  the  foothills  of  the 
Coast  range,  about  sixty  miles  southwest  of  Port- 
land. The  army  officer  in  command  of  the  post 
at  the  time  was  Lieutenant  Philip  Sheridan,  after 
whom  the  present  town,  nearest  to  the  site  of 
the  fort,  was  named.  During  this  period  Dr. 
Glisan  also  engaged  ; in  civilian'  practice  in  the 
neighboring  districts  of  Yamhill  and  Polk-  coun- 

47.  Glisan,  R : Journal  of  Army  Lite.  San  Francisco, 
1 874.  ' 


ties,  notorious  in  the  days  before  paved  roads  for 
the  depth  of  their  winter  mud.  He  resigned  from 
the  army  medical  service  in  1861,  and  settled  in 
Portland,  by  now  easily  the  metropolis  of  the 
Northwest,  and  there  continued  to  practice  until 
his  death,  June  3,  1890. 

In  1865  Gov.  A.  C.  Gibbs  and  others  petitioned 
file  Board  of  Trustees  of  Willamette  University, 
located  at  Salem,  for  a charter  to  establish  a medi- 
cal department  in  Portland.  This  petition  was 
granted,  and  the  “Oregon  Medical  College”  was 
duly  authorized,  as  a department  of  Willamette 
University.  Dr.  Glisan  was  named  professor  of 
theory  and  practice  of  medicine  on  the  first  facul- 
ty. The  school,  however,  did  not  begin  to  func- 
tion, and  two  years  later  a second  and  more 
successful  attempt  at  initiating  formal  medical 
education  was  begun  at  Salem,  with  another  fac- 
ulty composed  of  local  physicians.  A number 
of  years  later,  in  1878,  the  school  was  moved  to 
Portland,  and  Dr.  Glisan  then  became  a member 
of  the  first  medical  faculty  to  give  instruction  in 
what  is  now  the  medical  educational  center  of  the 
Northwest.  For  a number  of  years  he  served  as 
professor  of  obstetrics  and  diseases  of  women 
and  children.'*® 

Dr.  Glisan  is  said  to  have  performed  the  first 
amputations  of  shoulder  and  thigh  and  the  second 
operation  for  strangulated  hernia  in  the  Pacific 
Northwest.  He  contributed  to  the  leading  medi- 
cal journals,  and  in  1881  published  a “Textbook 
6f  Midwifery”  which  was  well  received  in  the 
United  States  and  in  England,  and  which  was 
.seen  in  the  libraries  of  distinguished  professors 
in  Paris  and  Vienna  as  well.  The  book  went 
through  a second  edition  in  1887. 

Dr.  Glisan  was  married  December  3,  1863,  to 
Miss  Elizabeth  Couch,  the  youngest  daughter  of 
Captain  J.  H.  Couch,  and  was  thus  a brother-in- 
law  of  Dr.  R.  B.  Wilson,  already  mentioned.  In 
addition  to  his  medical  writings.  Dr.  Qlisan  wrote 
a volume  on  his  army  experiences,  and  also  \vrote 
about  his  travels  in  Europe  which  he  visited  twice. 

DR.  J.  H.  WYTHE 

Mention  has  been  made  of  the  abortive  effort 
to  begin  medical  instruction  in  Portland  under 
the  auspices  of  Willamette  University,  The  Ore- 
gon Medical  College  was  voted- into  existence  t>y 
the  Board  of  the  ^University . oh  .Jtebruary  15, 
1865,.^ but  as  stated,  -failed  to  unction,  and  • th£ 
project  was  abandoned.  In  October  of  the' same 
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year  Dr.  Joseph  Henry  Wythe  (fig.  17)  became 
president  of  the  university,  and  it  appears  due 
largely  to  him  that  the  proposal  to  establish  a 
department  of  medicine  was  renewed  in  June, 
1866.  It  was  now  determined  to  locate  the  de- 
partment at  Salem,  the  site  of  the  university, 
although  at  the  time  it  had  a population  of  only 
about  1200.  Closely  associated  in  this  enterprise 
was  Dr.  Horace  Carpenter,  who  became  the  dean 
of  the  department  and  professor  of  surgery.  In- 
struction was  begun  on  March  3,  1867,  and  at 
the  commencement  exercises  of  that  year  there 
were  three  graduates  in  medicine,  namely,  W.  A. 
Cusick,  D.  M.  Jones  and  J.  L.  IMartin.^®  These 
were  the  first  students  to  receive  medical  diplo- 


Wythe  studied  for  the  ^lethodist  ministry  and 
later  also  studied  medicine.  He  graduated  from 
the  Philadelphia  College  of  Medicine  in  1850,  and 
for  a number  of  years  subsequently  he  taught  and 
practiced  medicine,  and  preached  to  Methodist  | 
congregations  in  Pennsylvania.  He  appears  to  ^ 
have  acquired  considerable  skill  as  a surgeon. 
During  this  period  he  also  paid  much  attention 
to  microscopy,  and  in  1851  published  the  first 
edition  of  “The  Microscopist,  or  a Complete  Man- 
ual on  the  Use  of  the  Microscopic.”  This  was 
the  first  book  of  its  kind  to  be  published  in 
America.^® 

Wythe  became  an  assistant  surgeon  in  the 
Union  armies  in  the  War  of  the  Rebellion,  and 


Fig.  17.  Dr.  J.  H.  Wythe 


mas  in  the  X^orthwest.  This  medical  school  con- 
tinued in  active  operation  for  eleven  years  at 
Salem,  then  from  1878  to  1895  at  Portland,  and 
subsequently  again  at  Salem,  until  it  merged  with 
the  University  of  Oregon  Medical  School  in  1913. 

Dr.  J.  H.  Wythe,  to  whom  the  beginning  of 
actual  medical  instruction  in  the  Northwest  ap- 
pears largely  due,  lived  in  Oregon  for  a short 
time  only  (1865  to  1869),  and  his  professional 
life  belongs  more  to  California  than  to  the  North- 
west. He  was  born  in  Manchester,  England, 
March  19,  1822,  but  was  brought  to  America  in 
1832,  when  his  parents  emigrated  to  this  country. 
The  family  settled  in  Philadelphia,  where  young 


Fig.  18.  Dr.  Horace  Carpenter 


was  promoted  in  a short  time  to  surgeon  with 
rank  of  major.  In  1863  he  was  transferred  to 
Sacramento,  California,  and  later  in  the  same 
year  was  put  in  charge  of  Angel  Island  in  San 
Francisco  Bay,  but  he  resigned  from  the  service 
October  26,  1863.  After  two  years  again  as  a 
clergyman,  he  accepted  the  post  as  president  of 
Willam.ette  University  in  1865.  He  remained  in 
this  position  until  1868,  when  he  resigned  to  be- 
come pastor  of  the  Taylor  Street  Methodist 
Church  in  Portland.  He  also  occasionally  prac- 
ticed medicine.  The  following  year  he  returned 

48.  Darsell.  O.:  Joseph  Henry  Wythe,  1822-1901. 
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to  California,  where  he  continued  his  various 
activities  as  clergyman,  practitioner  and  teacher 
of  medicine. 

DR.  HORACE  CARPENTER 

Dr.  Horace  Carpenter,  who  became  the  first 
dean  of  the  medical  department  of  Willamette 
University,  had  come  to  Oregon  in  1861  as  as- 
sistant surgeon  to  the  Oregon  Volunteers  (fig. 
18)'^®.  He  was  stationed  at  various  military 
posts,  including  Fort  Yamhill,  and  was  mustered 
out  of  the  United  States  army  service  on  March 
20,  1865,  in  order  that  he  might  accept  an  ap- 
pointment as  surgeon  of  the  First  Oregon  Infan- 
try tendered  him  by  the  governor  of  Oregon.  He 
settled  in  Salem  and  began  the  practice  of  medi- 
cine and  surgery  there  in  1865.  When  medical 
instruction  was  begun  at  Salem,  Dr.  Carpenter, 
as  one  of  the  local  physicians  available,  became 
part  of  the  first  medical  faculty  to  give  instruc- 
tion in  the  Northwest.  He  continued  to  reside 
at  Salem  and  to  teach  in  the  medical  depart- 
ment until  1875,  when  he  resigned  and  removed 
to  Portland. 

Dr.  Carpenter  took  an  active  part  in  organizing 
the  Oregon  State  Medical  Society  in  1874,  of 
which  he  became  a charter  member,  and  here 
again  he  was  a factor  in  the  medical  history  of 
the  Northwest.  He  was  president  of  the  Society 
in  1879.  He  took  an  active  part  in  the  planning 
and  building  of  the  state  hosp'ital  for  the  in.sane 
in  1883,  and  became  its  superintendent.  He  also 
had  connections  in  a professional  capacity  with 
other  state  institutions.  He  died  in  1893,  at  the 
age  of  sixty-seven  years. 

DR.  DAVID  S.  MAYNARD 

Turning  our  attention  northward  to  the  Puget 
Sound  region,  we  find  the  first  physician  in 
Seattle,  in  1852,  in  the  person  of  Dr.  David  S. 
Maynard,  who  was  one  of  the  founders  of  this 
now  important  city.®'^  Dr.  Maynard,  who  was 
born  March  22,  1808,  in  Vermont,  received  his 
medical  diploma  at  the  age  of  twenty  from  the 
Vermont  Academy  of  Medicine,  afterward  Cas- 
telton  Medical  College  which  discontinued  in  1861 
ffig.  19).  He  moved  to  Ohio  where  he  prac- 
ticed for  more  than  twenty  years,  but  in  1850 
he  broke  professional  and  family  ties  and  left  for 
California  by  wagon  train  across  the  continent. 
Cholera  was  rampant,  and  Dr.  Maynard  helped 
care  for  the  sick  on  the  journey,  and  received 

49.  Coshow.  O.  H.;  Horace  Carpenter,  M.D.  North- 
west Med.  30:.S78-380,  .Vug-.,  1931. 


fees  for  so  doing,  ( )n  reaching  the  point  on  the 
trail  at  which  stood  the  marker,  “Road  to  Ore- 
gon,” he  turned  aside  from  his  original  purpose 
of  going  to  California  and  continued  on  to  the 
Northwest,  reaching  the  little  settlement  of 
Olympia  September  25,  1850.  It  is  recorded  that 
he  paid  a visit  to  Dr.  W.  F.  Tolmie,  then  at 
Nisqually,  on  December  30,  1850.®*’ 

The  small  community  afforded  no  living  from 
medical  practice,  and  early  in  1851  Maynard 
donned  workman’s  garb  and  began  to  cut  cord- 
wood  for  the  San  Francisco  market.  Late  in  the 
summer  he  had  400  cords  on  the  beach,  which 
he  loaded  on  the  brig  Franklin  Adams  and  took 
to  San  Francisco.  He  returned  with  a stock 


F g.  19.  Dr.  David  S.  Maynard 


of  merchandise,  and  not  finding  sufficient  op- 
portunity to  dispose  of  it  in  Olympia,  he  jour- 
neyed by  boat  northward,  landing  at  Alki  Point, 
across  Elliott  Bay  from  the  present  city  of 
Seattle  on  April  1,  1852.  Here  a small  settle- 
ment had  been  made  the  previous  Fall.  Two 
days  after  Maynard’s  arrival  the  settlement 
moved  across  the  bay,  and  here  within  a week 
he  had  erected  the  first  house  on  the  east  side 
of  the  bay,  and  was  selling  merchandise  and  prac- 
ticing medicine.  His  goods  included  groceries, 
hardware,  drugs,  clothing — a modern  department 
store  in  a log  cabin. 

Dr.  Maynard  played  an  important  role  in  the 
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early  liistory  of  Seattle,  to  which  town  he  gave 
the  name  of  his  friend,  the  Indian  chief  Seattle. 
He  gave  land  for  the  first  sawmill,  made  the  first 
attempt  at  salmon  packing  for  the  market  to  be 
essayed  on  Puget  Sound,  and  was  “first”  in  many 
other  activities  of  the  settlement,  including  the 
establishment  of  a hospital.  He  was  made  justice 
of  the  peace,  and  as  such  performed  the  first 
marriage  ceremoii}.'  Always  on  friendly  terms 
with  the  Indians,  in  the  fall  of  1S55  he  took 
charge  of  several  thousand  of  the  natives  at  Port 
Madison,  across  the  Sound  from  Seattle.  Dr. 
Maynard  died  in  1873,  after  an  active  life  in  the 
pioneer  town,  more  important  perhaps  for  its 
effect  on  the  development  of  his  communit}'  than 
for  his  medical  service.  Nevertheless  as  a phy- 
sician he  is  worthy  of  a place  as  the  first  prac- 
titioner of  Seattle  and  King  County.®^ 

DR.  HENRY  A.  SMITH 

Almost  contemporary  with  Maynard  in  his  ar- 
rival in  Seattle  was  Dr.  Henry  A.  Smith,  after 
whom  Smith’s  Cove  is  named.  He  was  born  in 
Wayne  County,  Ohio,  April  11,  1830.  After  pre- 
liminary education  in  the  schools  of  the  nearby 
town  of  Wooster,  he  attended  Alleghany  College, 
Meadsville*,  Pennsylvania.  He  began  to  study 
medicine  at  Alleghany  College,  continued  this 
study  in  the  office  of  Dr.  Charles  Roode  in  Cin- 
cinnati, and  later  at  the  University  of  Pennsyl- 
vania, from  which  he  appears  to  have  graduated. 
He  crossed  the  plains  in  1852,  reaching  Portland 
on  October  26.  This  was  the  year  of  the  great 
cholera  epidemic  on  the  Oregon  Trail,  during 
which  hundreds  of  immigrants  died.  Smith  had 
brought  with  him  a large  supply  of  medicines, 
and  treated  cholera  patients  en  route.  He  did 
not  stop  in  Portland,  but  continued  on  to  Puget 
Sound,  which  by  this  time  was  attracting  settlers. 
He  took  a claim  of  160  acres  at  what  is  now 
Smith’s  Cove  on  Elliott  Bay,  and  built  a log  hut 
in  1853.  Although  Maynard  was  already  in 
Seattle,  Smith  also  practiced  as  a physician,  and 
in  1854  he  built  a large  log  cabin  as  an  infirmary 
for  his  patients.  It  is  stated  that  sick  people  from 
various  parts  of  Puget  Sound  were  brought  to 
him.®^ 

During  the  early  days  of  the  Indian  troubles 
on  Puget  Sound  Smith  and  two  workmen  who 
were  helping  him  on  his  farm,  narrowly  escaped 

61.  Smith,  Q A.;  In  C.  B.  Bagley’s  History  of  King 
County.  1932. 

52.  Bagiey.  C.  B.:  Hi.story  of  Seatlle,  vol  2.  1927. 


death  at  the  hands  of  the  Indians.  When  a fr>rce 
of  armed  men  was  raised  lo  cope  with  the  situa- 
tion, Smith  was  commissioned  surgeon. 

The  opportunities  for  developing  the  natural 
resources  of  new  country  appealed  to  Dr.  Smith, 
and  we  soon  find  him  operating  twelve  logging 
camps.  In  1864  he  undertook  to  reclaim  the  tide 
lands  at  the  mouth  of  the  Snohomish  River,  north 
of  Seattle.  In  addition  to  his  business  activities. 
Smith  also  served  for  a time  as  superintendent 
of  the  King  County  schools,  being  the  first  in- 
cumbent of  this  office.  He  retired  from  medical 
practice  cpiite  early,  and  was  little  known  as  a 
physician  to  the  later  generation  in  Seattle,  where 
he  died  August  16,  1915.^- 


Fig.  20.  Dr.  G.  V.  Calhoun 


OTHER  EARLY  PHYSICIANS  , 

Another  physician  of  the  early  history  of 
Seattle  was  Dr.  Josiah  Settle,  who  reached  the  | 
Puget  Sound  city  from  Oregon  in  1860.  He 
practiced  with  Dr.  Maynard  for  a time,  and  later 
with  Dr.  W.  H.  Robinson,  who  arrived  in  Seattle  I 
in  1866.®^ 

Beginning  about  1861,  medical  men  who  had  !| 

been  in  the  service  of  the  United  States  Army  or  ; 

Navy  for  a greater  or  less  period  began  to  be- 
come a factor  in  the  medical  personnel  of  the 
Northwest.  Dr.  Glisan,  Dr.  Carpenter  and  Dr. 
Wythe  have  already  been  named,  although  only 
Dr.  Glisan  can  be  considered  as  a regular  army 
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surgeon,  the  other  two  having  served  but  tem- 
porarily in  the  emergency  of  the  Civil  War. 

We  need  name  only  a few  of  the  more  promi- 
nent who  remained  to  become  part  of  the  com- 
munity. Among  these  appears  the  name  of  Dr. 
George  V.  Calhoun  (fig.  20)  who  in  June,  1866, 
took  charge  of  the  Marine  Hospital  at  Port 
Angeles,  which  was  later  removed  to  Port  Town- 
send.®^ Calhoun  was  born  in  New  Brunswick 
October  19,  1837.  While  he  was  a child  his 
family  moved  to  Maryland,  and  later,  after  the 
death  of  his  sea-faring  father,  the  mother  and  her 
son  moved  to  East  Boston.  Calhoun  was  edu- 
cated at  Horton  Academy,  Nova  Scotia.  In  1857 
he  was  sent  to  the  University  of  Glasgow  for 


Fig.  21.  Dr.  N.  G.  Blalock. 


medical  education.  He  remained  there  for  five 
years,  graduating  with  honors.  He  returned  to 
America  in  1862,  and  after  two  years  entered  the 
United  States  army  as  assistant  surgeon.  In 
August  of  1865  he  came  to  the  Pacific  Coast  by 
the  Nicaragua  route.  He  remained  at  Port  Town- 
send until  1876,  when  he  left  the  Marine  hospital 
to  establish  himself  in  practice  in  Seattle.  In 
the  young  town  he  became  a figure  of  influence 
and  was  elected  to  the  territorial  council,  and 
also  became  a member  of  the  board  of  regents 
of  the  territorial  university.  He  is  described  as 
one  of  the  best  educated  men  in  the  territory. 

53.  Evan.s,  El  wood:  History  of  Pacific  Northwest, 
Oregon  and  Washington,  vol.  2,  1889. 


In  188C  Dr.  Calhoun  left  Seattle  for  the  new 
town  of  La  Conner,  where  he  invested  in  real 
estate,  and  continued  to  make  his  home  until  his 
death. 

Dr.  Suckley  was  an  army  surgeon  stationed  at 
Fort  Steilacoom  for  a time,  who  deserves  men- 
tion because  of  his  study  of  the  natural  history 
of  the  Northwest.  His  name  is  attached  to  the 
Pacific  dogfish,  Squalus  Sucklii.  He  came  to 
the  Northwest  with  the  Stevens  Expedition. 

Another  figure,  more  important  perhaps  in  the 
development  of  his  district  economically  than  in 
the  permanent  effect  he  left  on  medicine,  was 
Dr.  N.  G.  Blalock  of  Walla  Walla  ( fig.  21). 
Blalock  was  born  in  North  Carolina  in  1836.  Af- 
ter a year  at  Tusculum  College,  Tennessee,  he 
entered  Jefferson  Medical  College  in  1859  and 
graduated  in  1861.  Although  a Southerner  by 
birth,  his  sympathies  appear  to  have  been  with 
the  North  in  the  Civil  War,  and  he  was  commis- 
sioned assistant  surgeon  in  the  115th  Illinois  Vol- 
unteers in  1862.  After  two  years  of  service  he 
was  discharged  because  of  ill  health. 

Blalock  came  to  Washington  Territory  in  1873 
and  bought  dry  foot-hill  land  in  the  Walla  Walla 
region  and  undertook  to  raise  wheat,  in  which 
he  succeeded  very  well.  In  1881  he  is  reported 
to  have  had  a crop  of  90,000  bushels  on  2,200 
acres  of  land.  He  undertook  many  activities 
which  hastened  the  economic  growth  of  the  east- 
ern part  of  W.ashington  territory,  a region  which, 
although  settled  by  Dr.  Whitman  in  1836,  had 
remained  relatively  undeveloped  for  many  years. 
Dr.  Blalock  also  obtained  a great  reputation  as 
a surgeon,  but  did  not  leave  the  little  city  of 
Walla  Walla,  where  he  died. 

The  further  history  of  medicine  in  the  Pacific 
Northwest  is  a part  of  the  development  of  the 
subject  in  the  country  generally.  It  is  the  story 
of  the  growth  of  hospitals,  the  development  of 
surgery,  of  scientific  medicine  and  of  medical 
education.  In  the  northwest,  as  in  other  parts  of 
the  country,  outstanding  personalities  have  come 
to  the  fore  from  time  to  time.  Many  of  them 
are  still  living  and  engaged  in  active  practice, 
and  will  be  omitted  from  the  present  chapter 
of  the  story. 

A concluding  word  may  be  written  of  medical 
societies  and  hospitals.  The  organization  of  the 
Oregon  State  Medical  Society,  in  1874,  has  al- 
ready been  mentioned.  In  addition  to  Dr.  Horace 
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Carpc!iler.  previously  named,  Dr.  L.  L.  Rowland 
of  Salem,  and  Dr.  Alfred  C.  Kinney,  then  of 
Portland,  were  perliaps  the  most  active  figures  in 
its  inception,  d'he  minutes  of  the  society  state : 
“On  the  first  of  September,  1874,  the  following 
medical  men  met  at  the  hall  of  the  IMedical  De- 
partment of  the  Willamete  University:  (follows 
a list  of  seventeen  names).  . . . After  a 

session  of  two  days  they  effected  the  permanent 
organization  of  ‘The  ^Medical  Society  of  the  State 
of  Oregon.’  ’’  Dr.  Alfred  C.  Kinney  was  elected 
president. 

In  the  same  year  the  Medical  Society  of  Wash- 
ington Territory  was  organized  at  a meeting  held 
in  October,  at  Seattle.  Dr.  S.  F.  Chapin  was 
elected  president  and  Dr.  Rufus  Willard  vice- 
president.  The  latter  became  an  outstanding 
figure  in  the  medical  life  of  Seattle  in  the  period 
which  follows,  but  which  is  beyond  the  scope  of 
the  present  account. 

During  the  territorial  period  in  Washington 
and  early  statehood  in  Oregon,  various  hospitals 
were  founded,  some  of  which  have  already  been 
mentioned.  Of  public  institutions  Multnomah 
County  Hospital,  in  Portland,  is  apparently  the 
oldest,  although  there  are  some  discrepencies  as 
to  when  it  was  founded.  One  writer  on  early 
Portland  history  states  it  was  founded  in  1869, 
while  Gaston  states  that,  in  1860,  Dr.  J.  C.  Haw- 
thorne, who  had  come  to  Portland  the  previous 
year,  took  charge  of  the  County  Hospital. For 
many  years  it  was  a sorry  affair  as  judged  by 
present  standards,  from  such  accounts  as  are 
available.  It  was  located  on  Canyon  Road,  in 
the  hills  west  of  Portland.  About  1908  it  was 
housed  in  an  old  residence  in  South  Portland. 
In  1922  the  present  modern  plant,  located  in  close 
proximity  to  the  University  of  Oregon  Medical 
School,  was  completed,  and  it-  has  since  become 
a well  organized  and  well  equipped  modern  hos- 
pital, conducted  in  close  cooperation  with  the 
Medical  School. 

The  first  hospital  for  the  insane  in  Oregon  was 
founded  as  a private  institution  about  1875  by 
Dr.  J.  C.  Hawthorne,  to  whom  reference  has  al- 
ready been  made.  It  occupied  grounds  in  East 
Portland,  between  what  is  now  Hawthorne  Ave- 
nue and  Belmont  Street,  on  East  12th  Street. 
Dr.  Hawthorne  contracted  with  the  State  to  care 
for  the  insane.  To  this  hospital  came  Simeon  E. 

54.  Gaston.  Jo.seph:  I’ortland.  Oregon.  Its  History 
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Josephi,  in  1875,  as  a bookkeeper.  He  became 
interested  in  medicine,  and  went  to  San  Francisco 
to  study,  graduating  from  the  University  of  Cali- 
fornia Medical  School,  formerly  the  Toland  Med- 
ical School,  in  1877.  He  returned  to  Portland, 
where  he  has  occupied  an  honored  position  in 
medical  circles  for  more  than  half  a century.  For 
a number  of  years  he  was  connected  with  the 
Hawthorne  Hospital,  and  in  1885  was  superin- 
tendent of  the  State  Hospital  for  the  Insane  which 
was  built  at  Salem  in  1883.  Dr.  Josephi  was  also 
the  first  dean  of  the  University  of  Oregon  Med- 
ical School,  founded  in  1886. 

The  year  1874  saw  the  founding  of  two  hos- 
pitals in  Portland.  St.  Vincent’s  Hospital  was 
established  September  29,  1874,  and  has  served 
the  community  ever  since.  The  original  building 
accommodated  from  fifty  to  seventy-five  patients, 
while  the  present  equipment  has  a capacity  of 
nearly  four  hundred.  The  Good  Samaritan  Hos- 
pital was  opened  October  9,  1875,  although 
founded  the  previous  year  by  Bishop  B.  Wistar 
Morris.  It  received  its  first  patient  October  10, 
1875. 

In  Seattle  Providence  Hospital  was  established 
l)y  the  Sisters  of  Charity  in  1878.  Beginning  in 
1877  the  Sisters  cared  for  county  patients  at  the 
county  farm  or  in  Providence  Hospital  until 
King  County  Hospital  was  built  in  1893.  Har- 
bor View  Hospital,  completed  in  1931,  as  a unit 
of  the  County  Hospital,  is  one  of  the  most  mod- 
ern plants  on  the  Pacific  Coast.  The  first  Wash- 
ington State  hospital  for  the  insane  was  estab- 
lished at  Steilacoom,  under  the  territorial 
government  in  1888.  In  the  other  cities  of  the 
Xorthwest  hospital  facilities  have  also  been  de- 
veloped. The  rude  log  shelter  which  Dr.  John 
iMackay  and  James  Strange  bought  from  the 
Indians  in  1786  for  their  scorbutic  sailors  has 
its  modern  representatives  in  quite  a different 
type  of  hospital  equipment. 

Tc.mors  of  Pelvic  Boxes.  Qarence  B.  Francisco, 
Kansas  City,  Mo.  {Journal  A.  M.  A.,  Nov.  26,  1932). 
reports  five  cases  of  tumors  of  the  pelvic  bones  and 
from  his  observations  he  concludes  that  in  cases  in 
which  the  diagnosis  is  obscure,  in  either  children  or 
adults,  the  possibility  of  a malignant  involvement  of  the 
bones  of  the  pelvis  should  be  kept  in  mind.  The  prog- 
nosis of  certain  well  defined  tumors  of  the  pelvic  bones 
cannot  be  predicted  with  any  degree  of  certainty.  Be- 
nign tumors  of  the  pelvic  bones  actually  occur  relatively 
infrequently,  and  every  tumor  in  this  region  should  be 
looked  on  with  suspicion.  Radical  resection  of  a chon- 
droma of  the  pelvis  should  be  carried  out  early  in  an 
attempt  to  prevent  malignant  degeneration  in  later 
years. 
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ANNUAL  CONFERENCE  OF 
SECRETARIES  AND  EDITORS 

Each  year  the  officials  of  the  American  Medi- 
cal Association  call  together  secretaries  of  state 
medical  associations  and  editors  of  state  medi- 
cal journals.  The  meeting  this  year,  held  as  usu- 
al in  Chicago,  was  devoted  chiefly  to  health  in- 
surance and  contract  medicine.  Delegates  from  the 
Northwest  were  C.  H.  Thomson,  secretary  from 
Washington ; H.  W.  Stone,  secretary  from  Idaho ; 
C.  C.  Foley,  lay-secretary  from  Oregon  and  A. 
H.  Peacock  representing  Northwest  Medicine. 
Among  the  speakers  were  E.  H.  Cary,  President 
of  the  A.  M.  A.;  Dean  Lewis,  President-elect; 
William  A.  Pusey,  past-President.  Papers  and 
discussions  by  these  and  others  will  appear  in 
full  in  the  next  Bulletin.  So  rich,  so  com- 
plete, so  vital  were  these  messages  that  only  a few 
of  them  can  be  touched  upon  editorially.  The 
theme  of  the  conference  was  contract  medical 
practice  in  its  many  forms.  Outlined  by  Dr. 
Leland  in  his  clear,  analytical  style,  the  extent  of 
this  type  of  practice  was  related.  Geographically 
the  most  intensely  involved  area  is  the  Pacific 
Coast,  with  strongholds  in  Detroit  and  the  coal  re- 
gions of  the  south  Atlantic  states.  Where  one 
contract  group  starts  up,  soon  dozens  spring  up 
over  night  like  mushrooms.  With  each  new  one, 
])romises  increase  and  fees  decrease. 

Generally,  contract  practice  is  deemed  harmful 
to  the  development  of  the  individual  doctors  and 
hampers  the  growth  of  scientific  medicine.  1 
eliminates  healthy  competition  and  puts  the  prac- 
tice of  medicine  chiefly  on  a commercial  basis. 
Contract  practice  will  not  cut  its  own  throat  as 
some  assert,  but  it  further  increases  voluntary 
contracts  which  in  turn  bring  about  compulsory 
health  insurance.  Difficulties  and  tribulations  in 
private  practice  develop  character,  whereas  fixer 
incomes  for  doctors  kill  all  initiative  and  a salary 
becomes  a comfortable  pension.  Contracts  must  be 
freed  of  their  objectionable  features,  as  the  em- 


ployment of  solicitors ; they  must  still  be  govern 
ed  by  ethics,  as  are  those  engaged  in  legal  prac- 
tice, insurance  and  other  professions. 

Attention  is  called  again  and  again  to  the  facts 
that  the  individual  practitioner  is  the  backbone 
of  the  medical  profession,  that  the  county  society 
is  the  key  to  all  organized  medicine  and  that  suf- 
ficient power  lies  within  that  body  to  correct 
many  present  grievances.  It  is  a social  and  scien- 
tific group  who  agree  to  abide  by  certain  definite 
rules,  disregard  of  which  subjects  its  offenders  to 
censure  or  expulsion.  Men  holding  contracts  can- 
not afford  to  be  separated  from  organized  medi- 
cine. See  to  it  that  members  keep  their  oaths  and 
promises. 

A great  deal  of  the  present  state  of  medical 
practice  is  due  to  the  selfishness  and  dishonesty  of 
commerce  and  industry.  Overcapitalization,  wa- 
tred  stocks,  financing  on  a shoe  string,  dishonesty 
in  handling  stockholders’  money,  taking  orders 
on  a job  below  actual  cost  to  ruin  a competitor 
and  overreaching  like  an  octupus  to  strangle  ri- 
vals, all  have  their  influence  on  medicine,  for 
commercial  medicine  has  borrowed  industries’ 
methods.  Their  aim  is  to  make  money,  cor- 
ner the  market,  then  gain  reputations  and  power. 

Medicine  must  be  kept  free  for  the  develop- 
ment of  the  individual ; solicitors  must  be  banish- 
ed from  the  ranks  of  organized  medicine;  it  must 
retain  the  right  to  control  its  own  affairs,  and 
maintain  competition  on  the  basis  of  ability  and 
reiiutation,  and  be  governed  by  its  present  code  of 
ethics  which  has  stood  the  test  of  two  thousand 
years.  The  present  conditions  call  for  an  uncom- 
promising war  on  all  the  forces  which  are  trying 
to  tear  down  our  ideals  and  make  of  medicine  a 
subservient  tool  of  industry  and  a cheap  article  of 
commerce.  It  is  up  to  each  member  of  the  pro- 
fession to  resist  this  commercialism  of  the  noblet 
profession  in  the  world  and  it  is  largely  within 
the  power  of  each  local  society  to  maintain  its 
ideals  by  complete  organization. 

THE  COSTS  OF  ^lEDICAL  CARE. 

After  a study  of  five  years  the  final  report  of 
the  Committee  on  the  Costs  of  Medical  Care  has 
been  published  and  is  available  for  study  on  the 
part  of  any  one  interested  in  this  subject.  It  is 
an  extensive  document,  dealing  in  detail  with 
many  aspects  of  this  subject.  It  will  be  profitable 
reading  to  any  one  who  will  devote  the  time  to 
its  study. 
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An  abstract  of  the  contents  of  the  report  is 
presented  in  the  recommendations  of  the  commit- 
tee and  also  the  mmonty  group.  These  contain 
an  outline  of  tlie  report,  indicative  of  their  fur- 
ther elaboration.  These  recommendations  appear 
as  follows: 

RECOMMENDATIONS  OF  THE  COMMITTEE 

1.  The  Committee  recommends  that  medical  service, 
both  preventive  and  therapeutic,  should  be  furnished 
largely  by  organized  groups  of  pnysicians,  dentists, 
nurses,  pharmacists,  and  other  associated  personnel. 
Such  groups  should  be  organized,  preferably  around  a 
hospital,  for  rendering  complete  home,  ottice  and  hos- 
pital care.  The  form  of  organization  should  encourage 
the  maintenance  of  high  standards  and  the  development 
or  preservation  of  a personal  relation  between  patient 
and  physician. 

2.  The  Committee  recommends  the  extension  of  all 
basic  public  health  services — whether  provided  by  gov- 
ernmental or  nongovernmental  agencies — so  that  they 
will  be  available  to  the  entire  population  according  to 
its  needs.  This  extension  requires  primarily  increased 
financial  support  for  official  health  departments  and 
full-trained  health  officers  and  members  of  their 
staffs,  whose  tenure  is  dependent  only  upon  profes- 
sional and  administrative  competence. 

3.  The  Committee  recommends  that  the  costs  of 
medical  care  be  placed  on  a group  payment  basis, 
through  the  use  of  insurance,  through  the  use  of 
taxation  or  through  the  use  of  both  of  these  methods. 
This  is  not  meant  to  preclude  the  continuation  of 
medical  service  provided  on  an  individual  fee  basis 
for  those  who  prefer  the  present  method.  Cash  bene- 
fits, i.e.,  compensation  for  wage-loss  due  to  illness,  if 
and  when  provided,  should  be  separate  and  distinct  from 
medical  ser\'ices. 

4.  The  Committee  recommends  that  the  study, 
evaluation  and  coordination  of  medical  service  be  con- 
sidered important  functions  for  every  state  and  local 
community,  that  agencies  be  formed  to  exercise  these 
functions,  and  that  the  coordination  of  rural  with  urban 
services  receive  special  attention. 

5.  The  Committee  makes  the  following  recommen- 
dations in  the  field  of  professional  education ; (A) 
That  the  training  of  physicians  give  increasing  em- 
phasis to  the  teaching  of  health  and  the  prevention  of 
disease;  that  more  effective  efforts  be  made  to  pro- 
vide trained  health  officers;  that  the  social  aspects  of 
medical  practice  be  given  greater  attention;  that  spe- 
cialties be  restricted  to  those  specially  qualified ; and 
that  postgraduate  educational  opportunities  be  in- 
creased; (B)  that  dental  students  be  given  a broader 
educational  background;  (C)  that  pharmaceutical  edu- 
cation place  more  stress  on  the  pharmacist’s  responsi- 
bilities and  opportunities  for  public  service;  (D)  that 
nursing  education  be  thoroughly  remoulded  to  provide 
well-educated  and  well  qualified  registered  nurses: 
(E)  that  less  thoroughly  trained  but  competent  nurs- 
ing aides  and  attendant^  be  provided;  (F)  that  ade- 
I'uate  training  for  nurse-midwives  be  provided;  and 
(G)  that  opportunities  be  offered  for  the  systematic 
training  of  hospital  and  clinic  administrators. 

recommendations  of  THE  MINORITY  GROUP 

1.  The  minority  recommends  that  government  com- 
petition in  the  practice  of  medicine  be  discontinued  and 
that  its  activities  be  restricted  (a)  to  the  care  of  the 


indigent  and  of  those  patients  with  diseases  W'hich  can 
be  cared  for  only  in  governmental  institutions;  (b) 
to  tlie  promotion  of  public  health;  (c)  to  the  support 
of  the  medical  departments  of  the  Army  and  Navy, 
Coast  and  Geodetic  Survey,  and  other  government  ser- 
vices which  cannot  because  of  their  nature  or  location 
be  served  by  the  general  medical  profession;  and  (d) 
to  the  care  of  veterans  suffering  from  bona  fide 
service-connected  disabilities  and  diseases,  except  in  the 
case  of  tuberculosis  and  nervous  and  mental  diseases. 

2.  The  minority  recommends  that  government  care 
of  the  indigent  be  expanded  with  the  ultimate  object 
of  relieving  the  medical  profession  of  this  burden. 

3.  The  minority  joins  with  the  Committee  in  recom- 
mending that  the  study,  evaluation  and  coordination  of 
medical  service  be  considered  important  functions  for 
every  state  and  local  community,  that  agencies  be 
formed  to  exercise  these  functions,  and  that  the  co- 
ordination of  rural  with  urban  services  receive  special 
attention. 

4.  The  minority  recommends  that  united  attempts 
be  made  to  restore  the  general  practitioner  to  the 
central  place  in  medical  practice. 

5.  The  minority  recommends  that  the  corporate 
practice  of  medicine,  financed  through  intermediary 
agencies  be  vigorously  and  persistently  opposed  as  be- 
ing economically  wasteful,  inimical  to  a continued  and 
sustained  high  quality  of  medical  care,  or  unfair  ex- 
ploitation of  the  medical  profession. 

6.  The  minority  recommends  that  methods  be  given 
careful  trial  w-hich  can  rightly  be  fitted  into  our  pres- 
ent institutions  and  agencies  without  interfering  with 
the  fundamentals  of  medical  practice. 

7.  The  minority  recommends  the  development  by 
state  or  county  medical  societies  of  plans  for  medical 
care. 

No  attempt  is  made  to  criticize  or  analyze  the 
voluminous  report.  It  will  undoubtedly  prove 
disappointing  in  some  respects.  One  will  specu- 
late as  to  the  practical  benefits  obtainable  for  his 
particular  locality  or  the  institutions  in  which  he 
is  especially  interested.  The  report  must  be  read 
completely  and  sUidied  by  the  individual  in  order 
that  he  may  determine  its  applicabality  to  his  own 
problems.  The  radical  divergence  of  view's  be- 
tween the  majority  and  minority  reports  will  be 
noted.  These  seem  scarcely  to  be  reconcilable. 
Comments  on  the  reports  will  be  aw'aited  with  in- 
terest. 


DO  NOT  USE  DRUG  FOR  NARCOTIC 
The  pharmacists  have  justly  been  disturbed  by 
the  indiscriminate  mingling  of  the  words  "drug, 
"narcotic”  and  "dope.”  Both  the  medical  profes- 
sion and  the  laity  should  discriminate  in  the  use  of 
these  terms.  Drug  is  defined  as  an  article  used 
for  the  purpose  of  curing,  mitigating  or  prevent- 
ing disease  in  man  or  other  animal.  Both  news- 
paper writers  and  physicians  have  been  accus- 
tomed incorrectly  to  refer  to  the  "drug  addict”  or 
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“drug  fiend,”  when  reference  is  intended  to  the 
liabitual  use  of  some  form  of  narcotic  commonly 
referred  to  as  dope.  While  the  misdeeds  of  the 
dope  peddlers  or  dope  addicts  are  properly  re- 
ferred to  under  these  designations,  it  is  considered 
a reflection  upon  recognized  drugs  and  their 
pharmaceutical  purveyors  to  apply  the  word  drugs 
to  these  low  and  degenerate  tendencies. 

In  order  to  correct  this  misuse  of  the  word 
drug  and  to  confine  it  to  its  legitimate  applica- 
tion, physicians  have  been  requested  to  refrain 
from  applying  it  in  connection  with  narcotic  ha- 
bituees  and  to  discountenance  this  misuse  of  the 
word  when  used  by  others.  It  is  stated  that  a 
compaign  of  education  is  being  conducted  by 
pharmaceutical  interests  among  the  newspapers 
in  various  parts  of  the  country  in  order  to  per- 
suade them  to  cease  publishing  information  of 
this  character  which  may  unintentionally  reflect 
unfavorably  upon  the  drug  industry  in  conse- 
quence of  the  impression  being  established  that 
drugs  as  a class  may  be  employed  for  reprehen- 
sible purposes  on  the  part  of  various  forms  of 
addicts  and  narcotic  peddlers.  This  seems  to  be 
a worthy  appeal  to  protect  the  reputation  and 
standing  of  legitimate  drugs  which  should  be  en- 
couraged by  the  medical  profession. 


REPORTS  OF  SOCIETY  MEETING 
One  of  the  important  functions  of  this  journal 
during  its  period  of  existence  has  been  the  report 
of  meetings  of  various  societies  in  the  states 
which  it  represents.  Publication  of  proceedings 
of  meetings  of  the  state  associations  has  always 
been  considered  of  primary  importance  and  these 
have  been  included  as  presented  by  the  state  sec- 
retaries, whether  they  have  been  brief  or  volumin- 
ous. During  the  year  there  are  many  interesting 
and  profitable  meetings  of  county  societies  which 
are  of  sufficient  importance  and  value  to  warrant 
inclusion  in  reports  of  meetings.  The  only  method 
of  obtaining  correct  reports  of  such  meetings  is 
through  communications  from  the  secretaries  ot 
the  respective  societies.  If  these  reports  are  sent 
to  this  journal  from  month  to  month,  they  will  be 
included  under  the  heading  of  society  reports.  It 
is  requested  that  secretaries  of  county  societies 
should  be  mindful  of  this  suggestion.  Remember 
that  reports  of  meetings  of  their  societies  depend 
upon  their  activities  in  transmitting  what  they 
would  like  to  have  published  concerning  their  pro- 
ceedings. 


Attention  is  also  called  to  the  directory  of  medi- 
cal societies  which  is  a standing  record  of  presi- 
dents, secretaries  and  days  of  meetings  of  county 
societies.  During  the  next  few  months  will  occur 
society  elections  with  changes  in  the  personnels  of 
presidents  and  secretaries.  If  letters  are  received 
reporting  these  changes  they  will  be  duly  inserted 
in  the  directory.  Ofttimes  the  officers  are  con- 
tinued on  the  list  for  a year  or  more,  due  to  the 
fact  that  no  notices  have  been  received  of  new 
elections.  The  list  can  be  readily  kept  up  to  date 
if  changes  are  reported  following  elections  of 
their  respective  societies. 


THE  OREGON  REPORT 
In  this  issue  will  be  found  the  official  report 
of  the  annual  meeting  of  Oregon  State  Medical 
Society  at  Klamath  Falls  in  September.  The  re- 
port as  prepared  is  so  voluminous  that  it  could 
not  be  published  in  a single  issue.  It  was  ac- 
cordingly abbreviated  under  the  direction  of  the 
secretary  by  cutting  out  many  of  the  reports  of 
standing  committees.  The  financial  report  was 
qondensed,  leaving  out  detailed  accounts.  The 
full  report  as  presented  at  the  meeting  is  in  the 
hands  of  the  secretary.  Any  one  desiring  in- 
formation as  to  details  which  do  not  appear  in  the 
published  report  will  have  access  to  them  at  the 
secretary’s  office. 


NEW  .ADVERTISEMENTS 

Attention  is  called  to  the  following  new  advertisements 
that  appear  in  this  issue ; Banner  Blue  Com  Syrup 
(page  7)  is  used  for  infant  feeding.  Crown  Dour 
(page  7)  is  prepared  for  good  baking.  H.  L.  Steinert 
Organization  (page  8)  is  equipped  for  collecting  delin- 
quent accounts  Mary  E.  Stack,  R.  N.  (page  6)  spe- 
cializes in  eliminative  therapy.  H.  S.  Nidiols,  M.  D- 
(page  4)  x-ray  diagnostician.  Wagner’s  Natural  Food 
Shop  (page  594)  supplies  wholesome  foods.  Hart,  Inc., 
pharmacists,  are  on  page  19. 


MEDICAL  NOTES 

The  Pan'-Amekican  Surgical  Association  had 
planned  to  hold  its  second  congress  in  1933.  It  has  been 
determined,  however,  from  the  expressed  views  of 
those  members  attending  the  1929  meeting,  that  world 
economic  conditions  are  such  that  the  meeting  next 
year  should  be  postponed  until  financial  conditions  have 
improved.  It  is  believed  that  too  small  a number  would 
be  able  to  attend  the  congress  next  year  to  justify  the 
attempt  to  hold  it. 

.American  College  of  Physicians  will  hold  its  Seven- 
teenth Annual  Clinical  Session  at  Montreal,  Feb.  6-10, 
1933.  Dr.  F.  M.  Pottinger,  Monrovia,  Calif.,  Presi- 
dent of  the  College,  has  charge  of  the  program  of  gen- 
eral sessions.  Mr.  E.  R.  Loveland,  executive  secretary. 
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133-135  S.  36th  St.,  Philadelphia,  will  give  desired  in- 
formation. 

OREGON 

Hospital  Contr.a.ct.  Employers  of  Klamath  County 
have  received  letters  from  the  State  Industrial  Accident 
Commission,  advising  them  that  the  commission  has 
entered  into  contract  with  Hillside  hospital  of 
Klamath  Falls  for  the  necessary  medical,  surgical,  hos- 
pital, roentgenographic,  ambulance  and  drug  service 
for  all  whose  operations  were  not  under  contract 
October  19.  The  staff  of  the  hospital  consists  of 
G.  H.  Merryman,  E.  D.  Johnson,  F.  C.  Adams,  P. 
Sharp,  R.  Stearms,  of  Klamath  Falls,  F.  Trotman 
and  J.  R.  Barr  of  Merrill  and  M.  Nerseth  of  Chiloquin. 
The  letters  said  the  movement  is  necessary  at  this 
time  as  an  act  of  economy. 

Hospital  Closes.  The  Wesley  hospital  at  Marsh- 
field closed  out  its  business  and  evacuated  all  patients 
November  11.  The  hospital,  constructed  some  years 
ago,  has  operated  under  adverse  depressed  conditions 
for  a number  of  years.  It  was  under  Methodist  control 
which  invested  $65,000  during  the  past  few  years.  This 
disastrous  result  is  but  the  natural  outcome  of  the  in- 
stitution’s inability  to  realize  sufficiently  upon  accounts 
for  seiwice  rendered  and  on  pledges  made,  which  total 
$25,000. 

Backs  Hospit.al  Policy.  To  refuse  persons  admis- 
sion to  the  country  hospital,  who  later  die  of  neglect, 
would  call  forth  worse  criticism  than  to  take  an  oc- 
casionally unworthy  case  in  which  the  county  is  imposed 
upon  by  persons  who  can  pay  for  hospitalization  was 
the  statement  of  H.  R.  Cliff,  Multnomah  County  phy- 
sician, at  a meeting  November  14.  Dr.  Cliff  said  that 
where  subsequent  investigation  reveals  the  patients  arc 
able  to  pay  for  their  care  the  hospital  makes  a charge 
and  tries  to  collect  it. 

Savings  in  Appropri.ations  for  Oregon’s  state  in- 
stitutions for  the  biennium,  beginning  January  1,  1933, 
will  aggregate  $1,032,000,  when  compared  with  those  for 
the  current  two-year  period,  according  to  the  budget 
approved  by  the  state  board  of  control  October  25. 
The  maximum  total  appropriations  for  the  institu- 
tions for  the  next  biennium  are  $3,164,305.  Part  of 
this  decrease  is  accounted  for  by  the  ultimate  elimina- 
tion for  the  Oregon  soldiers  home.  The  only  state  in- 
stilulicn  which  an  increased  appropriation  was  ap- 
proved is  the  state  blind  school  at  Salem, 

Fees  Reduced.  Actual  savings,  aggregating  in  excess 
of  $75,000  per  year,  wall  result  from  a 25  per  cent 
reduction  in  the  cost  of  medical  service  for  persons 
subject  to  provisions  of  the  workmen’s  compensation 
act  in  Oregon.  This  reduction,  which  was  said  to 
be  voluntary  on  the  part  of  the  medical  profession,  be- 
came effective  November  1 and  will  continue  for  six 
months.  If  at  the  expiration  of  that  time  conditions 
arc  not  improved,  the  physicians  will  be  re;ucsted  to 
continue  their  services  under  the  present  fee  schedule 

Staff  Officers  Elected.  At  the  annual  meeting  of 
the  staff  of  St.  Mary’s  hospital,  Astoria,  J.  McCon- 
nell was  elected  president,  R.  J.  Pilkington,  vice-presi- 
dent. and  E.  J.  Jasper  secretary-treasurer.  Other  doctors 
present  at  the  regular  monthly  meeting  were  C.  Waffle, 
M.  H.  Smith,  A.  G.  Allen,  and  M.  A.  Holmes. 


Honors  Received  Abroad.  Arriving  in  Portland  just 
ten  days  from  the  time  he  left  Vienna,  R.  C.  Coffey 
was  at  his  office  November  7.  While  abroad  he 
was  made  a member  of  the  French  and  Italian  societies 
of  Urology  and  Surgery  and  was  also  honored  in 
Vienna,  Edinburgh,  London  and  Newcastle.  Leaving 
Portland  September  16,  on  his  way  to  France,  Dr. 
Coffey  held  a clinic  at  University  of  Michigan  Medical 
School.  His  trip  home  was  made  by  airplane,  train 
and  steamship. 

J.  S.  Rankin,  who  has  practiced  in  Newburg  since 
1908,  has  located  in  Portland,  where  he  will  continue 
in  general  practice.  His  former  practice  will  be  taken 
over  by  Chester  Bump,  graduate  of  University  of  Ore- 
gon Medical  School. 

Elected  Mayor.  A.  B.  Peacock,  who  has  practiced  in 
Marshfield  for  the  past  eleven  years,  was  elected  mayor 
of  that  city  at  the  recent  polling.  He  was  opposed 
by  a pioneer  hardware  merchant  and  chairman  of  the 
city  finance  committee. 

P.  -L.  O’Le.vry,  head  of  the  section  of  dermatology 
and  syphilology  of  The  Mayo  Clinic,  addressed  the 
Portland  County  and  City  Medical  Society  November 
10  and  the  King  County  liledical  Society,  Seattle,  on 
November  14. 

Roland  D.  Eby,  formerly  of  Amnity,  has  moved  to 
Vernonia,  where  he  has  taken  over  the  practice  of  his 
brother,  Marvin  Eby  who  has  located  in  San  Diego. 

A.  R.  Sargeant,  formerly  of  Sheridan,  has  opened 
offices  in  Kerby. 


WASHINGTON 

Physicians  in  the  Legisl.ature.  Following  the  pri- 
mary election  four  Washington  physicians  were  nomin- 
ated for  the  legislature  on  the  Republican  ticket.  The 
landslide  of  last  month’s  election  eliminated  all  these 
candidates.  The  successful  legislative  candidates  were 
D.  A.  Nugent  of  Centralia,  who  was  elected  to  the 
Senate  and  R.  D.  Wiswell  of  Vancouver,  elected  to  the 
House,  both  of  these  being  on  the  Democratic  ticket. 

Continues  as  Health  Unit.  In  a letter  to  L.  D. 
Fricks,  medical  director  of  the  Public  Health  Service, 
Seattle,  information  was  given  that  the  Port  Townsend 
Marine  Hospital  will  be  kept  intact  as  at  present,  fol- 
lowing the  removal  of  the  staff  and  patients  to  Seattle, 
and  will  be  used  as  a relief  station  for  quarantine 
purposes  during  construction  of  the  Puget  Sound  quar- 
antine station  on  Point  Hudson.  The  quarantine  sta- 
tion will  have  a small  dispensary  and,  being  conven- 
iently located,  it  will  probably  be  possible  for  the  quar- 
antine officers  to  furnish  outpatient  relief.  Construc- 
tion of  the  new  quarantine  station  is  expected  to  begin 
in  March,  1933,  and  may  involve  building  more  docks 
and  fewer  buildings  than  had  been  planned. 

Plans  for  Annual  Meeting.  C.  W.  Countr>-man  of 
SDok’Pc,  e.xeruti\e  secretayv  of  Pacific  Northwest 
Medical  Association,  was  in  Vancouver,  B.  C.,  Novem- 
ber 11,  where  he  conferred  with  B.  D.  Gillies,  president 
of  the  association,  regarding  plans  for  the  annual  con- 
vention to  be  held  there  July  3-5,  1933.  The  attendance 
of  Kinnear  Wilson  of  London,  one  of  the  world’s  most 
distinguished  neurologists,  has  been  assured  for  the 
convention. 
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Medical  Bureau  Proves  Success.  After  six  months 
operation  Yakima  Medical  Bureau  has  proved  to  be  a 
success  and  members  of  the  Yakima  County  Medical 
Society,  who  compose  the  bureau  staff,  were  so  in- 
formed October  29  at  a special  meeting  with  W.  K. 
Cocklin,  president.  Formed  last  spring  on  a co- 
partnership basis  to  do  contract  medical  work  for 
groups  of  employees  in  industries,  the  bureau  has 
passed  the  experimental  stage  until  at  this  time  it  is  in 
good  financial  condition,  members  reported.  J.  E. 
Bitner,  Jr.,  was  elected  a member  of  the  board. 

Medical  Officer  of  Marine  Hospital  L.  E.  Hooper, 
newly  appointed  medical  officer  in  charge  of  the 
Marine  Hospital  of  Seattle,  has  recently  arrived  to 
take  up  the  many  problems  of  completing  the  equip- 
ment before  the  near  opening  of  the  hospital.  During 
his  past  association  with  the  United  States  Public 
Health  Service  he  has  been  stationed  in  Europe,  Hono- 
lulu, Porto  Rico,  San  Francisco,  Stapleton,  N.  Y.,  and 
Galveston,  in  addition  to  many  other  places.  He  is  a 
graduate  of  University  of  Virginia  and  Georgetown 
University  School  of  Medicine,  Washington,  D.  C. 

\'fteran’s  Hospital  Expenditures.  Approximately 
$23,C00  is  to  be  expended  on  the  Veteran’s  Hospital  at 
Walla  Walla  in  the  next  few  months  for  remodeling. 
When  completed  the  new  wing  will  be  devoted  to  rooms 
and  wards  and  will  house  about  one  hundred  patients. 
This  will  increase  the  bed  capacity  of  the  institution 
to  more  than  four  hundred. 

New  Hospital.  A new  hospital  has  been  opened  at 
Kennewick.  The  building  has  been  thoroughly  reno- 
vated and  remodeled.  Equipment  includes  a surgery 
and  a nursery.  The  hospital  is  under  the  supervision 
of  Miss  Gladys  E.  Sellick,  a graduate  of  St.  Luke’s 
Nurses  training  school  at  Spokane. 

Health  Officer  Resigns.  George  Coffin,  city  health 
officer  of  Longview,  has  resigned  his  post,  stating  that 
the  pressure  of  duties  at  the  Columbia  Qinic  prevented 
him  continuing  in  the  city  service.  He  has  been  city 
health  officer  since  January,  1931.  J.  S.  McCarthy  was 
appointed  as  his  successor. 

Loses  Arm.  R.  L.  Ross  of  Yakima  had  the  very 
unfortunate  experience  of  losing  his  left  forearm  and 
hand  following  the  accidental  discharge  of  a gun  while 
groping  in  the  dark  for  a fire  extinguisher.  Dr. 
Ross’  home,  costing  $15,000,  was  a total  loss  with 
nothing  left  but  the  chimney.  Insurance  covers  the 
loss.  It  is  reported  that  he  is  convalescing  nicely  at 
the  St.  Elizabeth  Hospital. 

Walla  Walla  Valley  Medical  Society  held  its 
regular  monthly  dinner  meeting  at  Grand  Hotel,  Walla 
Walla,  November  9.  A.  H.  Peacock  of  Seattle,  Presi- 
dent of  Washington  State  Medical  Association,  gave 
an  interesting  address  on  “Medical  Economics.’’  Miss 
Helen  Wilcox  discussed  the  functions  of  the  Public 
Health  League.  The  following  officers  were  elected 
for  the  ensuing  year.  President.  E.  L.  Whitney,  Sec- 
retary, C.  J.  Johannesson. 

Cowlitz  County  Medical  SoaETY  held  a meeting  at 
Longview,  November  15.  A.  G.  Bettman  of  Portland 
spoke  on  the  treatment  of  burns  by  the  new  method 
involving  application  of  acid. 


Yakima  County  Medical  Society  held  a dinner  and 
meeting  at  Yakima,  November  14,  with  forty  members 
pre.sent.  They  were  addressed  by  E.  J.  Barnett  of  Spo- 
kane on  child  psychology  and  J.  W.  Lynch,  of  Spokane 
on  brain  injuries.  Miss  Helen  Wilcox  of  Seattle,  Sec- 
retary of  the  Public  Health  League,  discussed  the  pres- 
ent political  situation  in  this  state.  W.  K.  Cocklin, 
president  of  the  society,  was  in  charge  of  the  meeting. 

Snohomish  County  Medical  Society  held  a meet- 
ing at  Everett  November  1,  a number  of  Seattle  doctors 
taking  part  in  the  program.  P.  C.  West  talked  on 
public  health  problems,  C.  F.  Eikeribcrry  on  tuber- 
culosis of  the  bone,  O.  A.  Nelson  on  tuberculosis  of 
the  kidney,  H.  Odland  on  tuberculosis  of  the  skin  and 
P.  Schonwald  on  nonoperative  tuberculosis. 

Klickitat-Skamania  Counties  Medical  Society 
held  a meeting  at  White  Salmon  October  20.  It  was 
attended  by  F.  C.  Collins  and  W.  C.  Trowbridge  of 
Goldendale.  The  meeting  was  addressed  by  J.  E.  Else 
of  Portland  and  A.  H.  Peacock  of  Seattle. 

H.  L.  Eldridge,  formerly  a resident  at  the  Harbor- 
view  Hospital  of  Seattle,  has  taken  over  the  practice 
of  T.  A.  Kennedy  of  Camas.  The  latter  has  moved 
to  Los  Angeles  where  he  will  be  associated  with  the 
Veterans  Bureau.  Dr.  Eldridge  is  a graduate  of  Uni- 
versity of  Oregon  Medical  School,  1930,  and  practices 
for  a short  period  in  St.  Mary’s.  Idaho. 

Heads  Staff.  J.  C.  Brougher  has  been  elected  pres- 
ident of  the  staff  of  Clark  General  Hospital,  Vancouver. 
E.  A.  Bird  was  named  vice-president  and  H.  Wiswall 
secretary. 

H.  A.  Barner  of  Bremerton  was  chosen  president  of 
the  Bremerton  Kiwanis  club  at  its  annual  election 
November  3. 

A.  L.  Brandt,  formerly  of  Seattle,  has  located  in 
Sequim.  Before  practicing  in  Seattle  he  was  located 
in  Grays  Harbor. 


IDAHO 

R.  M.  Coates,  formerly  of  Boise,  has  located  at 
Weiser  for  the  practice  of  medicine.  During  the  past 
two  years  he  has  been  associated  with  F.  A.  Pittenger. 
H.  C.  Rixford  has  opened  offices  at  Mountain  Home. 


OBITUARIES 

Dr.  Llewellyn  T.  Seavey  of  Port  Townsend  died  on 
October  25,  aged  76  years,  following  postappendectomy 
complications.  He  was  born  in  San  Francisco  in  1856 
and  the  same  year  was  brought  by  his  parents  to  Port 
Ludlow.  He  received  his  first  schooling  at  Port 
Townsend.  Later  he  attended  the  Bishop  Scott  school 
at  Portland  and  continued  his  studies  in  California. 
He  studied  medicine  under  G.  V.  Calhoun,  one  of  the 
most  capable  and  widely  known  physicians  of  pioneer 
days.  Later  he  served  as  police  surgeon  in  San  Fran- 
cisco. Following  this  he  was  in  the  service  of  the 
Pacific  Mail  Steamship  Company  for  several  years. 
In  1882  he  quit  the  sea  and  returned  to  Port  Townsend 
where  he  has  resided  since.  He  was  retired  from 
the  United  Public  Health  service  in  1929. 
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Dr.  Allan  S.  Nicholson  of  Castle  Rock,  Wash., 
died  November  13.  from  cerebral  hemorrhage,  aged  49 
years.  He  graduated  from  National  Medical  University, 
Chicago,  in  1905.  Previous  to  eighteen  months  ago  he 
practiced  at  Longview,  where  we  was  former  city  health 
officer.  For  the  past  year  and  a half  he  has  lived 
at  Castle  Rock.  During  the  past  year  he  has  been  in 
ill  health. 

Dr.  R.\y  F.  Hain  died  at  Shillington,  Pa.,  November 
17,  after  a prolonged  illness,  aged  43  years.  He  was 
bom  at  Obold,  Pa.,  in  1889.  He  graduated  from  Johns 
Hopkins  Medical  School  in  1914,  later  studying  at 
Brady  Institute,  Baltimore.  He  located  for  practice 
in  Seattle  in  1920  as  a specialist  in  urology.  After 
practicing  in  that  city  for  seven  years  he  retired  on 
account  of  ill  health  and  five  years  ago  returned  to 
his  old  home  in  Shillington.  He  was  well  trained  in 
his  specialty,  of  a pleasing  personality  and  with  pros- 
pects of  a successful  career  in  the  practice  of  medicine 
when  illness  forced  his  retirement. 


WOMAN’S  AUXILIARY 

OREGON 

The  date  of  the  first  board  meeting  of  the  State 
Auxiliary  has  been  set  for  December  8.  It  will  be 
held  at  the  home  of  the  president,  Mrs.  Wilson  John- 
ston, 309  Albermarle  Terrace,  Portland.  A buffet 
luncheon  will  be  served,  to  be  followed  by  reports  of 
state  officers  and  chairman  and  will  conclude  with  a 
discussion  of  plans  for  the  year’s  work. 

The  Clatsop  County  Auxiliary  is  holding  monthly 
meetings.  At  the  October  meeting,  held  at  the  home 
of  Mrs.  Kleger,  Astoria,  distribution  of  Hygeias  was 
completed.  It  was  decided  to  place  the  magazine  in  the 
most  rural  schools.  Teachers  were  also  contacted  in 
the  hope  that  they  might  interest  the  school  children 
and  parent  teacher  groups  in  Hygeia. 

The  November  meeting  featured  a discussion  on  the 
Basic  Science  Law.  Plans  were  formulated  to  have 
Mrs.  Hagmeier  give  short  talks  on  the  bill  at  various 
women’s  clubs  in  the  County.  The  meeting  was  held  at 
the  home  of  Mrs.  Hyde  in  Astoria. 

The  Woman’s  Auxiliary  to  the  Portland  City  and 
County  Medical  Society  gave  a card  party  during 
October  to  benefit  the  student  scholarship  loan  fund  of 
University  of  Oregon  Medical  School.  A large  com- 
mittee assisted  Mrs.  Frank  E.  Boyden,  President.  A 
luncheon  was  also  held  in  October  at  the  Pewder  Plate 
with  proceeds  benefiting  the  nursery. 

The  November  meeting  of  the  Woman’s  .\uxiliary 
was  held  at  the  home  of  Mrs.  Joseph  Wood.  Mrs. 
Frank  Boyden,  president,  presided  over  the  business 
meeting  and  Mrs.  Harry  Johnson  spoke  on  “United 
States  in  World  Affairs.’’  As  in  the  past  the  Auxiliary' 
is  once  again  making  plans  for  the  Albertina  Kerr 
Nursery.  The  women  have  interested  themselves  in 
the  instruction  and  playtime  activities  of  the  children 
of  the  nursery  under  the  direction  of  Mrs.  Howard 
Smith. 


REPORTS  OF  SOCIETY  MEETINGS 

OREGON  STATE  MEDICAE  SOCIETY 

MINUTES  OF  THE  FIFTY-EIGHTH  ANNUAL 

MEETING  OF  OREGON  STATE  MEDICAL 
SOCIETY,  HELD  AT  KLAMATH  FALLS, 
ORE.,  SEPT.  22-23-24,  1932 
HOUSE  OF  DELEGATES 
First  Session 
Thursday,  September  22 

The  opening  session  of  the  House  of  Delegates  was 
called  to  order  by  President  E.  L.  Zimmerman  at  7 :00 
a.m.  in  the  Banquet  Room  of  the  Hotel  Willard. 

On  roll  call  the  following  officers  and  councilors 
were  present : E.  L.  Zimmerman,  A.  E.  Mackey,  H.  J. 
Qements,  W.  T.  Johnson,  F.  E.  Fowler,  W.  B.  Morse, 

E.  B.  McDaniel,  T.  E.  Griffith. 

The  fi  llowing  delegates  were  present : J.  J.  D.  Haim, 
La  Grande,  Eastern  Oregon  District  Medical  Society; 
C.  T.  Sweeney,  Medford,  Jackson  County  Medical  So- 
ciety; J.  L.  Elwood,  Maupin,  Mid-Columbia  Medical 
Society;  F.  E.  Brown  and  W.  W.  Baum,  Salem,  Polk- 
Yamhill-Marion  Medical  Society;  T.  'Tharaldsen,  L.  T. 
Jones,  M.  L.  Bridgeman,  B.  A.  Van  Loan,  H.  P.  Rush, 
Earl  DuBois,  K.  P.  Moran,  F.  Floyd  South,  Helen  A. 
Cary,  D.  C.  Burkes,  and  E.  P.  Owen  of  Portland,  Port- 
land City  and  County  Medical  Society. 

President  Zimmerman  announced  the  appointment  of 
the  following  committees:  New  Business,  B.  A.  Van 
Loan,  Chairman,  W.  W.  Baum,  C.  T.  Sweeney;  Un- 
finished Business,  R.  W.  Stearns,  Chairman,  M.  G. 
Howard,  K.  P.  Moran ; Resolutions,  Helen  A.  Cary, 
Chairman,  T.  Tharaldsen,  F.  E.  Brown ; Credentials, 
Marr  Bisaillon,  Chairman,  F.  F.  South,  E.  E.  Osgood; 
Nominations,  H.  P.  Rush,  Chairman,  T.  E.  Griffith, 

F.  E.  Fowler. 

F.  F.  South  of  the  Credentials  Committee  reported 
that  the  delegates  elected  to  represent  Baker,  Benton, 
Central,  Clackamas,  Qatsop,  Columbia,  Coos-Curry, 
Douglas,  and  Malheur  Counties  Medical  Societies  were 
absent  as  well  as  seven  of  the  delegates  from  the  Port- 
land City  and  County  Medical  Society.  Dr.  South  fur- 
ther reported  that  in  the  absence  of  the  regularly  elected 
delegates  from  Klamath  and  Lake  Medical  Society, 
Lane  County  Medical  Society,  and  the  Portland  City 
and  Conntv  Medical  Society,  R.  W.  Stearns  of  Klamath 
Falls,  William  Kuykendall  of  Eugene,  and  C.  L.  Booth, 
F.  D.  Strieker,  E.  E.  Osgood,  and  J.  E.  Else  of  Port- 
land were  present  and  eligible  to  be  seated.  Upon 
motion  duly  made  and  seconded  Drs.  .Steams,  Kuy- 
kendall, Booth,  Strieker,  Osgood  and  Else  were  seated 
by  vote  of  the  House. 

E.  D.  Lamb,  G.  A.  Massey,  George  Adler,  and  the 
Executive  Secretary  were  also  present. 

A letter  from  Portland  Chamber  of  Commerce  in- 
viting the  Society  to  hold  its  1933  session  in  Portland 
was  read.  The  Executive  Secretary  reported  that 
verbal  invitations  for  the  1933  meeting  had  been  re- 
ceived from  Hood  River  Chamber  of  Conunerce  and 
Salem  Chamber  of  Commerce.  These  invitations  were 
referred  to  the  Committee  on  New  Business. 
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Report  of  the  Secretary 

Albert  W.  Holman  of  Portland  presented  his  report 
which  included  the  following  Actions  of  the  Council 
and  Executive  Committee : 

Actions  of  the  Council 

1.  Approved  proposed  study  by  the  Oregon  Nu- 
trition Council  to  develop  procedure  for  home-care  of 
diabetics. 

2.  Adopted  resolution  commending  the  American 
Medical  Association  for  its  efforts  in  promoting 
“Hygeia”  and  in  attempting  to  modify  the  policy  of  the 
federal  government  in  providing  medical  care  for  war 
veterans. 

3.  Authorized  appointments  of  committee  to  con- 
sider establishment  of  central  blood  donors’  registry 
at  state  headquarters. 

4.  Approved  plan  submitted  by  Durham  and  Bates, 
Oregon  general  agents  for  the  Fireman’s  Fund  Indem- 
nity Company,  to  provide  liability  insurance  for  mem- 
bers. 

5.  A.uthorized  appointment  of  Comm'ttee  to  cooper- 
ate with  the  Oregon  State  Graduate  Nurses  Association 
in  planning  program  of  hourly  nursing. 

6.  Approved  the  establishmcni  of  a cancer  clinic 
at  the  l^niversity  of  Oregon  Medical  School. 

7.  -A.dopted  recommendations  by  the  Treasurer  to 
provide  for  improved  control  over  the  safekeeping  and 
investment  of  ihe  Society’s  funds. 

8 Authorized  the  appointment  of  a Committee  on 
Veterans'  Affairs  to  encourage  the  establishment  of 
friendly  relations  between  the  Society  and  its  com- 
ponent societies,  on  the  one  hand,  and  the  State  De- 
partment of  the  American  Legion  and  its  local  posts, 
on  the  other 

9.  Authorized  a conference  with  the  Society’s  legal 
counsel  to  ascertain  the  legal  rights  of  physicians  in 
cases  of  dispute  with  the  State  Industrial  Accident 
Commission  over  charges  for  professional  services. 

10.  Authorized  the  Executive  Committee  to  meet 
with  the  chairmen  of  other  committees  in  ordr’r  to 
stimulate  the  committees  to  function  more  actively. 

11.  Approved  a plan  providing  that  at  least  three 
Council  meetings  each  year  he  held  in  the  home-towns 
of  Councilors  res'ding  outside  of  Portland,  and  that 
the  members  of  the  local  society  be  i.nvitcd  to  these 
meetings. 

12.  Anproved  the  application  of  the  Clackamas 
County  Medical  Association  for  recognition  as  a com- 
ponent society. 

13.  .Approved  the  expenditure  of  $115  00  for  the 
purchase  of  toxin-ar.titoxin  hdlhoard  posters  to  be 
placed  around  the  state  under  the  direction  of  the 
Stale  Board  of  Health. 

14.  Approved  awards  to  $25.00  each  to  Drs.  R.  L. 
Benson.  W.  H.  Bueerman,  and  R.  G.  Hall,  winners 
of  prizes  for  the  best  papers  submitted  at  the  1931 
annual  'e=sion. 

15.  Approved  a plan  for  radio  health  education  to 
be  inaugurated  after  the  summer  vacation. 

16.  Approved  the  resolution  of  the  Klamath  and 
Lake  County  Medical  Society  protesting  the  action  of 
the  State  Industrial  Accident  Commission  in  designat- 
ing physicians. 

17.  Expressed  disapproval  of  contracts  between  phy- 
sicians and  the  State  Industrial  Accident  Commission 
for  the  exclusive  care  of  injured  workers  as  against 
the  best  interests  of  ethical  medicine. 

18  .Authorized  a request  to  the  American  Medical 
Association  to  provide  ‘‘Hygeia”  to  constituent  state 
medical  societies  for  placement  in  schools  on  a group 
basis  at  .50  cents  per  subscription. 

19.  Approved  a proposed  plan  to  establish  a State 
Health  Council  composed  of  representatives  of  the 
Oregon  Stale  Med’cal  Society,  the  Oregon  State  Den- 
tal Association,  the  Oregon  State  Graduate  Nurses  .As- 
sociation, the  public  health  agencies,  and  the  voluntary 
health  agencies  to  act  as  a clearing-house  on  all  mat- 
ters of  public  health  education. 


20.  Recommended  that  the  Committee  on  A’cterans’ 
Affairs  meet  at  intervals  with  representatives  of  the 
Oregon  Council  of  Hospitals  and  the  Ho.si)italization 
Committee  of  the  State  Department  of  the  American 
Legion. 

21.  Voted  to  go  on  record  as  endorsing  the  con- 
solidation program  of  the  State  Board  of  Higher  Edu- 
cation and  opposing  the  Zorn-Maepherson  bill. 

22.  Voted  to  recomme.nd  that  the  medical  profes- 
sion accept  a reduction  of  25  per  cent  on  all  bills  for 
services  rendered  during  the  next  six  months  (until 
April  1,  1933)  to  injured  workmen  under  the  protection 
of  the  Workmen’s  Compensation  Law. 

Actions  of  the  Executive  Committee 

1.  Approved  general  plan  submitted  by  Oregon  State 
Graduate  Nurses  Association  covering  hourly  nursing. 

2.  Approved  cooperation  by  the  Oiegon  Public 
Health  League  with  the  Oregon  State  Federation  of 
Professional  Societies  in  the  Primary  legislative  elec- 
tion and  authorized  the  expenditure  of  not  to  exceed 
$400.CO  for  special  clerical  assistance,  printing,  etc. 

3.  Approved  the  sending  of  protests  to  the  Oregon 
Congressional  delegation  concerning  the  proposed  re- 
v’vicat'on  of  the  Sheppard-Towner  Maternity  and  In- 
fancy Act. 

4.  Approved  the  organization  of  the  Oregon  Mental 
Hygiene  Society  under  proper  direction  of  the  medical 
profession. 

5.  Approved  the  proposal  of  the  Committee  on  Vet- 
erans’ Affairs  that  the  assistance  of  the  staff  and 
facilities  of  state  headquarters  be  given  the  Committee 
on  First  Aid  and  Sanitation  of  the  American  Legion 
Convention  Commission. 

6.  Approved  the  granting  of  a hearing  to  the  legal 
representatives  of  the  Oregon  State  Federation  of 
Labor  for  the  presentation  of  organized  labor’s  views 
on  the  administration  of  the  Workmen’s  Compensation 
Act  by  the  State  Industrial  Accident  Commission. 

7.  Authorized  the  sending  of  a letter  to  the  Oregon 
State  Federation  of  Labor  setting  forth  the  difficulties 
faced  by  physicians  in  rendering  proper  service  to  in- 
jured workers  under  the  fee  schedule  established  by 
the  Commission. 

8.  Recommended  that  the  Society  actively  support 
the  legislative  program  pendmg  in  Congress  which 
would  exclude  family  necessities  from  the  operation 
of  the  federal  bankruptcy  act. 

9.  Disapproved  a request  from  the  Oregon  Congress 
of  Parents  and  Teachers  for  financial  assistance  in  the 
production  of  a sound  film  for  health  educational  pur- 
poses. 

10.  Authorized  the  expenditure  of  $100  00  by  the 
Woman’s  Auxiliary  for  necessary  organization  work. 

11.  Authorized  at  the  request  of  the  Committee  on 
State  Industrial  .Affairs,  the  expense  necessary  to  send 
to  Seattle  the  society’s  stenographer  to  obtain  a ver- 
batim report  of  the  special  meeting  of  the  House  of 
Delegates  of  the  Washington  State  Medical  Associa- 
tion to  discuss  industrial  medicine. 

12.  .Authorized  the  appeal  of  the  case  of  Wilson  vs. 
Coberth  to  the  U.  S.  District  Court  of  .Appeals. 

13.  Disapproved  the  request  of  the  Committee  on 
Cancer  Control  for  a special  appropriation  of  $100.00, 
and  instructed  the  committee  to  utilize  the  office  staff 
and  supplies  now  available  at  headquarters. 

14.  Voted  to  submit  an  amendment  to  the  By-Laws 
to  provide  that  the  President-Elect  shall  be  an  ex- 
officio  member  of  the  Executive  Committee  but  with- 
out power  to  vote. 

15.  Voted  to  recommend  that  the  retainer  of  two- 
thirds  of  $50.00  per  month  now  being  paid  to  the  legal 
firm  of  Carey,  Hart,  Spencer  and  McCulloch  be  dis- 
continued effective  at  once  and  that  the  recommenda- 
tion be  made  to  the  Council  of  the  Portland  City  and 
County  Medical  Society  that  its  portion  of  the  re- 
tainer be  likewise  eliminated. 

16.  Voted  to  recommend  that  in  the  future  expendi- 
tures of  the  Society  in  participating  in  legislative  mat- 
ters be  carefully  limited  and  largely  confined  to  co- 
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operation  with  the  Oregon  State  Federation  of  Profes- 
sional Societies  in  the  election  of  sound  men  to  the 
legislature. 

17.  \’oted  to  recommend  that  in  the  future  public 
meetings  held  in  connection  with  the  annual  session 
be  limited  to  occasions  on  which  the  local  medical 
society  desires  to  provide  the  facilities  for  such  meet- 
ings without  cost  to  the  State  Medical  Society. 

18.  Voted  to  recommend  that  arrangements  be  made 
with  four  leading  firms  of  defense  attorneys  from 
which  any  member  seeking  legal  aid  from  the  Society 
in  an  alleged  malpractice  action  may  choose,  after  con- 
sultation with  the  Committee  on  Medical  Defense;  fur- 
ther, that  these  attorneys  be  compensated  on  a reason- 
able per  diem  basis:  and.  further,  that  the  law  firms, 
Carey,  Hart,  Spencer  & McCulloch;  Wilbur,  Beckett, 
Howell,  and  Oppenheimer;  Senn  and  Recken;  and 
Shepard  and  Phillips  be  selected  for  this  work. 

19.  \’oted  to  recommend  that  permission  be  granted 
the  Committee  by  the  Council  to  address  a letter  to  all 
chairmen  of  committees  notiftdng  them  that  they  may 
undertake  no  expense  without  securing  the  authority 
of  the  Executive  Committee  in  advance. 

20.  Authorized  the  Scientific  Committee  to  expend 
not  more  than  $5C0.00  for  guest  speakers  for  the  an- 
nual session  at  Klamath  Falls. 

21.  Authorized  the  Treasurer  to  enter  into  an  agree- 
ment with  Mr.  W.  E.  Buell  to  represent  the  Society 
in  undertaking  to  procure  the  liquidation  of  interim 
certificates  of  the  Ralph  Schneeloch  Company,  Inc.  on 
a basis  of  40  per  cent  of  the  amount  recovered,  all 
exnenses  to  be  paid  by  Mr.  Buell. 

22.  \'oted  to  lay  on  the  table  the  proposal  of  the 
Woman’s  Auxiliary  that  the  Society  finance  one-half 
of  the  cost  of  placng  “Hygeia”  in  the  schools  of  the 
state  at  a cost  of  $350.00,  the  proposal  to  be  considered 
again  at  the  beginning  of  tbe  next  fiscal  year. 

Respectfully  submitted, 

Albert  W.  Holm.\x. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Secretarj-  be  accepted  and  placed 
on  file. 

Report  of  the  Executive  Secretary 

Clyde  C.  Foley,  Executive  Secretary,  presented  his 
annual  report  as  follows : 

To  the  members  of  the  House  of  Delegates  of  the 
Oregon  State  Medical  Society : 

The  following  brief  summary  of  the  more  important 
activities  of  your  headquarters  office  is  respectfully 
submitted : 

The  efforts  of  the  past  year  have  been  carried  out 
along  the  well-defined  channels  which  have  been  de- 
veloped by  the  Society  during  recent  years.  Results 
of  many  of  these  activities  are  presented  in  the  reports 
of  the  various  committees,  for  all  of  which  the  Execu- 
tive Secretary  acts  in  a secretarial  capacity,  so  that  this 
report  will  deal  so  far  as  possible  with  matters  not 
stressed  in  other  reports. 

With  respect  to  the  routine  activities  of  the  head- 
quarters office  there  has  been  an  increased  demand  on 
the  part  of  both  members  and  public  for  advice  and 
counsel.  Component  societies  likewise  are  calling  on 
headquarters  in  an  increasing  degree  for  guidance  in 
local  problems  of  policy  and  public  education.  The  num- 
ber of  conferences  by  the  Executive  Secretary  has  in- 
creased to  such  an  extent  that  fully  one-half  of  his 
time  is  now  devoted  to  this  t>-pe  of  activity.  A larger 
demand  for  health  and  anti-quackery  speakers  and  ma- 
terials by  lay  groups  was  also  a feature  of  the  past 
year.  Of  particular  interest  was  the  preparation  of  _ a 
number  of  portable  educational  and  “Hygeia”  exhibits 
for  use  by  local  groups  interested  in  lay  education. 

The  plan  for  group  malpractice  insurance  which  was 
worked  out  last  year  with  the  Fireman’s  Fund  Indem- 
nity Company  under  which  the  Society  planned  to  col- 
lect premiums  with  annual  dues  had  to  be  modified  be- 


cause of  the  protests  of  the  insurance  agents  whose 
commissions  would  have  been  eliminated.  However,  a 
reduction  of  20  per  cent  in  rates  was  effected  which 
saves  each  member  $5.03  per  year  on  a $10,030-$25,000 
policy.  This  insurance  can  be  placed  with  any  licensed 
insurance  agent  in  the  state  to  whom  the  member  desires 
to  refer  his  business. 

Special  effort  was  made  during  the  year  to  develop 
friendly  relations  with  outside  groups,  whose  influence 
will  be  of  inestimable  value  to  the  organized  medxal 
profession.  Notable  among  these  contacts  was  that 
developed  with  the  Oregon  State  Federation  of  Labor, 
the  officers  of  which  have  cooperated  with  us  most 
fully.  The  importance  of  this  friendly  relationship  is 
apparent  when  we  recall  that  organized  labor  and  or- 
ganized medicine  are  the  only  two  organizations  in 
the  state  which  stand  openly  and  firmly  for  the  prin- 
ciple of  free  choice  of  physician. 

Fully  as  important  as  this  relationship  is  the  growing 
spirit  of  group  solidarity  among  a large  number  of 
professional  groups  as  expressed  through  the  Oregon 
State  Federation  of  Professional  Societies.  The  organ- 
ization of  the  Federation  was  completed  on  the  initiative 
of  our  Society  and  is  now  a functioning  unit  in  the 
political  field.  As  a political  force  the  organization  of 
the  Federation  is  undoubtedly  one  of  the  most  forward- 
looking  steps  we  have  taken  in  recent  years  as  it  brings 
to  bear  on  our  legislative  problems  the  united  strength 
of  ten  different  professional  societies  with  the  prospect 
of  several  additional  organizations  joining  with  us. 
This  strength  will  be  further  increased,  if  a plan  in 
contemplation  to  bring  the  wives  of  all  affiliated  nro- 
fessional  men  into  liaison  with  our  Woman’s  Auxiliary 
is  carried  out.  A complete  report  of  Federation  ac- 
tivities and  its  1933  Legislative  Program  will  be  pre- 
sented at  the  annual  meeting  of  the  Oregon  Public 
Health  League  on  Friday. 

The  recent  National  American  Legion  Convention  in 
Portland  offered  another  opportunity  to  make  friends 
for  the  medical  profession.  Following  out  the  sugges- 
tions of  the  American  Medical  Association  concerning 
the  need  of  cordial  relations  with  the  Legion,  the  head- 
quarters office,  on  authorization  of  the  Executive  Com- 
mittee, rendered  vital  service  in  planning  and  cariying 
out  the  work  of  first-aid  during  the  convention.  This 
activity  demonstrated  the  ability  of  the  organized  medi- 
cal profession  to  direct  an  important  civic  project  and 
at  the  same  time  proved  its  willingness  to  assist  the 
Legion  officials  of  our  state  who  were  responsible  for 
the  success  of  the  convention.  As  a result  of  this 
effort  in  behalf  of  the  Legion,  we  are  hopeful  that  our 
attempt  to  obtain  approval  in  our  state  of  the  modifica- 
tions in  the  present  methods  of  providing  medical  care 
for  veterans  sought  by  the  American  Medical  .Associa- 
tion will  he  well  received  by  our  State  Legion  officials. 

There  is  one  recommendation  which  your  Executive 
Secretaiy  feels  is  of  sufficient  importance  to  warrant 
emphasis  in  this  report,  nameh’,  that  certain  fact-find- 
ing studies  concerning  medical  practice  in  the  state  be 
instituted  at  once.  In  the  present  period  of  financial 
stress  and  propaganda  concerning  the  cost  of  medical 
care,  it  is  inevitable  that  new  proposals  for  improving 
the  economics  of  medical  service  be  brought  forward. 
We  have  no  available  data  on  existing  conditions  of 
medical  practice,  such  as  the  amount  and  varying  meth- 
ods of  rendering  free  medical  care,  the  extent  and 
terms  of  contract  practice,  the  co.st  of  caring  for  in- 
dustrial workers,  and  a host  of  similar  medicoeconomic 
questions  with  which  we  are  now  confronted. 

In  our  recent  controversy  with  the  State  Industrial 
Accident  Commission,  for  example,  it  developed  that 
there  arc  not  accurate  classifications  or  costs  of  medi- 
cal aid  available  over  a period  of  years.  All  that  is 
said  is  that  the  cost  of  medical  aid  is  going  up.  There 
is  no  information  to  enable  one  to  make  a diagnosis  of 
the  difficulty  and  there  will  be  none  until  the  Society 
takes  steps  to  develop  its  own  information. 
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Other  states,  notably  Wisconsin  and  Michigan,  have 
instituted  comprehensive  studies  to  develop  the  basic 
facts  on  the  economics  of  medicine  within  their  bound- 
aries. This  has  been  accomplished  by  requesting  the 
Bureau  of  Medical  Economics  of  the  American  Medical 
Association  to  lay  out  the  general  outlines  of  such  a 
study.  This  is  done  without  cost  to  the  constituent 
state  medical  association.  The  gathering  of  the  data 
and  their  assembly  is  accomplished  through  the  senior 
or  graduate  students  of  one  of  the  higher  institutions 
of  learning  at  very  small  cost.  It  is  believed  that 
similar  studies  with  very  small  grants  of  money  could 
be  carried  out  by  our  Society  in  cooperation  with  Reed 
College  or  one  of  the  state  institutions  of  higher  learn- 
ing. 

Our  Society  had  the  benefit  very  recently  of  a visit 
from  representatives  of  the  American  Medical  Associa- 
tion, including  the  President,  the  Chairman  of  the  Legis- 
lative Committee,  and  the  Director  of  the  Bureau  of 
Medical  Economics.  Conferences  with  these  men  de- 
veloped a number  of  valuable  suggestions  on  problems 
of  national  scope,  particularly  in  the  field  of  medical 
care  of  veterans  and  workmen’s  compensation.  The 
suggestions  of  these  leaders  have  been  passed  on  to  the 
various  committees  and  have  been  of  great  value  in 
developing  sound  policies. 

The  past  year  has  been  the  most  active  in  the  history 
of  the  Society  so  far  as  committee  activities  are  con- 
cerned. Your  Executive  Secretary  has  enjoyed 
wrestling  with  the  numerous  problems  dealt  with  by 
these  committees  and  the  officers  of  the  Society.  To 
them  and  to  the  officers  of  component  societies,  he 
wishes  to  gratefully  acknowledge  numerous  courtesies 
received  during  this  most  trying  period. 

Respectfully  submitted, 

Clyde  C.  Foley. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  be  accepted  and  the  recommendations 
contained  therein  referred  to  the  Committee  on  New 
Business. 


Report  of  the  Treasurer 

In  the  absence  of  Treasurer  Karl  H.  Martzloff,  of 
Portland,  the  Executive  Secretary  presented  the  Treas- 
urer’s report.  The  report  is  as  follows : 

As  you  are  aware,  the  financial  records  of  the  Society 
are  audited  by  a certified  public  accountant  every  six 
months  as  of  June  30  and  December  31.  The  follow- 
ing report  of  Mr.  C.  T.  Kronenberg,  C.  P.  C.,  covers 
the  period  of  January  1,  to  June  30,  1932. 

Oregon  State  Medical  Society 
Consolidated  Balance  Sheet  as  at  June  30,  1932 
general  fund  and  medical  defense  fund 
assets 

Current 

Cash  in  Banks : 

Checking  Accounts  .$  1,987.07 

Savings  Accounts  . . 267. 05  $ 2,254.12 

Accounts  Receivable ; 

Members  Dues  . . . .$  6,685.88 

Bulletin  Adv 100.50 

Society  Tel.  Ser.  . . 150.00 

Portland  City  and 

County  Society  ..  5.00  $ 6,941.38 

Accrued  Interest  Receivable ; 

Investments  16484  $ 9.360.34 

Investments  at  Cost  $21,659.77 

Due  from  Receivers — Ralph  Schneeloch  Co.  . 5,945.00 

Office  Furniture  and  Fixtures  273.20 


$37,238.31 


liabilities 

Current 

Vouchers  Payable: 

Current  Bills  $ 612.38 

Northwest  Medicine  661.00 
Carey,  Hart,  & 

McCulloch  522.65 


Eastern  Ore.  Soc.  . 1.00  $ 1,797.03 

Deferred  Income 

Members  Dues  ....$6.31413  $ 6,320.13 

Prepaid  Bulletin  Adv.  6.00  $ 6,320.13 

net  worth 

Excess  of  Assets  Over  Liabilities  $29,121.15 

Total  Liabilities  and  Net  Worth  $37,238.31 

Medical  Defense  Fund  Balance  Sheet 
assets 

Current 
Defense  Fund: 

Checking  Account  $ 152.26 

Savings  Account  76.31  $ 288.57 


Accounts  Receivable : 

Members  Dues  $ 1,176.00 

State  Society  to  Fund  72.00  $ 1,248.00 


Accrued  Interest  Receivable : 

Investments  . . 136.73  1,613  30 

Investments  at  Cost  17,125.97 

Due  from  Receivers — Ralph  Schneeloch  Co.  . 2,972,50 

Total  Assets  $21,711  77 


Liabilities 


Current 

Vouchers  Payable: 

Carey,  Hart,  McCulloch 
Deferred  Income 

Members  Dues  


522.-65 

979.75 


Net  Worth 

Excess  of  Assets  over  Liabilities  20,209  37 

Total  Liabilities  and  Net  Worth  ....$21,711.77 

Medical  Defense  Fund 

Balance  of  cash  in  banks  January  1,  1932  ..  649.07 

Receipts 

Oregon  State  Medical  Society . .$1,119.00 
Interest  on  Investments,  includ- 

• ing  Savings  358.87  1 477.87 

$2,126.94 

Disbursements 

Purchase  of  U.  S.  Treasury 

Certificate  1,025.57 

Attorney  Fees  and  Costs  872.80  1,898.37 

Balance  of  cash  in  banks  June  30, 

1932  (Balance  Sheet)  $ 228.57 

There  is  not  sufficient  time  to  enter  into  a detailed 
discussion  of  the  various  sections  of  the  complete  re- 
port, but  there  are  a number  of  salient  points  concern- 
ing the  finances  of  the  Society,  which  may  well  be  set 
forth  at  this  time. 

The  net  worth  of  the  Society  on  June  30  was  $29, 
121.15.  of  which  $8,911.78  is  in  the  general  fund  and 
$20,209.37  in  the  Medical  Defense  Fund.  It  will  be 
seen,  therefore,  that  the  Society  has  accumulated  a re- 
serve fund  approximating  $30,(X)0.00  since  the  dues  were 
increased  to  $2100  ten  years  ago,  which  is  a saving  of 
approximately  $3,000.00  annually.  Stating  it  in  an- 
other way,  the  existence  of  this  reserve  fund  means  that 
the  Society  has  been  saving  annually  $5.00  out  of  each 
$20.(X)  annual  dues.  It  will  be  noted  that  about  two- 
thirds  of  the  total  reserve  is  in  the  Medical  Defense 
Fund,  which  is  built  up  from  the  allotment  of  $3.00 
per  year  per  member  from  the  $20.00  received.  This 
fund  has  not  been  drawn  upon  proportionately  to  the 
amounts  deposited  in  it ; hence  the  building  up  of  this 
relatively  large  reserve  The  reason  for  this  condition 
is  that  the  vast  majority  of  members  in  private  prac- 
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tice  are  carrying  liability  insurance  under  very  favor- 
able rates  secured  through  the  activity  of  the  Society 
which,  in  turn,  makes  it  unnecessary  for  them  to  call 
upon  the  Society  very  frequently  for  legal  service.  The 
allotment  of  $3.00  per  member  per  year  is  not  embodied 
in  the  constitution  or  By-Laws,  but  is  made  in  accord- 
ance with  an  action  of  the  House  of  Delegates  taken 
many  years  ago.  In  view  of  the  fact  that  this  fund  is 
not  drawn  upon  to  any  great  extent,  it  might  be  well  for 
the  Society  to  consider  the  development  of  some  de- 
finite purpose  for  the  use  of  this  accumulating  reserve. 

Most  of  the  reserve  funds  of  the  Society  are  invested 
in  Bonds  of  the  federal  government,  wdth  a small  pro- 
portion invested  in  foreign  bonds  and  the  bonds  of 
public  utilities.  There  has  been  some  shrinkage  in  the 
m.arket  value  of  these  securities.  There  is  a total  of 
$21,659.77  invested  in  types  of  securities  indicated  above, 
the  present  market  value  of  which  is  $17,092.16.  Only 
one  group  of  securities,  representing  an  investment  of 
$1,876.50.  is  in  default,  and  inasmuch  as  it  is  unlikely 
that  the  Society  will  be  called  upon  to  dispose  of  any 
of  these  securities,  it  is  probable  that  there  will  be  no 
other  losses  sustained.  Approximately  $6,000.00  of  the 
reserve  fund  are  held  in  the  form  of  interim  certifi- 
cates issued  by  the  Ralph  Schneeloch  Company,  In- 
corporated, which  is  now  defunct.  It  is  questionable  to 
what  extent  the  Society  can  recover  on  these  certi- 
ficates, but  an  agreement  was  entered  into  during  the 
past  year  to  employ  a competent  individual  to  secure 
the  liquidation  of  these  certificates  on  as  favorable  a 
basis  as  possible. 

Your  Treasurer  has  felt  very  strongly  that  certain 
improvements  should  be  made  in  the  handling  and  in- 
vestment of  the  Society’s  funds,  and  to  that  end  made 
the  following  recommendations  to  the  Council  early 
in  the  year : 

1.  That  the  securities  now  owned  by  the  Society 
be  placed  in  the  safe  keeping  of  the  Trust  Department 
of  a local  national  bank  with  instructions  to  clip  the 
coupons  as  they  become  due  and  deposit  the  money 
derived  therefrom  to  the  Society’s  savings  account; 

2.  That  surplus  funds  of  the  Society  be  invested 
only  in  United  States  Government  Bonds,  purchased 
through  a local  national  bank. 

The  Executive  Committee,  as  indicated  in  their  re- 
port, have  given  a great  deal  of  their  time  to  an  ex- 
haustive analysis  of  the  income  and  expenditures  of 
the  Society,  and  have  placed  the  activities  of  the  Society 
on  a budgetary  basis.  The  centrol  control  established 
by  the  creation  of  the  Executive  Committee  will  un- 
doubtedly be  an  additional  factor  in  producing  a wise 
administration  of  the  Society’s  funds. 

Respectfully  submitted, 

Karl  H.  Martzloff. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  be  accepted  and  referred  to  the  Execu- 
tive Committee  of  the  Council. 

Attention  was  called  to  the  fact  that  Dr.  Martzloff 
was  ill  in  the  Good  Samaritan  Hospital  in  Portland. 
Upon  motion  duly  made  and  seconded,  it  was  voted  that 
a message  expressing  the  best  wishes  of  the  Society 
be  sent  to  Dr.  Martzloff.  Upon  motion  duly  made  and 
seconded,  it  was  voted  that  similar  messages  be  sent 
to  Dr.  E.  A.  Sommer  and  Dr.  C.  J.  Smith  of  Portland. 

Albert  W.  Holman,  Chairman  of  the  Committee  on 
Scientific  Work,  made  a brief  verbal  report  for  the 
Committee,  offering  the  printed  program  of  the  session 
as  the  report  of  the  Committee.  Upon  motion  duly 
made  and  seconded,  it  was  voted  that  the  report  be  ac- 
cepted. 


Proposed  Amendments  to  Constitution  and  By-Laws  |1 
Under  the  heading  of  New  Business,  Secretary  Hoi-  It 
man  presented  the  following  amendment  to  the  By-  ;f 
Laws  as  proposed  by  the  Executive  Committee ; * 

That  Section  8 of  Chapter  VIII  be  amended  so  as  d 

to  read  as  follows : I 

“The  Executive  Committee  shall  consist  of  the  Presi-  * 

dent,  the  Secretary,  and  three  other  members  of  the  ^ 

Council  to  be  appointed  by  the  Council  for  a period  h 

cf  three  years;  provided  that  immediately  following  the  'i 

adoption  of  this  amendment,  one  shall  be  appointed  for  J| 

one  j'ear,  one  for  two  years,  and  one  for  three  years.  • 

The  President-Elect  shall  be  an  ex-officio  member  of  6 

the  Committee,  but  he  shall  not  vote  except  in  the  ab-  I* 

sence  of  the  President.  Not  more  than  sixty  days  after  I : 

each  annual  session,  each  committee  and  subsidiary  or-  I; 

ganization  seeking  financial  support  from  the  Society  ' 
shall  present  to  it  a proposed  program  of  activities  for  I'j 

the  ensuing  year  with  an  estimate  of  the  money  re-  ' • 

quired  to  carry  out  their  proposed  programs.  The  i 

Executive  Committee  shall  thereupon  prepare  a com-  | 
plcte  annual  budget  for  the  ensuing  year  and  present  i. 

the  same  to  the  Council  for  their  consideration.  The  || 

further  duties  of  this  committee  shall  be  to  direct  the  ' 

activities  of  the  headquarter’s  office,  approve  the  em-  _ J 
ployment  of  personnel,  approve  the  necessary  emer-  < 

gency  expenditures,  and  care  for  any  other  emergency  1^ 

which  may  arise  during  the  interim  between  meetings  L 

of  the  Council.  A report  of  these  interim  activities  j 

shall  be  made  by  the  Committee  at  the  following  regu-  1 

lar  meeting  of  the  Council.’’  ]' 

Secretary  Holman  further  announced  that  at  the  | 
request  of  a number  of  members  of  the  Society,  he 
proposed  the  following  additional  amendments  to  the  ^ 
Constitution  and  By-Laws : ^ ^ 

To  amend  Article  V of  the  Constitution  so  as  to 
read  as  follows:  ' 

Section  1.  The  officers  of  this  Society  shall  be  a 
President,  a President-Elect,  three  Vice-Presidents,  a J 
Secretary,  a Treasurer  and  ten  Councilors. 

Section  2.  The  officers,  except  the  President  and  ‘ 
the  Councilors,  shall  be  elected  annually;  the  term  of  ' 

the  Councilors  shall  be  for  three  j’ears ; one-third,  or  , 

as  nearly  as  may  be,  to  be  elected  each  year.  All  these 
officers  shall  serve  until  their  successors  are  elected 
and  take  office,  provided  that  the  President-Elect  shall 
succeed  to  the  Presidency  at  the  close  of  the  next  an- 
mi"’!  session  a^ter  his  election. 

To  amend  Section  5 of  Chapter  V of  the  By-Laws  ; 
by  adding  a new  subsection  as  follows:  j 

E.  There  shall  be  one  councilor-at-large,  who  shall 
he  a duly  licensed  woman  physician  in  active  practice. 

Upon  motion  duly  made  and  seconded,  these  pro- 
posed amendments  were  referred  to  the  Committee  on 
Revision  of  Constitution  and  By-Laws. 

Upon  motion  duly  made  and  seconded,  it  was  moved 
and  voted  to  adjourn  until  7 :00  a.m.  on  Friday,  Septem- 
ber 23. 


HOUSE  OF  DELEGATES 
Second  Session 
Friday,  September  23 

Tbe  House  of  Delegates  was  called  to  order  by  Presi- 
dent Zimmerman  at  7 :00  a.m.  in  the  Banquet  Room  of 
the  Hotel  Willard. 

The  minutes  of  the  meeting  of  September  22nd  were 
read  and  approved. 

On  roll  call  a quorum  of  officers  and  councilors  was 
present. 
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Report  of  the  Committee  on  Publication 

A.  G.  Bettman.  Chairman,  presented  the  following 
report : 

To  the  Officers  and  Members  of  the  Oregon  State 
Medical  Society: 

Pursuant  to  the  Constitution  and  By-Laws  the  fol- 
lowing is  presented  as  the  annual  report  by  the  Pub- 
lications Committee : 

Under  the  able  editorship  of  Dr.  Clarence  A.  Smith 
our  official  journal,  A’or//!Wc5't  Medfctne,  has  maintained 
the  high  standards  which  it  has  built  up  in  previous 
years.  During  the  past  year  Dr.  James  M.  Bowers, 
has  been  appointed  assistant  to  the  Editor.  We  wish  to 
compliment  the  Editor  and  his  assistant  for  the  valu- 
able journal  which  they  are  giving  us. 

The  financial  condition  of  N orthzvest  Medicine  is 
satisfactory.  The  journal  is  paying  its  own  way  and 
has  a few  dollars  in  reserve  for  emergency  purposes. 
Its  advertising  is  from  a selected  list. 

We  call  to  your  attention  again  the  fact  the  North- 
zvest  Medicine  is  one  of  the  best  state  journals  pub- 
lished. The  articles  bring  us  the  newest  scientific 
subjects  in  medicine  and  surgery  together  with  valu- 
able editorials  and  new  items.  The  book  reviews  are 
especially  well  done. 

Northzvest  Medicine  is  received  by  all  meml;ers  of 
the  Oregon  State  Medical  Society  and  serves  as  a 
very  valuable  medium  for  keeping  the  members  in 
touch  with  scientific  progress  of  the  world  and  social 
affairs  of  the  northwest. 

Respectfully  submitted, 

A.  G.  Bettm.-vn,  Chairman 
Robert  C.  Coffey 
Charles  E.  PIunt 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  report  be  accepted  and  placed  on  file.  Dr. 
Bettman  called  attention  to  the  fact  that  President 
Zimmerman’s  annual  address  would  be  published  in 
Northzvest  Medicine  and  recommended  that  a suffici- 
ently large  number  of  reprints  be  secured  to  give  due 
publicity  to  the  address.  Upon  motion  duly  made  and 
seconded  it  was  voted  to  carry  out  this  recommenda- 
tion. 

Report  of  Committee  on  Medical  Defense 

Frank  E.  Butler,  Chairman,  presented  the  following 
report : 

For  the  period  from  October  1,  1931  to  September 
1,  1932. 

SUITS  IN  LOWER  COURTS 

Pending  at  beginning  of  period  15 

Filed  during  period  8 

1 

Total  23 

Non-suits  for  physician-defendant  2 

Jury  verdict  for  physician-defendant  2 

Jury  verdict  for  plaintiff;  new  trial  granted; 

$1850  settlement  1 

Jury  verdict  for  plaintiff,  $15,000;  appealed 

to  Appellate  Court  1 

Jury  verdict  for  plaintiff,  $3,750;  appealed 

to  Appellate  Court  1 

Pending  at  close  of  period  15 

23 

SUITS  IN  SUPREME  COURT 

Pending  at  beginning  of  period  1 

Appealed  during  period  by  physician-defendant  ....  2 

Total  3 

Pending  at  close  of  period  3 

3 


In  addition  to  the  cases  listed  above  in  which  suit 
was  filed,  three  small  claims  were  settled  out  of  court. 

OUTSTANDING  POINTS  OF  THE  YEAR 

'I  here  was  a smaller  number  of  suits  filed  during 
the  year ; 8 in  this  period  as  against  14  in  similar  period 
last  year,  and  30  for  year  before  last. 

Ail  but  three  of  the  above  cases  resulted  in  verdicts 
in  favor  of  the  defendants.  In  two  of  the  three  cases 
that  were  lost  by  the  defense  there  was  very  damaging 
testimony  given  by  two  physicians  against  the  defend- 
ants and  it  was  largely  due  to  this  testimony  that  the 
cases  were  submitted  to  the  jury. 

The  transcripts  of  testimony  given  by  these  physi- 
cians have  been  carefully  reviewed  by  this  committee, 
and  it  is  our  belief  that  the  opinions  stated  by  these 
witnesses  were  grossly  unwarranted  and  not  based  up- 
on anatomic  facts  in  the  one  case  or  upon  any  pre- 
vious experience  in  the  other. 

Three  cases  have  been  settled  out  of  court.  In  one 
case  the  patient  had  a justifiable  claim  which  was  so 
admitted  by  the  attending  physician,  and  on  recom- 
mendation of  this  committee  it  was  settled  out  of  court. 
Two  other  small  claims  were  also  settled  out  of  court 
because  the  physicians  desired  to  have  settlements  made 
and  it  was  cheaper  for  the  insurance  company  to  settle 
than  carry  them  to  court.  One  of  these  cases,  in  the 
opinion  of  this  committee,  had  a slight  amount  of  justi- 
fication, but  the  other  had  none. 

It  has  been  the  policy  during  the  past  year  not  to 
accept  expense  in  trials  which  should  belong  to  the  in- 
surance companies.  In  this  way  we  have  ben  able  to 
save  the  defense  fund  several  hundred  dollars  and  we 
wish  to  explain  to  the  members  of  this  society  that  our 
reason  for  not  extending  the  aid  reruested  was  due  to 
the  fact  that  the  Defense  Committee,  in  consultation 
with  the  Executive  Committee,  felt  that  the  insurance 
company  should  carry  such  expense. 

The  Defense  Committee,  together  with  the  Executive 
Committee,  has  also  changed  our  arrangements  with 
attorneys.  .\t  present  we  have  endorsed  four  firms 
of  defense  attorneys,  namely,  Cary,  Hart.  Spencer  and 
McCulloch;  Wilbur,  Beckett,  Howell  and  Oppenheimer; 
Senn  and  Rccken ; and  Sheppard  and  Phillips.  We  have 
an  agreement  with  these  firms  to  try  our  cases  on  a 
per  diem  basis  the  same  as  they  charge  the  insurance 
companies. 

This  arrangement  was  made  in  the  interest  of 
economy  as  this  committee  has  felt  for  some  time  that 
many  of  the  attorneys’  fees  were  excessive. 

This  committee  also  wishes  to  report  to  the  members 
of  this  Society  that  in  all  our  dealings  with  our  new 
insurance  company.  The  Fireman’s  Fund  Indemnity 
Company,  we  have  found  them  most  willing  to  cooper- 
ate in  every  way  and  would  like  to  recommend  that 
the  members  of  this  Society  who  are  called  as  witnesses 
by  this  company,  in  defense  of  physicians,  be  very 
reasonable  in  their  fee  so  that  our  present  low  rate  will 
not  be  forced  up. 

As  the  financial  report  of  this  fund  will  be  given 
fully  in  the  report  of  the  Treasurer,  we  will  not  repeat 
it  here. 

Respectfully  submitted, 

Frank  E.  Butler,  Chairman 
Leo  S.  Lucas 
Otis  F.  Akin 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  be  accepted  and  placed  on  file. 

A telegram  from  C.  J.  Smith  of  Portland,  acknow- 
ledging the  Society’s  message  conveying  good  wishes 
was  read. 

A suggested  resolution  of  opposition  to  the  Zorn- 
Maepherson  measure  concerning  the  state  institutions 
of  higher  learning  submitted  by  the  state-wide  organi- 
zation which  is  fighting  the  bill  was  read.  Upon  mo- 
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tion  duly  made  and  seconded,  it  was  voted  to  adopt 
the  resolution  subject  to  such  changes  as  might  be 
recommended*  by  the  Committee  on  Resolutions. 

Report  of  the  Committee  on  Public  Health  and 
Disease  Prevention 

Frederick  D.  Strickler,  Chairman,  presented  this  re- 
port. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  be  accepted  and  placed  on  file. 

In  the  absence  of  Karl  H.  Martzloff,  Chairman,  the 
Executive  Secretary  made  a brief  verbal  report  of  the 
activities  of  the  Committee  on  Medical  Education  and 
Hospitals. 

Report  of  the  Committee  on  Military  Affairs 

In  the  absence  of  H.  M.  Greene,  Chairman,  the  Ex- 
ecutive Secretary  read  the  report  of  the  Committee 
on  Military  Affairs. 

Following  considerable  discussion  by  various  dele- 
gates concerning  the  desirability  of  including  army 
medical  training  in  the  curriculum  of  the  medical 
schools,  upon  motion  duly  made  and  seconded,  it  was 
voted  that  this  report  be  accepted  and  referred  to  the 
Committee  on  Resolutions. 

Report  of  the  Committee  on  Cancer  Control 

J.  Earl  Else,  Chairman,  presented  the  report. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  action  on  this  report  be  deferred  until  the  report 
of  the  Committee  on  Clinics  had  been  received. 
Report  of  the  Committee  on  Prevention  of  Blindness 

Andrew  J.  Browning,  Chairman,  presented  the  report 
of  the  Committee  on  the  Pre\'ention  of  Blindness. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  be  adopted  and  the  Committee  be  in- 
structed to  work  with  the  Oregon  State  Fharmaceuti- 
cal  Association  in  the  drafting  of  a suitable  measure 
for  the  control  of  the  use  of  narcotics  and  barbituric 
acid  derivatives  in  the  state  of  Oregon. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
to  adjourn  until  7 :00  a.m.,  Saturday,  September  24. 


HOUSE  OF  DELEGATES 
TniRD  Session 
Saturday,  September  24 

The  House  was  called  to  order  by  President  Zimmer- 
man at  7 :00  a.m.  in  the  Banquet  Room  of  the  Hotel 
Willard. 

On  roll  call  a quorum  of  officers  and  councilors  was 

p,.,  ....J. 

F.  F.  South  of  the  Credentials  Committee  reported 
that  the  delegate  representing  the  Central  Willamette 
Medical  Society  was  absent  but  that  H.  R.  Kauffman 
was  present  and  eligible  to  be  seated,  that  the  dele- 
gate representing  the  Umatilla  County  Medical  Society 
was  absent  but  that  F.  G.  Edwards  was  present  and 
eligible  to  be  seated,  and  that  three  of  the  delegates 
representing  the  Portland  City  and  County  Medical 
Society  were  absent  but  that  Ralph  Dodson,  A.  G. 
Bettman,  and  C.  H.  Manlove  were  present  and  eligible 
to  be  seated.  Upon  motion  duly  made  and  seconded, 
Drs.  Kaufman,  Edwards,  Dodson,  Bettman,  and  Man- 
love  were  seated  by  vote  of  the  House. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
by  the  House  to  postpone  the  reception  of  the  reports 
of  the  Committees  on  Public  Policy,  Public  Education, 
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and  Revision  of  Constitution  and  By-Laws  until  the 
session  of  September  24. 

Report  of  the  Committee  on  Clinics 

S.  G.  Hendricks,  Vice-Chairman,  presented  the  fol- 
lowing report : 

Since  the  state  has  delegated  to  the  private  prac- 
titioner the  function  of  dispensing  medical  care  to  the 
community  and  has  set  up  rigid  standards  as  to  medical 
and  premedical  training,  licensing  by  the  State  Board 
of  iMedical  Examiners,  and  state  control  of  their  activ- 
ities, it  becomes  the  duty  and  right  of  the  organized 
medical  body  of  the  community  to  supervise  and  advise 
those  agencies  dispensing  free  or  semi-free  medical 
care,  whether  educational,  diagnotsic  or  therapeutic.  It 
becomes,  further,  the  obligation  of  the  local  medical 
fraternity  to  furnish  personnel  to  these  agencies  for 
free  medical  service  in  order  that  only  properly  trained 
physicians  will  furnish  the  beneficiaries  of  these  agen- 
cies with  such  medical  opinions  as  will  be  in  keeping 
with  the  most  modern  scientific  concepts,  whether  they 
be  diagnostic,  therapeutic  or  educational. 

No  fair-minded  public  health  worker  will  deny  the 
private  physician  the  right  to  make  a living  through 
the  honest  conduct  of  his  calling;  nor  will  he  or  she 
consider  it  presumptuous  on  the  part  of  the  physician  to 
request  a word  in  the  determination  of  the  standards 
which  shall  govern  the  decision  as  to  who  shall  or 
shall  not  be  entitled  to  free  medical  care. 

A lack  of  thorough  understanding  exists  on  the 
part  of  the  average  physician  as  to  the  problems  and 
activities  of  the  various  organizations  dispensing  free 
medical  service.  It  is  also  true  that  the  public  health 
worker  does  not  clearly  comprehend  the  viewpoint  of 
the  private  physician.  The  problem  of  both  is  the 
great  mass  of  the  people  who  lie  between  the  indigent 
poor  and  the  financially  independent.  The  present 
economic  crisis  presents  a challenge  to  the  effective 
organizing  ability  of  both  lay  and  medical  groups  which 
can  only  be  brought  about  by  mutual  understanding  and 
confidence. 

Your  committee  was  asked  to  investigate  the  free 
clinics  existent  in  the  state  and  presumably  the  effects 
of  the  activities  of  those  agencies  conducting  these 
clinics  upon  the  private  physician.  We  took  the  liberty 
of  enlarging  the  scope  of  work  to  include  all  forms 
of  free  medical  service,  such  as  the  health  program  in 
the  public  schools,  the  county  hospitals,  and  in  fact, 
all  agencies  affecting  in  any  way  the  activities  of  the 
practicing  physician.  Since  all  the  members  of  the 
committee  were  residents  of  the  Portland  area,  we  con- 
fined our  attentions  for  the  most  part  to  Multnomah 
County,  feeling  that  any  survey  conducted  there  would 
produce  findings  which  could  be  duplicated  to  a pro- 
jiortionate  degree  in  other  counties  and  a program  for 
the  relief  from  any  unsatisfactory  conditions  found 
could  likewise  be  applied  to  other  district. 

Our  method  of  procedure  was  as  follows : The  work 
of  ascertaining  all  available  facts  regarding  each  agency 
rendering  free  medical  service  was  apportioned  among 
the  members,  each  taking  those  problems  most  closely 
related  to  his  own  work,  that  is,  such  agencies  as  those 
affecting  the  pediatrician,  included  the  Visiting  Nurses 
Association,  the  Parents  Eiducational  Bureau,  the  Ore- 
gon Tuberculosis  .-Kssociation,  the  Out-Patient  Depart- 
ment at  the  Medical  School,  the  Helen  Kelly  Manley 
Community  Center.  The  health  program  in  the  city 
schools,  and  so  forth,  were  handled  by  a pediatrician. 
The  same  was  done  in  the  case  of  obstetrics,  adult 
tuberculosis,  orthopedics  and  the  other  branches  of 
medicine.  This  constituted  what  we  called  our  “fact- 
finding period.”  Each  member  was  supplied  with  a 
questionnaire  for  each  agency  to  be  investigated.  In 
this  manner  the  same  data  relative  to  the  activities 
of  the  organization,  method  of  securing  finances,  sal- 
aries paid,  eligibility  requirements,  and  so  forth  were 
obtained.  This  placed  our  problem  squarely  before  us. 
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We  then  decided  to  determine  how  great  was  the 
interest  of  the  profession  in  the  effects  of  the  many 
organizations  rendering  free  medical  service  upon  pri- 
vate practice.  A :uestion;iaire  was  sent  to  all  members 
of  the  Portland  City  and  County  Medical  Society,  ask- 
ing whether  they  were  giving  time  to  free  clinics,  and 
how  much;  vvhethcr  they  gave  time  to  the  Out-Patient 
Department  at  the  Medical  School ; whether  they  were 
in  favor  of  supervision  of  existing  clinics  by  the  medi- 
cal society:  and  which  clinics  in  their  opinions  created 
the  greatest  abuses.  The  opinions  were,  as  one  might 
suppose,  many  and  varied.  Some  120  returns  were  re- 
ceived, each  with  his  ow’n  axe  to  grind  when  definite 
opinions  were  expressed,  but  most  showing  an  amazing 
lack  of  appreciation  of  existing  conditions.  While  many 
who  have  been  the  most  vociferous  in  their  condem- 
nation of  alleged  abuses  did  not  trouble  themselves  to 
answer,  the  results  were  adequate  to  spur  us  on  to 
definite  results. 

CONCLUSIONS 

Four  prime  thoughts  have  been  evolved  from  our 
deliberations : 

I.  It  is  in  no  wav  the  intention  of  the  committee 
to  create  the  impression  that  the  medical  profession 
has  the  slightest  intention,  in  these  times  of  economic 
stress,  to  attempt  to  curtail  any  of  the  meritorious  activ- 
ities of  any  agency  dispensing  free  medical  service  to 
worthy  indigents,  but  rather  to  urge  the  profession  to 
pledge  itself  to  assist  these  agencies  wherever  possible 
to  the  end  that  no  man,  zouman  or  child,  irrespective 
of  financial  status,  will  be  zvithout  adequate  medical 
service. 

IT.  The  committee  suggest  the  appointment  of  a 
centra]  cemmiftee  on  free  medical  service  by  the  Ore- 
gon State  Medical  Society  and  that  it  recommend  to 
its  component  county  medical  societies  that  they  also 
appoint  subcomittees  to  be  called  Medical  Advisory 
Committees,  one  member  of  which  would  become  a 
member  of  the  central  comm'ttee.  The  functions  of 
the  subcommittees  would  be:  (1)  To  familiarize  them- 
selves and  the  state  and  county  societies  with  the 
agencies  rendering  free  medical  service  in  their  dis- 
trict. f2)  To  offer  these  agencies  the  whole-hearted 
cooperation  of  the  members  of  the  county  and  state 
societies.  (3)  To  offer  to  act  as  an  advisory  com- 
mittee for  all  public  health  organizations  functioning 
in  the  rounty  to  the  end  that  the  most  efficient  service 
be  rendered  to  those  deserving  thereof.  (4)  To  estab- 
lish in  cooperation  with  the  public  health  agencies  such 
el’ffibi’itv  standards  as  would  be  satisfactory  to  both. 
(5)  To  act  as  a liaison  committee  between  the  lay 
groups  and  the  organized  medical  body.  (6)  To  serve 
as  a mouthpiece  for  the  expression  of  real  or  fancied 
grievances  on  the  part  of  any  member  of  the  county 
society  to  the  lay  group  involved.  ('7')  By  cooperation 
with  the  public  health  agencies  adjustments  may  be 
effected  in  their  programs  to  met  the  exigencies  of  the 
depression.  Actual  relief  through  the  supply  of  food, 
clothing  and  medical  supplies  and  attention  should  have 
the  first  consideration  this  winter.  (8)  To  cooperate 
with  the  central  committee  in  order  that  a unified 
program  of  supervision  mav  be  evolved  and  its  execu- 
tion proceed  in  an  organized  manner. 

III.  So  far  as  possible  we  hope  to  place  upon  the 
private  physician  the  responsibility  of  deciding  who 
shall  or  shall  not  receive  free  medical  care.  If  we 
are  able  to  create  a contact  between  the  physician  and 
the  allegedly  indigent  patient,  one  of  three  courses  are 
open  to  the  physician : 

1.  He  may  arrive  at  the  determination  of  some  fee 
which  the  patient  can  pay. 

2.  He  may,  because  of  his  confidence  in  the  patient’s 
future,  take  the  case  on  a deferred  payment  plan. 

3.  He  may  refer  the  patient  to  the  proper  agency 
for  treatment. 

Definite  programs  for  the  application  of  this  prin- 
ciple have  been  elaborated  by  your  committee  and  their 


consummation  awaiis  only  the  apoinlment  of  the  nec- 
essary committees  by  the  state  and  county  societies. 

IV.  The  program  suggested  by  your  committee  will 
have  as  one  of  its  most  important  functions  the  stifling 
of  the  further  uncontrolled  expansion  of  the  activities 
of  the  organizations  rendering  free  medical  service 
until  passed  upon  by  the  state  committee  after  mature 
consideration  of  their  effects  upon  the  welare  of  the 
public  and  the  profession. 

Respectfully  submitted, 

C.  E.  Brous,  Chairman, 

S.  G.  Henricke,  Vice-Chairman, 

R.  S.  Stearns, 

Martin  Sichel, 

C.  P.  Wilson. 

Following  considerable  discussion  by  various  dele- 
gates concerning  the  duty  of  the  public  to  bear  the  bur- 
den of  caring  for  the  indigent  sick  and  the  propriety 
of  compensating  physicians  who  serve  in  free  clinics, 
upon  motion  duly  made  and  seconded,  it  was  voted  that 
this  report  be  accepted  and  referred  to  the  Council 
with  power  to  direct  the  carrying  out  of  the  detailed 
recommendations  contained  therein. 

Report  of  the  Committee  on  State  Industrial  Affairs 

The  following  report  of  the  Committee  on  State  In- 
dustrial Affairs  was  read  by  the  Executive  Secre- 
tary : 

We  are  of  the  opinion  that  it  is  incumbent  on  the 
medical  profession  to  lead,  not  follow,  in  the  fields 
of  action  where  our  special  knowledge  and  advice  is 
essential  to  a well  ordered  advance  in  social  wel- 
fare. 

On  July  1,  1931,  the  State  Industrial  Accident  Com- 
mission announced  a new  fee  schedule  which  was  about 
3 per  cent  lower  than  the  previous  schedule.  During 
the  past  year  ending  July  1,  1932,  the  cost  of  medical 
care  became  greater  than  before,  and  still  more  start- 
ling is  the  fact  that  the  number  of  suits  filed  by  work- 
men against  the  Commission  has  shown  an  alarming 
increase. 

Organized  labor  is  keenly  interested  in  this  situa- 
tion and  is  prepared  to  vigorously  defend  its  position. 
Our  Committee  has  kept  in  touch  with  organized  labor 
and  we  find  that  we  have  much  in  common,  and  we 
can  conscientiously  join  with  them  in  fighting  for  the 
retention  of  the  right  of  the  worker  to  choose  his 
physician  and  also  to  secure  for  the  worker-patient 
the  highest  type  of  medical  care. 

We  believe  that  every  worker  is  entitled  to  reason- 
able compensation  for  his  work  and  that  the  doctor 
is  no  exception  to  that  rule,  and  we  call  attention  to 
the  fact  that  the  fee  schedule  of  July  1,  1931  is  not 
only  lower  than  that  of  any  western  state,  when  con- 
sidered as  a whole,  but  from  data  now  available  it 
appears  that  the  cost  of  medical  care  under  the  op- 
eration of  the  Oregon  Workmen’s  Compensation  Law 
is  22  per  cent  of  the  total  expenditures  of  the  Com- 
mission, while  throughout  the  nation  it  averages  about 
30  per  cent. 

During  the  past  year  we  have  had  several  confer- 
ences with  the  State  Industrial  Accident  Commission 
and  we  are  making  definite  progress  toward  a more 
definite  understanding  between  the  Commission  and 
our  Committee. 

We  quote  from  a letter  of  August  2,  1932,  from  the 
Commission  to  Dr.  E.  L.  Zimmerman : 

“We  have  come  to  the  point  where  material  reduc- 
tions must  be  made  in  medical  aid  costs.  Individual 
members  of  the  State  Medical  Society  have  expressed 
themselves  as  willing  to  cooperate  to  that  end.  There- 
fore, this  Commission  desires  to  know  the  attitude  of 
your  organization  as  to  whether  or  not  your  members 
as  a group  are  willing  to  voluntarily  offer  a reduction 
of  25  per  cent  on  all  work  done  for  this  department. 
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“The  employees  of  this  department,  on  August  1, 
accepted  a wage  reduction  of  25  per  cent  and  we  feel 
that  there  is  every  justification  for  our  asking  you 
in  these  troublesome  times  to  share  this  burden  with 
them.” 

We  reply  as  follows : 

September  21,  1932. 

Mr.  Charles  T.  Early,  Chairman, 

State  Industrial  Accident  Commission, 

Salem,  Oregon. 

Dear  Mr.  Early; 

Acting  under  authorization  given  by  the  Council  of 
our  Society  on  September  7,  our  Committee  on  State 
Industrial  Affairs  offers  the  following  statement: 

In  recognition  of  the  present  economic  emergency 
and  at  the  personal  solicitation  of  the  members  of  the 
State  Industrial  Accident  Commission  that  assistance 
be  given  them  in  their  present  financial  difficulties, 
the  Council  of  the  Oregon  State  Medical  Society  offers 
the  following  proposition  : 

M’e  recommend  that  the  members  of  our  profession 
accept  a discount  of  25  per  Cent  on  all  bills  for  services 
rendered  during  the  next  six  months  to  injured  work- 
men under  the  protection  of  the  Workmen’s  Compen- 
sation Law,  with  the  understanding  that  the  proposed 
discount  of  25  per  cent  is  accepted  by  our  profession 
as  our  contribution  to  the  social  welfare  of  the 
workers. 

Respectfully  submitted. 

Committee  on  State  Industrial  Affairs 
W.  B.  Morse,  Chairman, 
E.  B.  McDaniel, 

W.  T.  Johnson, 
Thompson  Coberth. 

We  hope  the  House  of  Delegates  and  the  profession 
at  large  will  approve  this  action  as  it  proves  that  the 
members  of  the  Society  are  showing  a generous  spirit. 

Formerly  the  law  provided  that  the  State  contributed 
one-half  of  the  administrative  expense.  Since  1924 
the  State  has  contributed  nothing  to  the  Industrial  Ac- 
cident Commission  fund.  On  the  basis  of  contribut- 
ing half  the  administrative  expense,  the  State  would 
have  contributed  from  1924  to  June,  1931,  $937,698.30. 
This  is  one  reason  why  the  fund  is  depleted.  It  is 
the  intent  of  the  law  that  each  industry  should  pay 
its  own  way.  The  western  loggers  in  four  years  took 
out  of  the  fund  approximately  $650,000.00  more  than 
they  paid  into  it. 

During  the  past  year  the  Commission  has  shown  a 
strong  trend  toward  limiting  Industrial  Accident  work 
to  small  groups  and  hospital  associations.  Tlie  ex- 
cuse is  made  that  thereby  the  cost  of  this  service  is 
reduced.  We  challenge  the  accuracy  of  the  excuse 
and  must  express  our  disapproval  of  the  contract  plan 
as  tending  to  lower  the  grade  of  medical  service,  re- 
sulting in  inferior  service  to  the  worker  and  ultimate 
increased  cost  to  the  Commission  through  litigation. 

We  stand  for  the  best  possible  service  to  the  worker 
and  we  oppose  e\erything  that  stands  in  the  way  of 
it  or  impairs  it. 

Quoting  from  the  June,  1932,  Bulletin  of  the  Ameri- 
can Medical  Association : 

“The  whole  compensation  situation  seems  to  be  ap- 
proaching a critical  point  in  its  evolution.  Whether  it 
will  evolve  into  a lay  controlled  system  of  health  in- 
surance for  the  industrial  population,  administered  com- 
mercially, or  into  a system  of  adequate  professionally 
directed  ethical  care  for  the  workers  of  this  country, 
depends  very  largely  upon  the  extent  to  which  physi- 
cians through  their  medical  societies,  awake  to  the 
situation  and  act  intelligently.” 

We  recommend  patience  and  forbearance  on  the  part 
of  the  profession,  if  in  their  judgment  a state  com- 
mission is  the  better  way  to  care  for  the  injured  work- 
er. We  believe  this,  course  will,  in  a reasonable  time, 


result  in  the  Commission  finding  itself  and  establish- 
ing proper  relations  with  organized  medicine. 

W.  B.  Morse,  Chairman, 

E.  B.  McDaniel, 

W.  T.  Johnson, 

Thompson  Coberth. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  report  be  accepted  and  the  committee  thanked 
for  their  sincere  efforts  in  dealing  with  the  difficult 
problems  faced  during  the  past  year. 

Report  of  the  Committee  on  the  Study  of  Health  and 

Accident  Insurance  hy  the  State  Medical  Society 

J.  Earl  Else,  Chairman,  presented  the  report  of  the 
committee  as  follows: 

Your  committee  appointed  to  study  accident  and 
health  insurance  begs  leave  to  report  as  follows : 

Last  year  the  committee  held  several  meetings 
and  studied  the  reports  from  various  sources  dealing 
with  the  problem.  As  a result  of  that  study  we  ad- 
vised that  we  did  not  believe  the  State  Medical  Society 
should  at  that  time  enter  into  this  field  because  the 
state  was  so  large,  the  problem  so  intricate,  and  the 
knowledge  upon  which  to  base  a working  organization 
so  limited.  We  advised  that  the  committee  be  con- 
tinued and  requested  to  bring  in  a subsequent  report 
after  there  had  been  an  opportunity  to  observe  the 
progress  made  in  smaller  communities  where  physicians 
cr  organizations  had  undertaken  it. 

There  are  at  the  present  time  two  types  of  organiza- 
tions working  in  Oregon;  one  in  Salem  in  which  a 
considerable  group  of  physicians  have  formed  a cor- 
poration which  is  engaged  in  writing  contracts  and 
giving  free  choice  of  physicians  among  its  members; 
another  in  Corvallis  where  the  contract  is  taken  by 
a hospital,  the  employes  being  permitted  to  select  their 
own  physicians.  An  organization  similar  to  the  one 
in  Salem  has  been  organized  in  Portland  and  will 
soon  begin  taking  contracts.  This  organization  is  open 
to  the  members  of  the  Portland  City  and  County  Med- 
ical Society,  and  the  employes  will  be  permitted  to 
select  their  own  physicians  from  those  members  of 
the  Portland  City  and  County  Medical  Society  who 
care  to  become  members  of  the  organization.  An- 
other organization  of  a similar  type  is  being  developed 
in  Clackamas  County. 

We  advise  that  the  Council  of  the  Oregon  State 
Medical  Society  observe  these  organizations  and  if 
successful  eneourage  either  a federation  or  arrange- 
m.ent  for  cooperation  among  the  different  groups  for, 
as  these  organizations  develop,  there  will  be  an  over- 
lapping and  it  will  be  necessary  for  a working  agree- 
ment between  them. 

Respectfully  submitted, 

J.  E.  Else,  Chairman, 

R.  A.  Fenton, 

H.  P.  Rush, 

F.  R.  Mount, 

L.  P.  Gambee. 

Report  of  the  Liaison  Committee  Woman’s  Auxiliary 

At  the  request  of  Thomas  E.  Griffith,  Chairman,  the 
Executive  Secretary  read  the  following  report  sub- 
mitted by  the  Woman’s  Auxiliary . 

Membership;  181;  Counties  Organized;  Clatsop  and 
Tillamook  Counties,  Jackson  County,  Klamath  and  Lake 
Counties.  Polk-Yamhill-Marion  Counties,  Portland  City 
and  County. 

The  President  and  her  chairman  appreciate  the  won- 
derful help  given  by  the  Advisory  Council  composed  of 
Dr.  Griffith.  Dr.  Johnston,  and  Dr.  Fitzgibbon.  We 
also  wish  to  thank  the  Council  and  the  Executive  Com- 
mittee as  well  as -the  State  Medical  Society  as  a whole 
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for  furthering  our  cause,  which  we  believe  is  a right 
one.  We  wish  only  to  help.  May  we  never  hinder. 

Respectfully  submitted, 

Mrs.  Joseph  A.  Pettit,  Pres. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  report  be  accepted  and  placed  on  file. 

Report  of  the  Committee  cn  Public  Policy  and 
Legislation 

In  the  absence  of  the  Chairman,  Ralph  A.  Fenton,  the 
Executive  Secretary  presented  the  report. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  report  be  accepted  and  placed  on  file. 

Report  of  the  Committee  on  Veterans  Affairs 

In  the  absence  of  Archie  C.  Van  Cleve,  Chairman, 
the  report  of  the  committee  was  read  by  the  Executive 
Secretary. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  be  accepted  and  placed  on  file. 

Report  of  the  Committee  on  Revision  of  Constitution 
and  By-Laws 

The  executive  secretary  reported  that  none  of  the 
members  of  the  committee  were  present  but  that  the 
following  amendments  to  the  By-Laws  recommended 
by  the  Executive  Committee  of  the  Council  and  pre- 
sented by  Secretary  Holman  at  the  session  on  Septem- 
ber 22nd  was  pending: 

That  Section  8 of  Chapter  VIII  be  amended  so  as 
to  read  as  follows : 

“The  Executive  Committee  shall  consist  of  the  Presi- 
dent, the  Secretary  and  three  other  members  of  the 
Council  to  be  appointed  by  the  Council  for  a period  of 
three  years;  provided  that  immediately  following  the 
adoption  of  this  amendment,  one  shall  be  appointed 
for  three  years,  one  for  two  years,  and  one  for  one 
year.  The  President-Elect  shall  be  an  ex-officio  mem- 
ber of  the  Committee,  but  he  shall  not  vote  except  in 
the  absence  of  the  President.  Not  more  than  sixty 
days  after  each  annual  session,  each  committee  and 
subsidiary  organization  seeking  financial  support  from 
the  Society  shall  present  to  it  a proposed  program  of 
activities  for  the  ensuing  year  with  an  estimate  of  the 
money  required  to  carry  out  their  proposed  programs. 
The  Executive  Committee  shall  thereupon  prepare  a 
complete  annual  budget  for  the  ensuing  year  and  pre- 
sent the  same  to  the  Council  for  their  consideration. 
The  further  duties  of  this  committee  shall  be  to  direct 
the  activities  of  the  headquarters  office,  approve  the 
employment  of  personnel,  approve  necessary  emergency 
expenditures,  and  care  for  any  other  emergency  which 
may  arise  during  the  interim  between  meetings  of  the 
Council.  A report  of  these  interim  activities  shall  be 
made  by  the  Committee  at  the  following  regular  meet- 
ing of  the  Council  ” 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  amendment  be  adopted. 

The  executive  secretary  further  reported  that  the 
following  amendments  to  the  By-Laws  providing  that 
the  Committee  on  State  Industrial  Affairs  be  made  a 
standing  committee  was  pending  from  the  1931  session 
of  the  House: 

To  amend  Section  1 of  Chapter  VIII  of  the  By-Laws 
by  inserting  after  the  words  “Committe  on  Public 
Education,”  the  words  “Committee  on  State  Industrial 
Affairs,”  and  by  adding  a new  Section  9 to  Chapter 
VIII  to  read  as  follows: 

“Section  9.  The  Committee  on  State  Industrial  Af- 
fairs shall  consist  of  five  members,  each  of  whom  shall 
serve  for  a period  of  three  years ; provided  that  im- 


mediately following  the  adoption  of  this  amendment, 
one  member  shall  be  appointed  for  one  year,  two  for 
two  years,  and  two  for  three  years.  This  Committee, 
subject  to  instructions  from  the  Council,  shall  represent 
tlie  Society  in  all  matters  relating  to  industrial  medicine 
and  surgery.” 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  amendment  be  adopted. 

Report  of  the  Committee  on  Honorary  Membership 

Eugene  W.  Rockey,  Chairman,  stated  that  the  com- 
mittee had  no  recommendations  for  honorary  member- 
ship to  make  this  year. 

Report  of  the  Committee  on  Necrology 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  William  Kuykendall,  Chairman,  be  requested  to 
present  his  report  at  the  general  session  of  the  Society. 

Report  of  the  Committee  on  Resolutions 

Helen  A.  Cary,  Chairman,  presented  the  following 
report : 

The  committee  recommends  the  adoption  of  the  fol- 
lowing resolutions  and  expressions  of  appreciation : 

1.  Resolved,  that  the  Oregon  State  Medical  Society 
go  on  record  as  endorsing  the  action  of  our  representa- 
tives in  Congress  in  their  efforts  to  maintain  C.  M. 
T.  C.  and  R.  O.  T.  C.  training  in  preparedness  for  na- 
tional defense.  We  urge  our  representatives  in  Con- 
gress to  continue  their  efforts  to  carry  on. 

2.  Resolved,  that  the  Oregon  State  Medical  Society 
go  on  record  as  opposing  the  Zorn-Maepherson  Bill. 
Further,  that  the  Society  endorse  the  consolidation  pro- 
gram now  being  worked  out  by  the  State  Board  of 
Higher  Education. 

3.  Resolved,  that  the  Oregon  State  Medical  Society 
express  its  sincere  appreciation  to  the  Klamath 
and  Lake  County  Medical  Society,  the  local  Woman’s 
Auxiliary  and  the  people  of  Klamath  Falls  for  their 
generous  western  hospitality  in  entertaining  the  State 
Society  and  for  the  thoughtful  innovation  in  holding 
one  of  the  sessions  at  the  Lodge  at  the  renowned  Crater 
Lake. 

Further,  we  express  our  appreciation  of  the  commun- 
ity-wide participation  in  our  entertainment,  the  cour- 
tesy of  the  Chamber  of  Commerce,  the  service  clubs, 
the  theatre  party  given  by  the  Oregon  State  Graduate 
Nurses  Association,  the  service  of  the  hotel  and  the 
accommodating  spirit  of  its  staff,  the  Elks  Club  in 
throwing  ooen  its  well  equiooed  building  for  our  use, 
the  band  from  the  Union  High  School,  and  the  Ki- 
wanis  quartet. 

The  Society  wishes  further  to  extend  our  apprecia- 
tion to  our  distinguished  guest  speakers.  Dr.  Thomas 
Jones  of  Cleveland,  and  Dr.  Edward  Livingston  of 
New  York,  for  the  splendid  addresses  given  throughout 
the  sessions.  These  have  added  much  to  the  success 
and  profit  of  the  scientific  sessions. 

We  wish  to  thank  the  Publicity  Committee  and  the 
members  of  the  press  for  the  able  and  unstinting  way 
in  which  the  publicity  for  the  meeting  has  been  handled. 

Further,  we  wish  to  extend  our  sincere  congratu- 
lations to  the  officers  and  the  committee  members  who 
have  worked  so  faithfully  and  carried  forward  the  af- 
fairs of  the  Society  for  the  past  year. 

We  express  appreciation  to  the  State  Woman’s  Aux- 
iliary for  their  cooperative  spirit  and  the  fact  that 
they  are  filling  such  an  important  place  in  one  co- 
ordinated program  for  public  welfare  and  health. 

Respectfully  submitted, 

Helen  A,  Carey,  Chairman 
T.  Tharaldsen 
Frank  E.  Brown 


588 


society  meetings 


Vol.  XXXI,  No.  12 


Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  report  be  accepted  and  the  resolutions  em- 
bodied therein  adopted. 

Report  of  the  Committee  on  Unfinished  Business 

The  executive  secretary  reported  that  this  committee 
had  no  matters  before  it  and  therefore  had  no  report 
to  make. 

Report  of  the  Committee  on  New  Business 

B.  A.  Van  Loan,  Chairman,  presented  the  following 
report  of  the  committee: 

1.  The  committee  recommends  that  hereafter  all 
comittee  reports  be  mimeographed  and  on  file  with 
the  Secretary  before  the  first  meeting  of  the  House 
of  Delegates. 

Upon  motion  duly  made  and  seconded,  it  w'as  voted 
that  this  recommendation  be  adopted. 

2.  The  committee  recommends  that  all  time  de- 
voted to  committee  reports  in  the  House  of  Delegates 
be  limited  to  corrections  of  reports  and  discussion  or 
adoption. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  recommendation  be  adopted. 

3.  The  committee  recommends  that  the  1933  session 
be  held  in  Portland. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  recommendation  be  adopted. 

4.  The  committee  recommends  that  the  House  ap- 
prove the  recommendation  made  in  the  annual  report 
of  the  Executive  Secretary  that  fact-finding  studies  be 
instituted  to  develop  as  complete  data  as  possible  on 
the  economics  of  medicine  in  Oregon,  and  recommends 
that  the  Council  be  authorized  and  directed  to  under- 
take such  studies  at  as  early  a date  as  possible;  and 
further  that  as  much  of  the  next  annual  session  pro- 
gram as  possible  be  devoted  to  the  findings  developed 
from  these  studies. 

Following  considerable  discussion  by  various  dele- 
gates concerning  the  desirability  of  creating  a special 
committee  or  assigning  the  direction  of  the  fact-finding 
studies  referred  to  in  this  recommendation  to  one  of 
several  existing  committees,  upon  motion  duly  made 
and  seconded,  it  was  voted  that  the  recommendation 
of  the  committee  be  adopted  leaving  the  direction  of 
the  proposed  studies  in  the  hands  of  the  Council. 

Nomination  of  Officers  and  Councilors 

George  Adler  asked  for  the  privilege  of  the  floor 
stating  that  he  was  not  a member  of  the  House  but 
that  he  desired  information  concerning  the  proper 
method  of  selecting  the  Committee  on  Nominations. 

Homer  P.  Rush,  Chairman  of  the  Committee  on 
Nominations  appointed  by  President  Zimmerman  at  the 
opening  session  of  the  House,  stated  that  he  had  learned 
that  there  was  considerable  opinion  to  the  effect  that 
the  appointment  of  the  Committee  on  Nominations 
was  not  in  accordance  with  the  By-Laws  and  that 
therefore  his  committee  had  no  report  to  make.  He 
asked  that  the  committee  be  dismissed. 

President  Zimmerman  called  attention  to  the  pro- 
vision in  the  By-Laws  which  provides  that  the  Com- 
mittee on  Nominations  shall  be  appointed  by  the  House 
of  Delegates  itself,  but  pointed  out  that  in  many  past 
years  the  President  had  appointed  this  committee.  He 
then  asked  the  House  of  Delegates  to  express  its  de- 
sires in  the  present  instance. 


A motion  was  made  and  seconded  providing  that 
the  Committee  on  Nominations  appointed  by  President 
Zimmerman  be  retained  and  re'uested  to  bring  in  a 
report.  Upon  roll-call  of  the  delegates,  the  motion  was 
lost. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  House  resolve  itself  into  a Committee  of  the 
whole  for  the  purpose  of  nominating  officers  and 
councilors  for  the  ensuing  year.  The  following  nomina- 
tions were  then  unanimously  made: 

President-Elect,  William  T.  Johnson  of  Corvallis. 

First  Vice-President,  G.  A.  Massey  of  Klamath  Falls. 

Second  Vice-President,  Frank  E.  Butler  of  Portland. 

Third  Vice-President,  W.  B.  Morse  of  Salem. 

Treasurer,  Karl  H.  Martzloff  of  Portland. 

Secretary',  Albert  W.  Holman  of  Portland. 

Councilor  First  District  for  three  year  term  ending 
in  1935,  T.  Tharaldsen  of  Portland. 

Councilor  Third  District  for  three  years  term  ending 
in  1935,  Irvin  R.  Fox  of  Eugene. 

Councilor  Fifth  District  for  three  year  term  ending 
in  1935,  Charles  E.  Leithead  of  Lakeview. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
to  dissolve  as  a Committee  of  the  Whole  and  to  re- 
solve the  House  in  regular  assembly.  President  Zim- 
merman, acting  as  chairman  of  the  Committee  of  the 
Whole,  reported  the  nominations  as  above.  Upon 
motion  ^uly  made  and  seconded,  it  was  voted  that  this 
report  be  adopted  and  approved  for  submission  to  the 
Society. 

Election  of  Member  of  Committee  on  Publication  for 
Three  Tear  Term  Ending  in  1935 

A.  G.  Bettman  of  Portland  was  nominated  for  re- 
election.  Upon  motion  duly  made  and  seconded,  it 
was  voted  that  the  nominations  be  closed  and  the 
Secretary  instructed  to  cast  a unanimous  ballot  for 
Dr.  Bettman,  and  he  was  declared  elected.  The  Secre- 
tary, as  instructed  cast  a unanimous  ballot  for  Dr. 
Bettman  and  he  was  declared  elected. 

Executive  Session 

At  9 :00  a.m..  upon  motion  duly  made  and  seconded, 
it  was  voted  that  the  House  go  into  executive  session. 

President  Zimmerman  announced  that  an  executive 
session  had  been  requested  by  Joseph  A.  Pettit  for  the 
purpose  of  discussion,  the  report  of  the  Committee  on 
State  Industrial  Affairs.  Dr.  Pettit  then  pointed  out 
the  desirability  of  witholding  publicity  concerning  the 
details  of  the  report.  It  was  agreed  that  the  conclu- 
sions and  recommendations  of  the  Committee  be  not 
publicized. 

A 9:15  a.  m.  the  House  adjourned  sine  die. 

GENERAL  BUSINESS  SESSION  OF 
THE  SOCIETY 
Saturday,  September  2 

The  business  session  of  the  Society  was  called  to 
order  by  President  E.  L.  Zimmerman  at  9 :30  a.m., 
in  the  auditorium  of  the  Elks  Temple. 

Report  of  the  House  of  Delegates 

Albert  W.  Holman,  Secretary,  made  the  following 
report  of  the  actions  of  the  House  of  Delegates: 

As  Secretary  of  the  Society,  I desire  to  present  for 
your  consideration  the  following  summary  of  the 
actions  of  the  House  of  Delegates. 
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GENERAL  ACTIONS 

1.  Adopted  the  recommendation  of  the  Committee 
on  Public  Policy  urging  all  component  societies  to 
inform  their  members  concerning  the  legislative  pro- 
gram of  the  Society  and  lend  their  united  support  to 
its  accomplishment. 

2.  Adopted  the  recommendation  of  the  Committee  on 
Veteran’s  Affairs  urging  all  eligible  physicians  to  af- 
filiate with  the  American  Legion  and  urging  the  in- 
stitution of  closer  relations  between  component  medi- 
cal societies  and  local  American  Legion  posts  through- 
out the  state. 

3.  Adopted  the  recommendation  of  the  Committee  on 
Clinics  providing  for  a plan  of  state  and  local  medical 
society  committees  for  the  supervision  of  all  medical 
charity. 

4.  Commended  the  special  Committee  on  the  Study 
of  Narcotics  and  Derivatives  of  Barbituric  Acid  to 
cooperate  with  the  Oregon  State  Pharmaceutical  Asso- 
ciation in  drafting  a suitable  measure  for  the  control 
of  these  drugs. 

6.  Approved  the  recommendation  of  the  Executive 
Secretary  that  comprehensive  fact-finding  studies  be 
instituted  to  develop  as  complete  information  as  pos- 
sible on  the  economics  of  medicine  in  Oregon,  and 
authorized  the  Council  to  undertake  such  studies  at 
as  early  a date  as  possible. 

7.  Adopted  the  recommendation  of  the  Committee 
on  New  Business  that  hereafter  all  committee  reports 
be  mimeographed  and  on  file  with  the  Sceretary  be- 
fore the  first  meeting  of  the  House  of  Delegates  and 
that  the  House  limit  its  action  to  correction  of  reports 
and  discussion  or  adoption. 

8.  Voted  to  hold  the  1933  annual  session  in  Port- 
land. 

RESOLUTIONS  ADOPTED 

1.  A resolution  endorsing  the  action  of  the  Oregon 
representatives  in  Congress  in  their  efforts  to  main- 
tain C.  M.  T.  C.  and  R.  O.  T.  C.  training  in  prepared- 
ness for  national  defense  and  urging  them  to  continue 
their  efforts  in  this  direction. 

2.  A resolution  supporting  the  consolidation  pro- 
gram now  being  worked  out  by  the  State  Board  of 
Higher  Education  and  opposing  the  Zorn-Macpherson 
Bill. 

3.  A resolution  expressing  appreciation  of  the  work 
of  the  Woman’s  Auxiliary  during  the  past  year. 

4.  A resolution  expressing  appreciation  to  the 

Klamath  and  Lake  Medical  Society  and  its  Women’s 
■Auxiliary,  the  local  branch  of  the  Oregon  State  Gradu- 
ate Nurses  Association,  the  Chamber  of  Commerce, 
the  Elks  Club,  the  service  clubs,  the  hotels,  the  Union 
High  School  Band,  the  Kiwanis  Quartet,  and  the  press 
and  people  of  Klamath  Ealls  for  their  generous  spirit 
of  hospitality  during  the  session. 

5.  A resolution  expressing  appreciation  of  the 

splendid  addresses  presented  by  the  visiting  speakers, 
Thomas  E.  Jones  of  Cleveland  and  Edward  M.  Liv- 
ingston of  New  York. 

6.  A resolution  congratulating  the  officers  and  com- 
mitteemen of  the  Society  for  their  accomplishments 
of  the  past  year. 

AMENDMENTS  TO  THE  BY-LAWS 

The  following  amendments  to  the  By-Laws  were 
adopted ; 

1.  That  Section  1 of  Chapter  VIII  be  amended  so 
as  to  read  as  follows : 

Section  1.  To  be  amended  by  inserting  after  the 
words  “Committee  on  Public  Education,”  the  words 
“Committee  on  State  Industrial  Affairs.” 

2.  That  Section  8 of  Chapter  VHI  be  amended  to 
read  as  follows: 

Section  8.  The  Executive  Committee  shall  consist 
of  the  President,  the  Secretary,  and  three  other  mem- 
bers of  the  Council  to  be  appointed  by  the  Council  for 
a period  of  three  years;  provided  that  immediately 
following  the  adoption  of  this  amendment,  one  shall 


be  appointed  for  three  years,  one  for  two  years,  and 
one  for  one  year.  The  President-Elect  shall  be  an 
ex-officio  member  of  the  Committee,  but  he  shall  not 
vote  except  in  the  absence  of  the  President.  Not  more 
than  si.xty  days  after  each  annual  session,  each  Com- 
mittee and  subsidiary  organization  seeking  financial 
support  from  the  Society  shall  present  to  it  a proposed 
program  of  activities  for  the  ensuing  year  with  an 
estimate  of  the  money  required  to  carry  out  their 
proposed  programs.  The  Executive  Committee  shall 
thereupon  prepare  a complete  annual  budget  for  the 
ensuing  year  and  present  the  same  to  the  Council  for 
their  consideration.  The  further  duties  of  this  commit- 
tee shall  be  to  direct  the  activities  of  the  headquarters 
office,  approve  the  employment  of  personnel,  approve 
the  necessary  emergency  expenditures,  and  care  for 
any  other  emergency  which  may  arise  during  the  in- 
terim between  meetings  of  the  Council.  A report  of 
these  interim  activities  shall  be  made  by  the  Commit- 
tee at  the  following  regular  meeting  of  the  Council. 

3.  That  a new  Section  9 be  added  to  Chapter  VIII 
to  read  as  follows; 

Section  9.  The  Committee  on  State  Industrial  Af- 
fairs shall  consist  of  five  members,  each  of  whom 
shall  serve  for  a period  of  three  years ; provided  that 
immediately  following  the  adoption  of  this  amendment, 
one  member  shall  be  appointed  for  one  year,  two  for 
two  years,  and  two  for  three  years.  This  Committee, 
subject  to  instructions  from  the  Council,  shall  repre- 
sent the  Society  in  all  matters  relating  to  industrial 
medicine  and  surgery. 

The  following  amendments  to  the  Constitution  and 
By-Laws  were  proposed  for  final  action  at  the  next 
annual  session : 

1.  To  amend  Article  V of  the  Constitution  so  as 
to  read  as  follows : 

Section  1.  The  officers  of  this  Society  shall  be 
a President,  a President-Elect,  three  Vice-Presidents, 
a Secretary,  a Treasurer,  and  ten  Councilors. 

Section  2.  The  officers,  except  the  President  and 
the  Councilors,  shall  be  elected  annually;  the  term  of 
the  Councilors  shall  be  for  three  years;  one-third,  or 
as  nearly  as  may  be,  to  be  elected  each  year.  All  these 
officers  shall  serve  until  their  successors  are  elected 
and  take  office,  provided  that  the  President-Elect  shall 
succeed  to  the  Presidency  at  the  close  of  the  next 
annual  session  after  his  election. 

2.  To  amend  Section  5 of  Chapter  V of  the  By- 
Laws  by  adding  a new  sub-section  as  follows: 

There  shall  be  one  councilor-at-large,  who  shall  be 
a duly  licensed  woman  physician  in  active  practice. 

ELECTIONS  BY  THE  HOUSE  OF  DELEGATES 

Member  of  the  Committee  on  Publication,  three  year 
term  ending  in  1935,  A.  G.  Bettman  of  Portland. 

Respectfully  submitted, 

Albert  W.  Holman,  Secretary. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  report  be  accepted  and  that  the  actions  of 
the  House  of  Delegates  embodied  therein  be  approved. 

Correspondence 

Secretary  Holman  then  read  a letter  from  George 
O’B  DeBar,  thanking  the  Society  for  electing  him  to 
honorary  membership  at  the  1931  annual  session.  The 
secretary  also  read  telegrams  from  Drs.  E.  A.  Sommer 
and  C.  J.  Smith  of  Portland  voicing  their  appreciation 
for  the  messages  expressing  the  Society’s  best  wishes 
to  them. 

Report  of  the  Committee  on  Necrology 

William  Kuykendall,  Chairman,  presented  the  follow- 
ing report: 

We,  your  Committee  on  Necrology,  present  the  fol- 
lowing memorial  as  our  report: 
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We  have  met  this  hour  to  do  honor  to  the  memory  of 
our  members  who  have  departed  this  life  since  our 
last  session.  The  list  of  those  who  have  fallen  by  the 
wa3^-side  is  not  so  long  as  that  for  the  preceding  year, 
but  it  contains  the  names  of  some  very  outstanding  men 
in  the  profession. 

The  Council  of  the  State  Society  took  action,  at  its 
Ashland  meeting,  on  the  death  of  some  members  who 
had  been  particularly  associated  with  the  activities  of 
that  body,  and  the  two  sets  of  resolutions  as  there 
adopted,  are  attached  as  a part  of  this  report. 

Those  who  have  died  during  the  year  are  as  follows : 
*Dr.  Thomas  Carr  Avary  of  Portland,  died  October 
25,  1931. 

*Dr.  Emile  Casper  Joseph  of  Corvallis,  died  Decem- 
ber 12,  1931. 

Dr.  H.  O.  Williams  of  Glendale,  died  December  12, 

1931. 

Dr.  Horace  M.  Patton  of  Portland,  died  December 
13,  1931. 

Dr.  Samuel  T.  Songer  of  Ashland,  died  December 
25,  1931 

Dr.  Ethel  L.  Gray  of  Portland,  died  January  12, 

1932. 

Dr  Pierce  Erancis  Gunster  of  Amity,  died  January 

22,  1932. 

*Dr.  William  O.  Spencer  of  Multnomah,  died  Eebru- 
ary  25,  1932. 

*Dr.  Elijah  Barton  Pickel  of  Medford,  died  March 
2,  1932. 

Dr.  Sherman  E.  Wright  of  Portland,  died  March 
5,  1032. 

*Dr.  John  M.  Coglan  of  Portland,  died  March  9, 
1932. 

*Dr  P^bc-t  T.  Boals  of  Salem,  died  March  10.  1932. 
Dr.  Robert  W.  Poellnitz  of  Medford,  died  March 

23,  1932 

Charles  B.  Marks  of  Grants  Pass,  died  March 
27,  1932. 

Dr.  Frank  F.  Casseday  of  Portland,  died  April  22, 
1932. 

Dr.  Jacob  P.  Easter  of  Clatskanie,  died  July  13, 
1932. 

*Tndicates  those  who  were  members  of  the  Oregon 
State  Medical  Society. 

Death  is  never  a welcome  visitor  in  any  home.  It 
has  ever  been  thus  with  humanity.  Tn  the  remotest 
ages  of  our  history,  even  before  the  dawn  of  human 
records,  our  ancestors  were  beating  tom-toms  and  cry- 
in<?  to  '’’’k’-’O'vn  gods  to  keep  the  angel  of  death  away 
from  their  doors.  Such  a cry  has  gone  up  with  each 
succeeding  generation  Sligh+ly  more  cultured  men  of 
a later  age  underwent  incredible  hardships  in  the  search 
for  the  fountain  of  eternal  youth. 

The  most  apoealing  character  in  all  history  is  the 
“Man  of  Galilee.”  For  nearly  two  thousand  years, 
he  h^s  greatly  influenced  the  hearts  and  liyes  of  men. 
But  his  appeal  has  not  been  wholly  because  of  his 
perfect  life  and  uneoualled  moral  code.  It  was  and  is 
largely  b^'cause  he  held  out  a hope  of  eternal  life, 
a hope  of  escape  from  death  or  at  least  a triumph 
oyer  it.  His  high  moral  code  anneals  to  the  mind  of 
man,  but  he  answers  an  age  old  heart  cry  when  he 
says,  ‘‘Let  not  your  heart  be  troubled.  In  my  Father’s 
house  are  many  mansions.  I go  to  prepare  a place 
for  you,  that  where  I am  ye  may  be  also.” 

Far  be  ir  from  ns  to  rfpresent  man  as  always  crayen 
and  cowering  before  death.  Some  of  the  brightest 
pages  of  history  are  read  otherwise.  At  th^  call  of 
patriotism  man  has  u.sually  marched  out  boldly  with 
flags  flying  to  meet  unknown  dangers.  Be  it  said  to 
the  "Drv  nf  bnman’tv.  that  in  unnumbered  cases,  young 
men  by  the  thousands  haye  rushed  out,  even  joyously, 
to  meet  death  in  defense  of  homeland. 

The  martyrs  to  religious  faith  in  numberless  cases 
have  met  death  with  songs  on  their  lips.  We  would 
particularlv  recall  the  martvrs  of  our  own  profession. 
How  proudlv  we  recount  the  physicians  who  have  wil- 
lingly offered  up  their  lives  in  experiments  that  prom- 
ised to  bring  relief  from  suffering  or  save  the  lives 


of  their  fellow-men.  Indeed,  we  may  truly  say  that 
everj'  physician,  many  times  in  his  professional  life 
faces  death  fearlessly  on  behalf  of  his  patients. 

Thus  we  may  say  of  these  our  departed  brethren, 
they  teve  been  battlers  against  the  great  enemies  of 
mankind,  sickness  and  death.  They  have  often  faced 
great  personal  danger  of  death  in  order  to  protect  a 
patient. 

Recognizing  this  heroic  character  of  our  deceased 
brothers,  we  greet  them  with  these  final  honors  and 
bid  them  a s.ad  farewell.  May  their  sleep  be  untroubled 
by  any  earthly  sorrows. 

We  shall  cling  tenderly  to  the  hope  which  springs 
eternal  in  the  human  heart,  no  matter  how  tenuous 
it  may  seem  in  hours  of  discouragement,  that  they 
shall  awaken  some  glad  morning  to  an  eternal  youth, 
in  a land  where  only  pleasant  tasks  shall  call  them. 

To  those  left  behind,  we  would  offer  all  of  svmpathy 
and  comfort  that  human  hands  and  words  can  give. 
Even  though  words  be  empty  and  futile,  may  the 
knowledge  that  true  hearts  lie  back  of  them,  bring 
.some  moment  of  surcease  from  sorrow. 

We  recommend  that  a copy  of  this  memorial  be 
spread  upon  the  records  of  the  Society  and  a copy 
sent  to  the  family  of  each  of  our  deceased  brethren. 

May  the  memory  of  their  good  deeds  be  graven  on 
our  hearts  in  letters  of  gold.  May  the  memory  of 
their  faults  vanish  forever  like  clouds  before  the 
rising  sun. 

Respectfully  submitted, 

William  Kuykendall,  Chairman, 
Andrew  C.  Smith, 

A.  L.  Giesy. 

Special  Resolution  Prepared  by  the  Committee  on 
Necrology  and  Adopted  by  the  Council 
on  April  6,  1932 

We,  your  Committee  on  Necrology,  think  it  is  fitting 
that  some  special  record  should  be  made  by  the  Coun- 
cil of  the  death  of  E.  Barton  Pickel,  our  beloved 
associate,  who  will  meet  with  us  no  more,  his  death 
having  occurred  March  2,  1932. 

Few  medical  men  in  the  state  have  been  so  long, 
so  generally  and  so  favorably  known  as  Dr.  Pickel. 
We  shall  greatly  miss  him  from  the  meetings  of  this 
Council  and  of  the  State  Society.  He  has  been  a 
familiar  figure  in  these  meetings  for  many  years. 

He  was  president  of  the  Oregon  State  Medical  So- 
ciety in  1907,  but  had  been  a regular  attendant  long 
before  that.  For  several  years,  he  was  a member  of 
the  State  Board  of  Health,  and  has  held  many  posi- 
tions of  honor  in  our  profession. 

His  kindly  and  genial  manner,  as  well  as  his  wise 
counsels  and  high  professional  attainments,  ha\  z al- 
ways made  him  a welcome  guest  at  any  medical  as- 
sembly. 

It  re;uires  unusual  and  sterling  qualities  to  enable 
a man,  living  remote  from  any  great  medical  center, 
to  acquire  and  hold  so  strong  a position  in  the  whole 
profession  of  the  state  as  did  E.  Barton  Pickel. 

We  extend  to  the  bereaved  family  the  heart-felt  sym- 
pathy of  this  body  and  recommend  that  this  special 
resolution  be  made  a part  of  the  minutes  of  this  coun- 
cil, and  that  a copy  of  the  same  be  sent  to  the  family 
of  our  departed  member  and  friend. 

William  Kuykendall,  Chairman, 
Andrew  C.  Smith, 

A.  J.  Giesy. 

At  the  last  meeting  of  the  Council,  deep  regret  was 
expressed  over  the  death  of  Dr.  E.  Barton  Pickel  of 
Medford  and  Dr.  William  O.  Spencer  of  Portland. 
The  Committee  on  Necrology  was  instructed  to  prepare 
resolutions  expressing  the  feelings  of  the  profession 
at  the  death  of  our  late  members.  While  these  reso- 
lutions were  in  the  course  of  preparation,  the  death 
of  Dr.  John  W.  Coghlan  was  announced  and  the  Com- 
mittee believe  they  are  expressing  the  will  of  the  Coun- 
cil by  including  his  name. 
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In  compliance  with  the  request  of  the  Council,  the 
Committee  begs  leave  to  present  the  following  as  rep- 
resenting, in  a small  way.  the  sentiments  of  the  medi- 
cal profession  of  Oregon ; 

It  is  with  deep  regret  that  we  learn  of  the  deatli 
of  these  three  distinguished  members  of  our  profes- 
sion: Dr.  E.  Barton  Pickel,  Dr.  William  O.  Spencer, 
and  Dr.  John  N.  Coghlan.  While  we  know  that  death 
is  tlie  common  destiny  of  all  men.  it  comes  with  an 
unusual  shock  when  men  drop  by  the  way-side  whom 
we  have  known  and  loved,  and  who  have  been  our 
almost  daily  associates. 

The  prolessional  life  of  the  physician,  from  its  be- 
ginning to  its  end,  is  a struggle  with  death.  Through 
all  his  active  years,  he  makes  this  fight  on  behalf 
of  his  patients.  At  the  end  of  the  trail,  alone,  empty- 
handed,  he  must  make  his  last,  failing  fight  on  his  own 
behalf.  Nature  has  so  decreed.  The  physician  is  no 
exception  to  the  rule.  Nevertheless,  their  passing 
makes  our  hearts  sad. 

We  would  join  in  a fitting  word  of  remembrance 
of  these  deceased  associates  whom  we  have  known 
and  loved  during  their  life-time  and  now  mourn  in 
their  death. 

We  count  ourselves  fortunate  to  have  had  the  kindly 
association  and  wise  counsels  of  these  outstanding  men 
of  our  profession.  We  bow  our  heads  in  sorrow  at 
their  passing. 

Inasmuch  as  we  cannot  now  say  anything  that  would 
help  or  cheer  these  brothers,  we  would  fain  say  some 
word  of  comfort  to  those  who  have  been  left  to 
mourn.  We  cannot  restore  the  loved  one.  We  can 
only  extend  our  profoundest  sympathy. 

We  know  full  well  how  empty  and  meaningless  are 
mere  words  in  the  presence  of  a great  sorrow.  We 
wish  they  could  mean  more — could  carry  more  comfort. 
All  that  lies  in  our  power  is  at  the  command  of  those 
who  mourn. 

We  would  recommend  that  a copy  of  this  report 
be  sent  to  the  family  of  the  deceased  member,  and 
another  be  spread  on  the  minutes  of  the  Oregon  State 
Medical  Society. 

Respectfully  submitted, 

William  Kuykendall,  Chairman, 
Andrew  C.  Smith, 

A.  J.  Giesy. 

Upon  motion  duly  made  and  seconded,  it  was  unani- 
mously voted  that  this  report  be  adopted.  Following 
the  adoption  of  the  report,  the  members  arose  and 
paid  tribute  to  the  memory  of  the  physicians  who  died 
during  the  past  year. 

Election  of  Officers 

Secretary  Albert  W.  Holman  reported  that  the  House 
of  Delegates  had  voted  to  recommend  the  following 
list  of  nominees  for  the  offices  of  the  Society: 

President-Elect,  William  T.  Johnson  of  Corvallis. 

First  Vice-President,  G.  A.  Massey  of  Klamath  Falls. 

Second  Vice-President,  Frank  E.  Butler  of  Portland. 

Third  Vice-President,  W.  B.  Morse  of  Salem. 

Treasurer,  Karl  H.  Martzloff  of  Portland. 

Secretary,  Albert  W.  Holman  of  Portland. 

Councilors  for  three-year  term  ending  in  1935 : First 
District,  T.  Tharaldsen  of  Portland ; Third  District, 
Irvin  R.  Fox  of  Eugene;  Fifth  District,  Charles  E. 
Leithead  of  Lakeview. 

There  being  no  further  nominations  when  called  for 
by  President  Zimmerman,  it  was  moved  that  nomina- 
tions be  closed,  the  rules  suspended,  and  the  Secretary 
instructed  to  cast  unanimous  ballots  for  the  above  men- 
tioned nominees. 

President  E.  L.  Zimmerman  made  a brief  speech 
in  which  he  expressed  appreciation  for  the  opportunity 
of  serving  the  Society  as  president  during  the  past 
year.  He  then  announced  that  it  was  in  order  to 


seat  the  new  president,  A.  E.  Mackay.  Dr.  Mackay 
was  escorted  to  the  chair  by  Wilson  Johnston  and 
Thomas  E.  Griffith;  Dr.  Zimmerman  welcomed  him 
as  the  incoming  president  and  turned  over  to  Dr. 
Mackay  the  president’s  gavel. 

Dr.  Mackay  made  a brief  speech  of  acceptance  ex- 
pressing thanks  for  the  honor  conferred  upon  him  by 
the  Society. 

The  business  session  was  declared  adjourned  at 
10:30  a.m. 

(Owing  to  limitation  of  space  it  was  necessary  to 
omit  publication  of  some  reports.  They  will  be  found 
on  file  at  the  Secretary’s  office.) 
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Edited  by  Kenelm  Winslow.  M.  D. 

The  Collected  Papers  of  The  Mayo  Clinic  and  The 
Mayo  Foundation  for  1931.  Volume  XXHI.  Edited 
by  Mrs.  Maud  H.  Mellish-Wilson  and  Richard  M. 
Hewitt,  B. A.,  M.A.,  M.D.  Octavo  Volume  of  1231 
pages  with  265  illustrations.  Philadelphia  and  London : 
W.  B.  Saunders  Company,  1932.  Qoth,  $13.00  net. 

It  is  obviously  as  impossible  to  review  a book  of  this 
kind  as  it  would  be  to  review  an  encyclopedia.  Since  this 
is  the  twenty-third  year  that  a volume  of  the  Collected 
Papers  of  the  Mayo  Clinic  has  appeared  it  has  become 
an  institution  and  to  attempt  an  estimate  of  its  scope 
and  value  would  be  a work  of  superrogation. 

In  the  analysis  of  3,746  records  by  several  authors 
to  ascertain  the  normal  range  of  gastric  acidity  from 
youth  to  old  age,  it  was  found  that  free  acidity  ranges 
in  men  from  45  to  50  units  from  twenty  to  forty,  and 
after  this  falls  off  rapidly  to  30  to  35  units  in  the 
aged,  while  in  women  the  acidity  averages  35  units 
through  adult  life.  After  sixty  about  a quarter  of 
either  sex  show  achlorhydria.  Eusterman  presents  an 
extended  discussion  on  the  clinical  significance  of 
achlorhydria.  From  7 to  15  per  cent  more  cases  of 
anacidity  are  found  by  single  gastric  analyses  than 
by  the  fractional  method.  If  one  wishes  to  be  still 
more  accurate,  a test  meal  may  be  given  after  the 
injection  of  histamine  or  the  ingestion  of  bouillon. 
Free  HCl  is  found  in  46  per  cent  of  cases  of  gastric 
cancer  at  the  Clinic.  In  the  absence  of  free  HCl  with 
a roentgen  diagnosis  of  gastric  or  duodenal  ulcer  one 
must  consider  the  possibility  of  the  existence  of  such 
general  diseases  as  pernicious  anemia,  chronic  alcohol- 
ism, combined  sclerosis,  oral  sepsis,  infections  of  the 
upper  respiratory  tract,  hyperthyroidism,  myxedema, 
tuberculosis  and  intraabdominal  disease,  as  gastric  can- 
cer and  cholecystic  trouble.  Anacidity  with  retention 
of  food  in  the  stomach  for  nine  to  twelve  hours  after 
a Riegal  meal  is  a positive  sign  of  gastric  cancer,  even 
if  the  roentgen  diagnosis  of  ulcer  has  been  made. 

Alvarez  analyzes  forty-one  consecutive  histories  of 
physicians  with  gastric  cancer  to  determine  whether 
they  are  more  likely  to  make  an  early  diagnosis.  His 
findings  do  not  reflect  credit  on  medical  patients  with 
cancer  of  the  stomach  as  regards  their  diagnostic  abil- 
ity concerning  themselves.  He  emphasizes  the  follow- 
ing points : First,  the  necessity  for  early  roentgen 

examination  of  middle-aged  persons  who  suddenly  de- 
velop gastric  symptoms  after  a life  of  freedom  from 
the  same.  These  short  history  cases  are  not  only  more 
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likely  to  prove  malignant  but  fatally  so.  Second,  in 
the  presence  of  a diagnosed  gastric  ulcer  there  is  al- 
ways a possibility  of  malignancy.  In  half  of  the  re- 
ported cases  of  gastric  cancer  the  question  of  ulcer 
confused  the  diagnosis.  To  prove  the  diagnosis  of 
gastric  cancer  correct  there  are  only  two  reliable 
criteria.  First,  is  operation  and  examination  of  the 
lesion  by  a pathologist;  second,  is  medical  treatment 
of  gastric  ulcer  for  three  weeks.  At  the  end  of  that 
time,  in  benign  ulcer,  the  crater  should  be  hard  to  find. 
The  author  decries  the  usual  method  of  considering 
gastric  ulcer  benign  until  time  shows  that  it  is  evi- 
dently malignant.  Winslow. 

The  Failing  Heart  of  Middle  Life:  The  Myocardo- 
sis SjTidrome,  Coronary  Thrombosis  and  Angina  Pec- 
toris with  a section  upon  The  Medico-Legal  aspects 
of  Sudden  Death  from  Heart  Disease.  By  Albert  S. 
Hyman,  A.B.,  M.D.,  F.A  C.P.,  Cardiologist,  Beth  David 
and  Manhattan  General  Hospital,  and  Aaron  E.  E. 
Parsonnet,  M.D.,  C M.,  F.A.C.P.,  Attending  Physician 
and  Cardiologist,  Newark  Beth  Israel  Hospital,  etc. 
With  166  illustrations,  some  in  colors,  538  pp.  $5.00. 
F.  A.  Davis  Company,  Philadelphia,  1932. 

This  book  is  very  clearly  and  entertainingly  written, 
with  a preface  by  David  Riesman  of  Pennsylvania 
School  of  Medicine.  It  consists  of  six  parts,  dealing 
with  (1)  the  coronary  arterial  system  in  health  and 
disease,  (2)  the  myocardosis  syndrome,  (3)  coronarj' 
thrombosis  and  occlusion,  (4)  electrocardiographic 
changes  associated  with  coronary  arterial  disease,  (5) 
angina  pectoris,  (6)  Medicolegal  aspects  of  sudden 
death  from  heart  disease. 

The  term  myocardosis  was  coined  by  Riesman  a few 
years  ago  to  replace  that  misnomer  myocarditis.  The 
writers  use  it  to  designate  that  cardiac  condition  so 
fretuently  seen  in  middle  life,  the  cardinal  symptoms 
of  which  are  dyspnea,  substernal  discomfort  and  pal- 
pitation. Three  chapters  are  devoted  to  the  early  clini- 
cal manifestations  of  myocardosis  and  its  early  and  late 
symptomatology.  How  popular  this  designation  of  the 
inadequate  heart  may  become  it  questionable,  but  it  is 
an  improvement  on  the  term  myocarditis  which  implies 
an  inflammatory  condition  and  which  is  certainly  not 
present  in  many  of  the  failing  hearts  of  middle  life. 
The  substernal  distress  described  in  early  m3’ocardosis 
differs  not  at  all  from  that  of  early  angina  pectoris, 
and  it  is  in  the  early  stages  that  this  dread  malady 
should  be  given  its  proper  label,  if  suffering  is  to  be 
minimized  and  the  span  of  years  extended. 

Part  five,  devoted  to  angina  pectoris,  is  excellent  and 
very  complete.  The  statement  that  “the  fatal  termi- 
nation in  pure  angina  pectoris  may  thus  be  regarded 
as  a simple  physiologic  process,  biochemical  in  nature” 
needs  further  elucidation.  Part  six  deals  with  the 
medicolegal  aspects  of  sudden  death  or  disability  in 
those  afflicted  with  heart  disease  as  regards  (1)  claims 
arising  under  employer’s  liability  or  workmen’s  com- 
pensation acts,  (2)  common  law  negligence  actions,  (3) 
homicide  cases,  (4)  actions  on  policies  of  accident  in- 
surance. It  is  a timely  subject  and  cites  numerous 
court  decisions  relating  to  the  cases  under  discussion, 
and  is  very  ably  presented.  von  Phul. 


Physic.al  Therapeutic  Technic:  By  Frank  Butler 
Granger,  A.B.,  M.D.,  Late  Physician-in-Chief,  Depart- 
ment of  Physical  Therapy,  Boston  City  Hospital,  etc. 
Revised  by  William  D.  McFee,  M.D.,  Visiting  Phy- 
sician, Department  of  Physical  Therapy,  Boston  City 
Hospital,  etc.  Second  Edition,  Revised.  436  pages  with 
135  illustrations.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1932.  Cloth,  $6.50  net. 

The  author  of  this  book  was  one  of  the  best  known 
physical  therapeutists  in  this  country  and  devoted 
twenty-five  years  to  this  specialty.  He  states  that  this 
book  is  not  written  for  the  specialist  in  physical  therapy 
but  for  the  physician  who  has  installed  one  or  more 
forms  of  apparatus  and  can  accomplish  results  in  care- 
fully selected  cases.  The  demonstrations  and  therapeu- 
tic measures  described  are  results  of  the  author’s  wide 
experience  in  this  line  of  practice.  While  massage  is 
not  detailed,  he  advises  that  a technician  should  be 
secured  experienced  in  this  and  muscle  reeducation. 
After  discussing  the  proper  evaluation  of  electrotherapy, 
various  forms  of  treatment  are  presented,  including  the 
technic  of  application  with  individual  apparatus  as 
applied  to  special  forms  of  pathology.  The  author  pays 
special  attention  to  the  galvanic  current  and  its  many 
useful  forms  of  application  to  a variety  of  disorders. 
Diathermy  and  the  static  current  receive  particular  at- 
tention. Special  chapters  are  devoted  to  the  treatment 
of  specific  diseases,  alphabetically  arranged,  with  many 
useful  suggestions  of  therapy.  Any  one  interested  in 
physical  therapy  will  find  this  a useful  publication. 

The  Colon,  Rectum  and  Anus.  By  Fred  W.  Ran- 
kin, B.A.,  M.A.,  M.D.,  F.A.C.S.,  Division  of  Surgery, 
The  Mayo  Qinic,  Associate  Professor  of  Surgery, 
The  Mayo  Foundation;  J.  Arnold  Bargen,  B.S..  M.D., 
M S.,  in  Medicine,  F.A.C.P.,  Division  of  Medicine,  The 
Mayo  Clinic,  Assistant  Professor  of  Medicine,  Ihe 
Maj'o  Foundation;  and  Louis  A.  Buie,  B.A.,  M.D., 
F.A.C.S.,  Section  on  Proctology,  The  Mayo  Clinic,  As- 
sociate Professor  of  Proctology.  The  Mayo  Founda- 
tion. 846  pages  with  435  illustrations.  Philadelphia  and 
London:  W.  B.  Saunders  Company,  1932.  Cloth,  $9.50 
net. 

This  work  is  a distinct  and  valuable  addition  to  mod- 
ern medical  literature.  The  chapters  on  megacolon,  ulcer- 
ative colitis  and  tumors  of  the  colon  contain  much  of 
the  valuable  original  investigation  done  at  The  Mayo 
Clinic  during  the  last  ten  years.  All  information  of 
scientific  value  from  other  sources  is  included,  but  the 
deadwood  of  several  decades  ago  is  simply  ignored,  so 
that  the  reader  finds  an  unusual  simplicity  in  what  is 
really  quite  a comprehensive  treatise  on  these  ques- 
tions. The  same  can  be  said  of  the  valuable  bibliogra- 
phy attached  to  each  chapter.  Many  papers  and  articles 
on  the  different  subjects,  which  are  merely  reviews,  are 
left  out  and  only  those  authorities  given  who  are  ori- 
ginal and  up  to  date. 

In  the  chapters  on  diseases  of  the  rectum  by  Buie  we 
find  plain  exposition  of  the  methods  of  diagnosis  and 
treatment  as  used  in  the  Mayo  proctologic  department 
Regardless  of  whether  the  surgeon  does  or  does  not 
wish  to  adopt  all  the  methods  of  treatment  as  used  in 
this  department,  they  are  distinctly  valuable  and  contain 
considerable  original  and  scientific  information.  This 
work  is  the  most  valuable  single  treatise  on  diseases  of 
the  colon,  rectum  and  anus  now  in  print. 

Crookall. 
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The  International  Medical  Annual.  A year 
book  of  treatment  and  practitioner’s  index.  By  Carey 
F.  Coombs,  M.D.,  F.R.C.P.,  and  A.  Randle  Short 
M.D.,  B.S.,  B.SC.,  F.  R.  C.  S.  658  pp.  Wm.  Wood 
and  Company,  New  York,  1932. 

This  publication,  originating  in  England,  is  now 
presented  in  its  fiftieth  year  of  existence.  Any  pub- 
lication which  survives  that  length  of  time  has  un- 
deniable inherent  qualities  of  value  which  recom- 
mend it  to  the  reading  public.  This  volume  has  con- 
tributions from  thirt%'-eight  distinguished  physicians 
and  surgeons  of  the  British  Isles.  It  lists  alpha- 
betically the  latest  information  on  all  medical  and 
surgical  developments  which  have  appeared  in  the 
previous  year’s  literature.  Accompanied  by  an  abun- 
dance of  illustrations,  it  epitomizes  medical  proceed- 
ings in  a manner  that  is  satisfactory  and  instructive. 
Probably  no  one  volume  contains  more  condensed  in- 
formation than  this.  The  appendix  contains  a list  of 
all  the  contributors  of  the  past  fifty  years  with  pho- 
tographs of  a large  number  of  them,  including  some 
distinguished  American  practitioners. 

Clinical  Interpret.^tion  of  L.'Vboratory  Reports.  By 
.\lbert  S.  Welch,  .\.B.,  M.D.,  Clinical  Instructor  in 
Medicine  in  the  University  of  Kansas  School  of  Medi- 
cine, Kansas  City,  Kans.,  etc.  With  16  illustrations  and 
a frontispiece  in  color.  366  pp.  $4.00.  P.  Blakiston’s  Son 
& Co.,  Inc.,  Philadelphia.  1932. 

This  volume  does  not  deal  with  laboratory  technic, 
but  is  a discussion  of  reports  obtained  from  the  labora- 
tory. It  is  intended  "for  clinicians  whose  primary  in- 
terest is  the  care  of  their  patients  and  whose  knowledge 
must  be  ever  broadening  through  things  of  attested 


value.’’  The  author  emphasizes  the  fact  that  the  labora- 
tory technician  should  not  attempt  to  offer  to  the  phy- 
sician a diagnosis  of  his  case,  while  the  latter  should 
be  prepared  himself  to  properly  evaluate  laboratory 
reports.  This  book  offers  an  explanation  of  results 
obtained  from  routine  laboratory  procedures  with  an 
explanation  of  their  application  to  the  various  diseases 
treated  by  the  general  practitioner.  Much  useful  infor- 
mation is  presented  with  which  every  practitioner  should 
be  familiar,  but  with  which  many  are  woefully  ignorant. 
As  a reference  book  for  laboratory  information  it  will 
be  found  useful. 

The  Medical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month.)  Volume  16, 
No.  2.  (Chicago  Number,  September,  1932.)  Octavo 
of  272  pages  with  47  illustrations.  Per  Clinic  year 
July,  1932,  to  May,  1933.  Paper,  $12  00;  Cloth,  $16.00 
net.  Philadelphia  and  London:  W.  B.  Saunders  Com- 
pany, 1932. 

This  volume  presents  a symposium  of  diseases  of 
the  heart,  dealing  with  different  phases  of  heart  disease 
from  congenital  maldevelopment  to  the  hypertension 
and  nephritis  of  adult  life.  Reports  from  leading  Chicago 
physicians  discuss  congenital  heart  disease,  epochal  heart 
disease,  cardiac  infraction  without  history  of  pain,  arte- 
riosclerosis, some  clinical  obseiwations  on  essential  hy- 
pertension, progressive  relaxation  in  the  management  of 
hypertension,  hypertension  with  a benign  course,  hyper- 
tension, nephrosclerosis  and  nephritis,  pulmonary  embo- 
lism complicating  and  simulating  coronary  thrombosis. 
In  addition  there  are  clinical  reports  of  many  other 
forms  of  medical  pathology. 
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results  from  your  inomfy- 
ing  his  cow’s  milk  formu- 
la, not  with  “a  sugar”  that 
cloys  his  appetite  but  with 


Dextri'Maltose, 

a non-cloying  carbohydrate 


that  is  absorbed  high  in  the  intesti- 
nal tract,  without  fermentation  and 
with  a greater  limit  of  tolerance 
than  any  “sugar”.  Its  bacteriolog- 
ical cleanliness  is  also  a point 
in  its  favor. 
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That  you  are  testing  your  case  with 
all  of  the  pollens  he  will  be  exposed 
to,  also  that  you  are  not  using  any 
pollens  which  your  case  will  not  come 
in  contact  with  and  do  not  occur  in 
your  district. 

The  Only  Complete  and 
Authentic  Pollen  Survey 
of  the  Pacific  Northwest 

Professor  T.  A.  Bonser,  field  botan- 
ist, has  spent  several  years  making  a 
botanical  survey  of  the  hayfever  pro- 
ducing plants  in  the  Northwestern 
districts. 

So  after  many  years  of  laborious 
and  extensive  research  Hollister-Stier 
Laboratories  can  announce  with  ab- 
solute assurance  that  they  have  the 
only  complete  and  authentic  survey 
of  your  district. 
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Correct  Survey  of  Utmost  Importance 

In  the  scientific  treatment  of  hayfever  it  is  not  only  important  but  absolutely  necessary 
to  have  a correct  survey  of  your  district  available  when  testing  your  cases. 

Hollister-Stier  have  completed  surveys  for  thirteen  districts  comprising  the  entire  states 
of  Oregon,  Washington,  Idaho,  Montana,  Wyoming  and  Utah. 

These  surveys  show  at  a glance  the  hayfever  plants  common  in  your  district  and  are 
free  for  the  asking. 

IF  rite  for  a free  survey  and  literature  today. 
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Are  your  patients  getting  the  same  scientific  fittings  in  belts,  trusses, 
elastic  hose,  etc.,  that  you  put  into  your  work? 

We  employ  only  trained  fitters  in  our  three  stores  — people  who  have 
made  a profession  of  fitting  such  things.  Both  men  and  women  fitters  in 
all  three  stores. 

We  will  fit  any  case,  no  matter  how  difficult,  and  special  belts  and  braces  are  made 
to  measure.  After  all,  belt  and  truss  fitting  is  a science  — and  your  own  reputation  oft 
depends  on  the  accuracy  of  the  fitting. 

Order  from  us  — or  refer  your  patients  to  us  and  feel 
confident  that  your  patient  will  be  scientifically  fitted. 
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SE.\TTLE  TACOMA  146-148  11th  St. 

1211  Fourth  Ave.  Medical  Arts  Bldg.  PORTLAND 
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Send  for  this  FREE  book  of  Bargains 

Save  ..money  on  your  purchases.  Greatly  re- 
duced-prices are  quoted  In  this  book  of  Bar- 
gains on  hundreds  of  Items.  Mail  a postal  for 
your  copy  TODAY. 
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For  your  convenience,  Doctor,  a complete 
stock  of  surgical  equipmenf,  instruments 
and  supplies  from  the  dominant  foreign 
and  domestic  quality  markets  of  the  world 
has  been  concentrated  In  Los  Angeles. 
Take  advantage  of  this  convenient  source 
of  supply.  Enjoy  our  Same  Day  Service. 
Use  our  Easy  Rental  Purchase  Plan  to  get 
that  needed  equipment. 
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Laurel  Beach  Sanatorium — Seattle 


A private  institution  for  medical  and  surgical  treatment  of  Diseases  of  the  Chest. 
Situated  in  the  southwest  corner  of  the  city  on  the  Salt  Water  Beach. 
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clusion in  New  and  Non-Official  Remedies.  You  can 
therefore  prescribe  this  drug  with  full  confidence  that 
its  therapeutic  action  will  conform  to  the  claims  made 
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by  adding  a small  amount  of  viosterol,  which  is  a 
specific  in  the  prevention  and  cure  of  rickets,  as  it 
brings  about  calcification  not  only  of  the  bone  but 
of  the  proliferating  cartilage  as  vv'ell.”  (Hess, 
Alfred  F.,  Am.  J.  Dis.  Child.  41:1081;  May,  1931.) 


is  the  choice  of  many  discriminating  physicians  because  it  represents  the 
long  pioneer  experience  of  Mead  Johnson  & Company  in  the  fields  of  both 
cod  liver  oil  and  viosterol.  Mead’s  10  D Cod  Liver  Oil  is  the  only  brand 
that  combines  all  of  the  following  features: 


1.  Council-accepted.  2.  Made  of  Newfoundland  oil  (reported  by  Profs. 
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limit  yourself  to  5000  units  of 
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“If  one  wishes  to  fortify  cod  liver  oil,  it  is  far  more 
reasonable  and  efficacious  to  increase  its  potency 
by  adding  a small  amount  of  viosterol,  which  is  a 
specific  in  the  prevention  and  cure  of  rickets,  as  it 
brings  about  calcification  not  only  of  the  bone  but 
of  the  proliferating  cartilage  as  well.”  (Hess, 
Alfred  F.,  Am.  J.  Dis.  Child.  41:1081;  May,  1931.) 

is  the  choice  of  many  discriminating  physicians  because  it  represents  the 
long  pioneer  experience  of  Mead  Johnson  & Company  in  the  fields  of  both 
cod  liver  oil  and  viosterol.  Mead’s  10  D Cod  Liver  Oil  is  the  only  brand 
that  combines  all  of  the  following  features: 

1.  Council-accepted.  2.  Made  of  Newfoundland  oil  (reported  by  Profs. 
Drummond  and  Hilditch  to  be  higher  in  viramins  A and  D than  Norwe- 
gian, Scottish  and  Icelandic  oils).  3.  Supplied  in  brown  bottles  and  light- 
proof cartons  (these  authorities  have  also  demonstrated  that  vitamin  A 
deteriorates  rapidly  when  stored  in  white  bottles). 


MEAD’S  10  D 


Cod 

Liver  Oil 

wit 

h Viosterol 

In  addition,  Mead’s  10  D Cod  Liver 
Oil  is  ethically  marketed  without 
public  advertising  or  dosage  direc- 
tions or  clinical  information.  With 
Mead’s  — you  control  the  case. 


Mead's  10  D Cod  Liver  Oil  is  therefore  worthy  of  your 
personal  and  unfailing  specification.  This  product  is  sup- 
plied in  3-oz.  and  16-oz.  brown  bottles  and  light-proof  car- 
tons. The  patient  appreciates  the  economy  of  the  large  size. 

MEAD  JOHNSON  & COMPANY 
Evansville,  Ind.,  U.S.A. 

PIONEERS  IN  VITAMIN  RESEARCH 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons. 
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Essential  to  Your  Tests 
For  Diagnosis  . . . 

is  a complete  and  authentic  pc-i- 
len  survey  of  your  district.  Our 
field  botanist.  Prof.  T.  A.  Bonser 
has  prepared  the  only  complete 
surveys  of  this  kind  for  the  14 
Northwestern  districts. 


Velvet  Grass 
Pollination  period 
May  to  July 


MFDICAI 


Prophylactic  Treatment  of 

Hay  Fever 

Should  Be  Started  Weeks 
Before  First  Symptoms 
Develop 


Very  soon  scores  of  pollen-laden  plants 
will  be  sending  hay  fever  patients  to 
you  for  treatment.  Undoubtedly  your  own 
e.xperience  will  coincide  with  that  of  thous- 
ands of  other  doctors  that  the  most  satisfac- 
tory method  is  to  start  treatment  from  four 
to  six  weeks  before  the  onset  of  symptoms. 


It  is  not  too  soon  to  start  testing  hay  fever  patients 
right  now  for  pollen  sensitization.  The  Hollister-Stier 
test  set  permits  you  to  accurately  diagnose  the  cause  of 
your  patient's  hay  fever  in  about  twenty  minutes.  In 
Hollister-Stier  treatments  you  are  assured  of  using 
tested  and  proven  antigens  that  more  than  500  doctors 
m the  Northwest  have  reported  90%  effective. 

Such  outstanding  efficiency  is  the  result  of  the  ex- 
treme care  with  which  these  extracts  are  produced. 
Only  the  purest  local  pollens  go  into  the  preparaticm 
of  our  Hay  Fever  Pollen  Extracts. 


A survery  of  the  Hayfever  Plants  in  your  district,  and  full 
directions  for  using  Hollister-Stier  Test  and  Treatment  Sets 
arc  yours  for  the  asking.  W’rite  for  them  today. 


Hollis  ter-.Sxier 


I 


A B O RAXORIES 


Government  License  H.O.  91.  We  Specialize  in  Hayfever  Pollens  of  the  T^orthwest. 

476-481  Paulsen  Medical  and  Dental  Building  SPOKANE,  WASH. 
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low  an  1 

UNCONDITIONALLY 

GUARANTEED 

X-ray  T 

ransformer! 

The  New  i 

^ An  Original 

"Power-Plus" 

Feature 

' r-'g 

Again 

Kelley-Koett 
Leads  Out 
Ahead  of  All 
Competition 


X 


First  with  the  Stabilized  Valve  Tube  Machine. 

First  with  the  1000  M.A.  machine. 

First  with  the  “Cascaded”  Constant  Potential  Deep  Therapy  Machine. 


— First  to  present  Unconditionally  Guaranteed  transformers. 

You,  as  a purchaser,  may  now  invest  in  a “Keleket”  X-ray  machine  of  any  type  and  know 
that  you  will  never  have  to  bear  the  expense  of  a “burned  out”  transformer. 

NO  OTHER  MANUFACTURER  offers  such  a sweeping  guarantee. 

KELLEY  KOETT  CO.  is  enabled  to  make  this  offer  because  of  improved  and  perfected 
processes  of  manufacture. 

The  Keleket  line  of  “guaranteed  transformers”  now  embraces  every  type  from  the  “5-30” 
units  up  to  the  million  volt  “Cascaded”  Deep  Therapy  Machines. 

If  you  are  considering  x-ray  equipment  of  any  kind,  write  for  descriptive  literature. 

SHAW  SUPPLY  CO.,  Inc. 

Surgical  and  Hospital  Supplies 
Sole  Distributors  in  the  Northwest 


SEATTLE 


TACOMA 


PORTLAND 


/ 
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La  urel  Beach  Sanatorium — Seattle 


A private  institution  for  medical  and  surgical  treatment  of  Diseases  of  the  Chest. 
Situated  in  the  southwest  corner  of  the  city  on  the  Salt  Water  Beach. 

DR.  FREDERICK  SLYFIELD  DR.  JOHN  E.  NELSON 

City  Office,  Medical-Dental  Building 


California  Sanatorium,  Inc. 

BELMONT  (San  Mateo  County)  CALIFORNIA 

For  the  Treatment  of  Tuberculosis 
and  Diseases  of  the  Chest 


A first  class  institution  located  26  miles  south  of  San  Francisco  in  the  warm 
belt  of  the  Peninsula. 

Climate  most  equable  in  California  (by  Government  test),  never  extremely 
hot  nor  cold. 

All  Modern  Facilities  Excellent  Cuisine 

Rates  and  Prospectus  on  Request 

Dr.  Max  Rothschild  Dr.  Harry  C.  Warren 

Medical  Director  Asst.  Medical  Director 

Address — Belmont,  Calif.  San  Francisco  Office,  384  Post  St. 

Phone  Belmont  100  Phone — Davenport  4466 
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CHILDREN 


GAINED  4.84  times  as  st^'HII 

Mead’S  Cereal 


1932 


ENRICHED  WITH  MINERAL  AND  VITAMIN  CONTAINING  FOODS 


AVERAGE  INCREASE  IN  WEIGHT  of 
21  NORMAL  CHILDREN  on  CRDiNARV 


Simply  by  the  addition  of  4 ounces  of  Mead’s  Cereal 
to  their  daily  diet,  a group  of  10  children  studied  by  Sum- 
inerfeldti  gained  at  4.84  times  the  rate  of  a control  group 
fed  on  ordinary  cereal.  Yet  when  the  first  group  were 
fed  ordinary  cereals  they  gained  at  only  1.17  times  the 
expected  rate. 

These  results  are  highly  significant  considering  that  the 
patients  to  start  were  of  normal  weight  and  were  receiv- 
ing an  optimum  diet  and  hence  would  not  be  expected 
to  respond  as  well  as  a group  of  underfed  children. 

The  marked  gains  are  attributed  by  Summerfeldt  to 
the  diet  rich  in  vitamin  B,  in  which  Mead’s  Cereal  excels. 
This  palatable  food  also  contains  substantial  amounts  of 
9 essential  minerals,  and  given  with  orange  juice  and 
Mead’s  Cod  Liver  Oil,  it  supplies  all  the  vitamins  needed 
by  the  growing  child. 

'Summerfeldt,  P.:  Am.  J.  Dis.  Child.  43:285-290;  Feb.  1932. 


CEREALS,  and  MEAD’S  CEREAL 

LKweeks:  10  20 


MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana  . . . . U.  S . A . 


The  striking  feature  was  that  the  rate  of  gain 
of  the  two  groups  of  children  increased  or 
dropped  in  ratio  to  the  amount  of  Mead’s  Cereal 
in  their  diet.' 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons 
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REVOLUTIONARY 

IMPROVEMENT 

SURGICAL 

SCISSORS 


Above;  Renewable  edge 
partly  removed  from 
scissor  shank,  showing 
locking  device. 

Right;  5M"  Dissecting, 
Straight.  . , $4.25 


Those  familiar  with  the  Bard-Parker  Knife 
need  no  introduction  to  the  advantages  of 
renewable  blades.  The  Bard-Parker  Company  is 
happy  to  announce  the  successful  application  of 
this  principle  to  surgical  scissors  for  the  first  time. 


Bard-Parker  Renewable  Edge  Scissors  maintain 
the  weight,  balance  and  shape  of  standard  sur- 
gical scissors.  Dulled  cutting  edges  are  easily 
replaced  by  new  keen  edges  without  taking 
scissors  apart  or  adjusting  screw. 
Edges  automatically  lock  when  in 
position  and  cannot  come  off  in  use. 
Edges  are  uniformly  sharp,  assuring 
perfect  cutting  performance. 


Bard-Parker  Scissors  eliminate  the 
cost  of  regrinding.  They  will  far  outlast 
ordinary  scissors  because  the  shanks 
are  free  from  grinding  wear.  For 
complete  description  of  patterns  and 
prices,  ask  your  dealer  or  write  for 
further  particulars. 


PRICES:  Bard-Parker  Scissors,  stainless  steel — 
$4.25  to  $5.25  according  to  size  and  pattern. 
Renewable  Edges,  package  of  3 pair — 50  cents. 


BARD-PARKER  COMPANY,  INC. 


369  LEXINGTON  AVENUE,  NEW  YORK,  N.  Y. 
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The  JRK  Model  is  a complete  varipoise 
manually  operated  Fluoroscopic  Tilting 
Table,  providing  for  fluoroscopy  from 
Trendelenburg  to  vertical,  and  any  inter- 
mediate  angular  position.  It  is  equipped 
with  a ‘‘Power-Plus”  unconditionally  guar- 
anteed transformer. 

This  memorial  X-ray  plant  is  offered  to 
the  profession  at  a new  low  price  that  the 
the  name  of  J.  Robert  Kelley  may  become 
as  familiar  in  the  office  of  the  physician 
as  in  the  leading  institutions  of  the  na- 
tion— a ftting  tribute  to  the  man  who 
gave  his  life  to  the  advancement  of  X-ray 
science. 

Orders  taken  now  for  delivery  after  May 
1,  1932.  This  offer  expires  at  midnight, 
April  30,  1932. 

Sole  Distributor 
Pacific  Northwest 


FLUOROSCOPIC  TILTING  TABLE 


$1249 


Equipment  consists  of  12"xl8"  Fluor- 
oscopic Screen,  unconditionally  guaran- 
teed “Power-Plus”  5-30  X-ray  Trans- 
former, Remote  Control  Unit  and  Self- 
Rectified  X-ray  Tube.  Complete  as 

illustrated  for  only 

For  physicians  desiring  radiographic  apparatus,  we  will 
furnish  our  Duo-Rail  ball-bearing  tube  stand  and  Uni- 
Speed  Bucky  with  above  table,  at  an  additional  cost. 


SHAW  SUPPLY  CO.,  Inc  SEATTLE— TACOMA— PORTLAND 


60,000  VN1T!$! 

In  Every  Cutter  Hay  Fever  Treatment  Set! 


BERKELEY  CALIFORNIA 


60,000  is  not  more  than  enough 
in  many  cases.  You  would  not 
limit  yourself  to  5000  units  of 
Diphtheria  Antitoxin  to  treat 
the  mildest  case  of  diphtheria. 
Why  be  satisfied  with  minimum 
dosage  in  treating  hay  fever. 
White  for  Cutter  Geographical 
Pollen  Chart. 


LIST 

Cutter  Prices 
60,000  unit  treatment 


set  $9.00 

5 c.c.  concentrated  extract, 

1 — 10,000,  1 — 1000, 

1—100,  1—33  1/3 

dilution  5.00 

Regional  Test  Set, 

Spring  or  Fall  1.50 
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La  urel  Beach  Sanatorium — Seattle 


A private  institution  for  medical  and  surgical  treatment  of  Diseases  of  the  Chest. 
Situated  in  the  southwest  corner  of  the  city  on  the  Salt  Water  Beach. 

DR.  FREDERICK  SLYFIELD  DR.  JOHN  E.  NELSON 

City  Office,  Medical-Dental  Building 


The  Pottenger  Sanatorium 

FOR  DISEASES  OF  THE  LUNGS  AND  THROAT 
MONROVIA,  CALIFORNIA 


A thoionghly  equipped  institution  for  the  scientific  treatment  of  tuberculosis.  High  class  accommodations.  Ideal 
all-year-round  climate.  Surrounded  by  orange  groves  and  beautiful  mountain  scenery.  Forty-five  minutes  from  Los 
Angeles.  F.  M.  Pottenger,  A.M.,  M.D.,  LL.D.,  Medical  Director.  J.  E.  Pottenger,  A.B.,  M.D.,  Assistant  Medical 
Director  and  Chief  of  Laboratory.  E.  T,  Pottenger,  M.D.,  Resident  Physician. 

A clinic  for  the  diagnosis  and  study  of  such  nontuberculosis  diseases  as  asthma, 
lung  abscess  and  bronchiectasis,  is  maintained  in  connection  with  the  sanatorium. 

AddrfsT^®”^"  POTTENGER  SANATORIUM,  Monrovia,  Cal. 

Los  Angeles  Office:  Suite  1214,  Wilshire  Medical  Bldg.,  1930  Wilshire  Blvd. 
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Because  of  higher  tolerance 

Meades  DextrlMaltose  With  Vitamin  B 

may  be  added  to  the  infant’s  cow’s  milk-and-water  formulae 
in  sufficient  amounts  (up  to  l3^  oz.  per  day  wh( 
supply  in  addition  to  what  the  cow’s  milk  su^m^x,.,o.|^lgp^PY 

! 375  Units  Vitamin  B Complex  (Sher 
140  Units  Vitamin  B (Bj) — (Chick-R' 

69  Units  Vitamin  G (Bg) — (Chick-R 
5.66  mgs.  natural  Iron  Salts 
168  Calories 

— without  danger  of  intestinal  irritation  or 
other  digestive  upset. 

“Dextri-Maltose  with  Vitamin  B”  is  used  as  a carbohydrate  for  weight,  spasticity  of  arms  and  legs,  rigidity  of  neck,  restlessness, 
bottle-fed  infants  for  the  appetite-and-growth-stimulatingproperties  pallor,  low  hemoglobin.  The  vitamin  B factors  are  provided  by  the 
of  the  vitamin  B complex  it  contains,  particularly  in  cases  of  partial  addition  of  extracts  of  wheat  embryo  and  yeast.  1 gm.  is  equivalent 
vitamin  B deficiencies  described  by  Hoobler  as  anorexia,  loss  of  in  vitamin  B complex  to  .4  gm.  dried  yeast  or  .8  gm.  wheat  germ. 

niiiiiiiMiiNitiiiiiiiiiitiiiiiiiiiiiiiNiiitniiiiiiiiiiniiiiiiiitiiiitiniiiiiiiMniMiniriiniiuiiiiiiiiiiiiiiiiiiiiniiiniiMniiiiiiiiiiiiniiuniiiiniiiiiiiiiiiittiiiiiiiiiiitiiiiitiiiitiiiiiniiiiniitiiiiinitiiiiiiniiitiiiitniiiiiiiiiiniiiiniiiiiiiiniiitiiiitiiiiiniiiiniiirniiiniiiiMiiitniitniiiiiiiiniiiniiiiiiiiitiiiiniiiiiii 


Mead  Johnson  & Co,  Pioneers  i 


Infant  Diet  Materials 
\ in  Vitamin  Research 

itniiiiniiiiitiiitiiiiiTtiiiitiiiitiiiMiimiiiitiimmimiiiiiiiimiiiMiiiitiiiiMiimiiiiTiiiiMiiimiimiimniiiiiimiiiimiiiniimiiiiiiiiiiiniiiiiiiiiimiiiiimiiiim 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons. 


Evansville,  Ind.,  U.S.A. 
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More  than  500  physicians  in  the  Northwest  who  regularly 
administer  Hollister- Stier  Hay  Fever  Treatments  report 
this  high  percentage  of  efficacy  . . . 90%  satisfactor)' 
results.  The  reason  for  success  in  9 out  of  every  10  cases 
is  not  so  difficult  to  find.  Hollister-Stier  Antigens  are 
the  result  of  9 years  intensive  botanical  research.  Not 
only  were  surv'eys  made  of  ever>-  causative  plant  in  the 
15  districts  of  the  Northwest,  but  pollens  from  all  of  the 
causative  local  plants  have  been  collected.  Extracts  are 
made  under  the  most  careful  and  scientific  methods 
known.  As  a result  accurate  diagnosis  and  correct  treat- 
ment necessarily  follow.  You,  too,  can  secure  this  high 
degree  of  successful  treatment  if  you  use  Hollister-Stier 
Test  and  Treatment  Sets  exclusively.  Further  informa- 
tion gladly  supplied  upon  request. 
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MEOtCAl. 
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A survey  of  the  Hay 
Fever  plants  in  your 
district  and  full  direc' 
tions  for  using  HolliS' 
ter-Stier  Test  and 
Treatment  Sets  are 
your  merely  for  the 
as\ing.  Write  for  them 
today. 


Government  License  Ff.o.  91.  We  Specialize  in  Hay  fever  Pollens  of  the  J^orthwest., 
476-481  Paulsen  Medical  and  Dental  Building  SPOKANE,  WASH. 
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Satisfactory 


RESULTS 
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Hay  Fever 
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SEATTLE 


SHAW  SUPPLY  CO.,  Inc. 

Sole  Agents  for  the  Northwest 

TACOMA  PORTLAND 


Keleket 


X-RAY  EQUIPMENT 


This  KELEKET  VALVE  TUBE  Deep  Therapy 

X-Ray  Machine 


is  installed  in  the  tne  offices  of 


DR.  JAMES  T.  CASE,  in  Chicago 


This  machine  is  the  “Cascaded  Constant  Potential”  type.  Transformers  UNCON- 
DITIONALLY GUARANTEED.  Voltage  300,000;  M.A.  30.  The  most  powerful  X-Ray 
machine  in  service  today.  Voltages  up  to  a million  are  possible  with  this  remarkable 
machine,  simply  by  adding  additional  units. 

Dr.  Case  is  an  internationally  known  radiologist.  His  new  laboratory  on  North 
Michigan  Boulevard  is  equipped  throughout  with  Kelley  Koett  valve  tube  apparatus  and 
accessories. 

KELEKET  apparatus  has  no  real  competitors.  Whether  it  be  a small  5/30  unit — or  a 
single  valve  unit — or  a 4 vale  unit  or  the  powerful  deep  therapy  unit  herein  illustrated — 
each  in  its  respective  class  will  “out-perform"  any  similar  machine  on  the  market. 

The  reason  for  this  was  tersely  indicated  by  the  sales  manager  of  one  of  the  other 
large  X-Ray  manufacturers,  when  he  said,  “I  regard  Wilbur  Werner,  the  designing  engineer 
of  the  Kelly-Koett  Co.,  as  the  ablest  engineer  in  the  X-Ray  industry.” 

Be  fair  to  yourself,  and  get  the  facts  about  Keleket  X-Ray  equipment  before  buying. 
Descriptive  bulletins  gladly  furnished  on  request. 
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La  urel  Beach  Sanatorium — Seattle 


A private  institution  for  medical  and  surgical  treatment  of  Diseases  of  the  Chest. 

Situated  in  the  southwest  corner  of  the  city  on  the  Salt  Water  Beach. 

DR.  FREDERICK  SLYFIELD  DR.  JOHN  E.  NELSON 

City  Office,  Medical-Dental  Building 


LIVERMORE  SANITARIUM 


The  Hydropathic  Department  de<* 
voted  to  the  treatment  of  general 
diseases  excluding  surgical  and 
acute  infectious  cases.  Special  at> 
tention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 

The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tion with  privacy  and  comfort. 


Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country.  Indoor  and 
outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

A resident  medical  staff.  A large  and  well  trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 


Information  and  circulars  upon  request 
Address  CLIFFORD  W.  MACK,  M.D. 
Medical  Director 

Livermore,  California  Telephone  7-J 


CITY  OFFICES; 

San  Francisco  Oakland 

450  Sutter  Street  1624  Franklin  Street 

KEarny  6434  GLencourt  5989 
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Summer-Time  Use  of  Viosterol 


No  doubt  during  the  hot  weather,  when  fat  tolerance  is  lowest,  you  will  wish  to 
do  what  so  many  physicians  have  found  a successful  practice;  Transfer  cod  liv- 
er oil  patients  to  Mead’s  Viosterol  in  Oil  250  D. 


LIBRARY 


Due  to  its  negligible  oil  content  and  its  small  dosage.  Mead’s  Viosterol  in  Oil 
250  D supplies  Vitamin  D without  upsetting  the  digestion,  so  that  even  the 
most  squeamish  patient  can  “stomach”  it  without  protest. 

There  are  at  least  two  facts  that  strongly  indicate  the  reasonablenj 
above  suggestion; 

(1)  In  prematures,  to  whom  cod  liver  oil  cannot  be  given  in  suffi 
without  serious  digestive  upset,  it  is  an  incontrovertible  fact  th; 
in  Oil  250  D is  the  antiricketic  agent  of  choice. 

(2)  In  Florida,  Arizona  and  New  Mexico,  where  an  unusually  high 
of  sunshine  prevails  at  all  seasons,  Mead’s  Viosterol  in  Oil  250  D 
increasingly  in  demand,  as  physicians  realize  that  sunshine  alone 
always  prevent  or  cure  rickets. 


2nt  dosage, 
Vioste^  *'>* 


k.'tj  .[  jo 2 


3’HILAO 


You  are  invited  to  send  for  samples  of  Mead’s  Viosterol  in  Oil  250  D for  clinical 
use  during  the  summer  months  to  replace  cod  liver  oil.'’’ 


Mead  Johnson  8s  Co.  vitSTes^ch  Evansville,  Ind.,  U.S.A. 

* Unlike  vitamin  D which  is  relatively  scarce  in  common  foodstuffs,  vitamin  A (contained  in  cod  liver  oil)  is  fortu- 
nately abundant  in  the  daily  diet — butter,  milk,  eggs,  and  a dozen  vegetables  all  afford  vitamin  A in  liberal  amounts. 
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BARD-PARKER 
STERILIZING  JAR 

Ideal  forusewith  BarD- 
Parker  Germicide. 

Equipped  with  adjust- 
able instru  men  f holder, 
rubber  mat  and  air- 
tight cover.  Price, 
complete — $4.75. 


BARD-PARKER  Form^lJehyde  GERMICIDE 

Micro-photogrophs  of  steel 

increases  the  life  of  your  instruments 


o.. preserves  keen  cutting  edges 


REPORTS  OF  BACTERIOLOGICAL  TESTS  SENT  UPON  REQUEST 


BARD-PARKER  Formaldehyde 
GERMICIDE:  (l)  Does  not  rust  or 
corrode  scalpels,  forceps,  scis- 
sors, needles  or  other  metal  in- 
struments. (2)  Preserves  the  keen 
edges  of  Bard-Parker  knives  and 
the  points  of  suture  and  hypo- 
dermic needles.  (3)  Does  not  rust 
the  joints  or  ratchets  of  forceps. 
(4)  Is  non-injurious  to  rubber 
gloves  and  glass.  (5)  Drys  rapidly 
without  residue,  after  removal  of 
instruments,  rinsing  or  wiping 


unnecessary.  (6)  Is  clear,  color- 
less and  non-staining.  (7)  De- 
stroys non-spore  bearing  patho- 
genic organisms  in  10  seconds 
to  2 minutes.  (8)  Destroys  the 
spore  bearing  organisms,  c. 
tetani,  b.  anthracis  and  their 
spores  within  1 hour. 

PRICES:  Pint  bottles,  $1.00  each. 
Quart  bottles,$1.75each.  Gallon 
bottles,  $5.00  each.  Order  for 
carton  (4  gal.)  lots— 10%  discount. 


Ed^e  of  Bard-Parker  blade 
after  36  hours  in 
Bard-Parkfr  t ormaidthvde 
GtRMICIUE. 


Parker,  White  & Heyl,  Inc. 

369  Lexington  Ave.,  New  York,  N.Y. 


Edtre  of  Ba»‘d-Parker  blado 
after  boiline  in  water 
for  5 minutes. 


Edffe  o^  Bard-Parker  blado 
before  treatment. 
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M E AD’S 


CEREAL 

enriched  with  mineral  and 
^•TaMIN  containing  F0015^: 


WHEN  INDICATED*^  AND  WHY 


L 

'i  i 


PREGNANCY  — Mead’s  Cereal  has  important  amounts  of  praetically  every  mineral 
present  in  the  human  body.  It  eontams  0.22  Gm.  Ca  and  0.17  Gm.  P per  oz.,  and  thus 
aids  in  protecting  the  mother’s  bones  and  teeth. 

L ACTATION“  Containing  15%  wheat  germ,  Mead’s  Cereal  is  rich  in  vitamin  B complex, 
likely  to  be  deficient  in  breast  milk. 

SECONDARY  ANEMIA — Higher  than  any  other  food  in  iron  and  containing  generous 
amounts  of  copper  needed  as  a catalyzer,  this  palatable  food  has  been  shown  to  in- 
crease the  hemoglobin. 

INFANT  FEEDING  —With  an  antiscorbutic  and  Mead’s  Newfoundland  Cod  Liver  Oil, 
Mead’s  Cereal  supplies  all  vitamins  and  minerals  needed  for  the  first  solid  food. 

COLITIS  —Though  rich  in  vitamins  and  minerals.  Mead’s  Cereal  has  a low  residue. 

CALCIUM-PHOSPHORUS  DEFICIENCIES  —Mead’s  Cereal  contains  more  calcium  and 
phosphorus  than  most  common  foodstuffs. 

VITAMIN  B DEFICIENCIES  — Mead’s  Cereal  is  helpful  in  correcting  anorexia  and 
spasticity  in  infants. 

NORMAL  PERSONS  OF  ALL  AGES — No  other  food  is  so  rich  in  such  variety  of 
minerals  as  Mead’s  Cereal.  It  thus  becomes  a valuable  protective  food  for  the  normal 
individual  as  well  as  the  sick. 


Mead’s  Cereal  is  a delicious  food  that  is  relished  by  infants,  children,  and  adults  alike. 
Write  for  samples  and  recipes  for  your  household  use. 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons 
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La  urel  Beach  Sanatorium — Seattle 


A private  institution  for  medical  and  surgical  treatment  of  Diseases  of  the  Chest. 
Situated  in  the  southwest  corner  of  the  city  on  the  Salt  Water  Beach. 

DR.  FREDERICK  SLYFIELD  DR.  JOHN  E.  NELSON 

City  Office,  Medical-Dental  Building 


CANYON  SANATORIUM  ^ sanatorium  for 

the  1 reatment  or  1 uberculosis 

REDWOOD  CITY,  CALIFORNIA 


For  particulars  address  RALPH  B.  SCHEIER,  M.  D.,  MEDICAL  DIRECTOR 
490  Post  Street  San  Francisco,  California  Telephone  DOuglas  4486 
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Summer-Time  Use  of  Viosterol 


No  doubt  during  the  hot  weather,  when  fat  tolerance  is  lowest,  you  will  wish  to 
do  what  so  many  physicians  have  found  a successful  practice:  Transfer  cod  liv- 
er oil  patients  to  Mead’s  Viosterol  in  Oil  250  D. 


Due  to  its  negligible  oil  content  and  its  small  dosage.  Mead’s  Viosterol  in  Oil 
250  D supplies  Vitamin  D without  upsetting  the  digestion,  so  that  even  the 
most  squeamish  patient  can  “stomach”  it  without  protest. 

There  are  at  least  two  facts  that  strongly  indicate  the  reasonable! 
above  suggestion:  f/'ZS'  LIBRARY 

(1)  In  prematures,  to  whom  cod  liver  oil  cannot  be  given  in  suffi'  ‘ ' '' 
without  serious  digestive  upset,'  it  is  an  incontrovertible  fact  t| 
in  Oil  250  D is  the  antiricketic  agent  of  choice. 

(2)  In  Florida,  Arizona  and  New  Mexico,  where  an  unusuaUy  high 
of  sunshine  prevails  ai  all  seasons.  Mead’s  Viosterol  in  Oil  250  D 
increasingly  in  demand,  as  physicians  realize  that  sunshine  alone 
always  prevent  or  cure  rickets. 

You  are  invited  to  send  for  samples  of  Mead’s  Viosterol  in  Oil  250  D for  clinical 
use  during  the  summer  months  to  replace  cod  liver  oil.* 


Mead  Johnson  65  Co.  vi.SS TesSrci.  Evansville.  Ind.,  U.S.A. 

* Unlike  vitamin  D which  is  relatively  scarce  in  common  foodstuffs,  vitamin  A (contained  in  cod  li'ver  oil)  is  fortu- 
nately abundant  in  the  daily  diet — butter,  milk,  eggs,  and  a dozen  vegetables  all  afford  vitamin  A in  liberal  amounts. 
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BARD-PARKER 

RENEWABLE  EDGE 

SCISSORS 

(Sfoinless  Steel) 

REQUIRE  NO 
REGRINDING 


PRICES;  Bard-Parker  Renewable 
Edge  Scissors,  stainless  steel  — 
$4.25  to  $5.25  according  to  size 
and  pattern.  Renewable  edges, 
package  of  3 pair — 50  cents. 


Anew  application  of  a very  fa- 
miliar principle  is  responsible 
for  this  revolutionary  improvement 
in  surgical  scissors.  The  cutting  edges 
of  Bard-Parker  scissors  are  easily 
replaced  with  new  keen  edges  elim- 
inating costly  and  unsatisfactory  re- 
grinding. New  edges  are  uniformly 
sharp  assuring  perfect  cutting  per- 
formance. 

Since  there  is  no  grinding  wear  on 
^ the  shanks,  Bard-Parker  scis- 
■>  sors  far  outlast  ordinary  scis- 
sors, effectively  cutting  down 
replacements.  The  original 
cost  of  Bard-Parker  stainless 
steel  scissors  is  low.  You  will 
find  them  not  only  less  ex- 
pensive to  buy  but  far  more 
economical  in  upkeep  as 
well,  due  to  the  renewable 
edge  feature. 


Above:  6%’ Dissecting,  straight, 
stainless  steel — $4.75. 

Right:  Renewable  edge  partly  re- 
moved from  scissor  shank,  show- 
ing locking  device. 


BARD-PARKER  COMPANY,  inc. 


369  LEXINGTON  AVE.,  NEW  YORK,  N.  Y. 

A BARD-PARKER  PRODUCT 
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For  Constipation,  Colitis 
or  /ntostinal  Toxemia.... 


Try 

BACILLUS  ACIDOPHILUS 
(Hollister-Stier) 

...  at  our  Expense 


Hundreds  of  Northwest  Physicians  have  accepted  a 
30-day  trial  treatment  such  as  is  offered  here,  and 
now  prescribe  this  treatment  regularly  because  of  the 
excellent  results  they  have  obtained. 


Hollister-Stier 


Bacillus  Acidophilus 

Lactose  - Dextrin  ^ 
Mixture 


ContAufs 

One  8-ounce  bottle  of  Bacillus 
Acidophilus  culture  and  one 
8K>unce  package  of  Lactose* 
Dextnn  Mixture. 


So  may  you  . . . the  proof  is  definitely  up  to  us.  If 
you  have  not  used  Acidophilus  therapy  in  your  gas- 
tro-intestinal  cases,  this  will  be  a fine  opportunity  to 
test  it.  If  you  have  used  other  Acidophilus  cultures, 
you  will  be  pleased  to  observe  the  superior  results  of 
this  new  Hollister-Stier  product.  An  eight-ounce 
package  of  Lactose-Dextrin  Mixture  is  supplied  in 
conjunction  with  this  culture. 

We  will  send  six  bottles  ( a FRESH  supply  each  five 
days)  without  obligation,  to  any  practicing  physician, 
upon  his  agreement  to  use  them  in  his  most  obstinate 
case  of  Constipation,  Colitis  or  Intestinal  Toxemia, 
and  his  promise  to  report  results  of  the  treatment  at 
the  end  of  the  30-day  period.  That’s  fair,  isn’t  it? 


To  lx  loLm 
accordmj;  to  Ooclor’s 
dirrctiOTU 


Hollister-<^tier 
I ABORATORI ES 


OLLIS  TER  - St 

I.ABORAXORI 

m 


I E 

E S 


R 


Govt.  License  No.  91.  We  specialize  in  Hayfever  Pollens 
of  the  Northwest. 

476-481  Paulsen  Medical  8C  Dental  Bldg.,  Spokane,  Wash. 


TRY  IT— 30  DAYS 
...  at  our  Expense! 


Please  send  me  the  30-day  treatment  of  Hollister-Stier  Bacillus 
Acidophilus.  I agree  to  use  this  in  one  of  my  most  obstinate 
cases,  and  report  results  to  you  at  the  end  of  the  treatment 
period. 


Name  

Street  

City  State 
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La  urel  Beach  Sanatorium — Seattle 


A private  institution  for  medical  and  surgical  treatment  of  Diseases  of  the  Chest. 

Situated  in  the  southwest  corner  of  the  city  on  the  Salt  Water  Beach. 

DR.  FREDERICK  SLYFIELD  DR.  JOHN  E.  NELSON 

City  Office,  Medical-Dental  Building 


SOUTHERN  SIERRAS  SANATORIUM 

For  Tuberculosis  and  Allied  Affections 
BANNING,  CALIFORNIA 
On  the  Edge  of  the  Desert 
Climate  Favorable  Throughout  the  Year 

Many  aids  for  comfort  and  convenience.  Tempting,  tasteful  foods  prepared  by  a woman  cook. 

Simmons’  Beautyrest  mattresses  throughout.  Special  dietaries  when  required. 

Radio  connection  in  each  apartment.  A spot  of  beauty  in  an  atmosphere  of  contentment. 

RATES  WITHIN  THE  MEANS  OF  THE  AVERAGE  PATIENT 
A REPUTATION  FOR  SERVICE  AND  SATISFACTION 
CHARLES  E.  ATKINSON,  M.D. 

Medical  Director 
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Why  “Sweeten”  the  Baby’s 


DEXTRI-MALTOSE  IS  A CARBOHYDRATE 
THAT  DOESN’T  CLOY  THE  BABY’S  APPETITE 


I When  the  time  comes  to  feed  soups,  vegetables  and  cereals  | 

I to  the  infant  whose  formula  has  been  modified  with  Dextri-  | 

I Maltose  (not  a sweetener)  — both  the  physician  and  the  | 

I mother  are  gratified  to  notice  the  baby’s  eager  appetite  for  | 

I solid  foods,  because  | 

I Dextri-Maltose  Does  Not  Cloy  | 
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Please  enclose  professional  card  when  requestingsamples  of  Mead  Johnson  products  to  cooperate  in  preventingtheir  reaching  unauthorized  persons 
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Federal  and  Darigold 
Evaporated  Milk 


These  superior  brands  of  evaporated  milk  are 
produced  in  the  Pacific  Northwest  where  the 
world’s  finest  herds  supply  the  fresh  product,  high 
in  healthful  nutriment  and  mineral  content. 

It  is  with  pleasure  that  we  announce  formal 
“acceptance”  of  FEDERAL  and  DARIGOLD  by 
the  American  Medical  Association,  as  foods  merit- 
ing high  rating. 

Every  modern  sanitary  precaution  surrounds  the 
production  of  these  first-quality  brands.  Prescribe 
FEDERAL  or  DARIGOLD  and  feel  certain  your 
patients  are  receiving  the  very  finest  of  the  dairy’s 
products. 
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SEATTLE  - TACOMA 
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All  Modern  Facilities  Excellent  Cuisine 
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The  growing  baby’s  eager  appetite 
for  soups,  vegetables  and  cereals 


results  from  your  modify- 
ing his  cow’s  milk  formu- 
la, not  with  “a  sugafr^h^^ 
cloys  his 


Dextri|Maitt)Se, 

a non-clqyin^carboh^d0iat4^ 

that  is  absorbed  hi^ 
nal  tract,  without  fermentation 
with  a greater  limit  of  tolerance 
than  any  “sugar”.  Its  bacteriolog- 
ical cleanliness  is  also  a point 
in  its  favor. 


MEAD  JOHNSON  & CO.,  EvansviUct  ind.^  U,S.A,^  Pioneers  in  Vitamin  Research  and  Specialists  in  Infant  Diet  Materials 
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infections  • • 
snrtfery  ... 
preynnncy . 

itnpendiny  or  uctnul  cornu 


these  conditions  in  diabetics 

may  require  the  use  of . . . INSULIN 


W’’HEN  dietetic  treatment  alone  will  not  keep  a patient  well-nourished, 
sugar-free  and  at  work,  Insulin  should  be  employed.  It  may  also 
be  used  to  advantage  when  infections,  surgery,  or  pregnancy  place  an 
added  strain  upon  the  patient. 


The  administration  of  Insulin  permits 
the  patient  to  enjoy  a wider  variety  of 
foods  of  higher  carbohydrate  and  lower 
fat  value.  This,  according  to  Sansum,  aids 
in  combatting  high  blood  pressure  com- 
plications and  results  in  the  patient  feel- 
ing stronger  and  more  mentally  alert. 

Insulin  Squibb  is  used  by  more  institu- 
tions, more  physicians  and  more  patients 
than  ever  before.  This  is  in  harmony 
with  the  production  of  an  Insulin  that  is 
highly  purified,  highly  stable,  and  remark- 
ablyfree  from  protein  reaction-producing 
substances.  The  great  care  taken  in  the 
assay  of  Insulin  Squibb  makes  it  of  uni- 
form potency  and  always  dependable. 


INSULIN  SQUIBB 
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A Home  Product 
Of  Highest  Quality 
FEDERAL  and  DARIGOLD  Evaporated 
Milk  produced  in  the  most  modern,  sanitary 
plants  here  in  Washington,  assure  your  pa- 
tients of  a product  “Accepted”  by  the 
American  Medical  Association,  a food  meet- 
ing all  the  strict  requirements  of  this  organi- 
zation. 
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SEATTLE  - TACOMA 
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PHENYLAZO-ALPHA-ALPHA  DIAMINO  PYRIDINE  M 0 N 0-HYDR  O C H LO  R I D E (MANUFACTURED  BY  THE  PYRIDIUM  CORPORATION) 

FOR  URINARY  INFECTIONS 

In  the  treatment  of  diseases  of  the  genito-urinary  tract 
where  urinary  antisepsis  is  important,  physicians  are 
showing  a marked  preference  forPyridium  because  of 
its  chemical  stability,  penetrating  action,  and  antibac- 
terial properties.  Literature  describing  the  clinical  use 
of  Pyridium  will  be  promptly  furnished  on  request. 

MERCK  & CO.  Inc. 

MANUFACTURING  CHEMISTS  • RAHWAY,  NEW  JERSEY 
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Enlightened  Sele-Interest 


prompts  many  physicians  to  specify  MEAD 
PRODUCTS.^  First,  because  they  are 
gooci  reliable  products,  skillfully  made  for 
their  specialized  uses.  Second,  because  Mead 
Johnson  6C  Company  believe  in  and  faith- 
fully practice  the  principles  that  redound 
to  the  medical  profession’s  own  interest, 
for  example:  (1 ) Mead  Products  are  never 
advertised  nor  radio-broadcast  to  the  laity, 


tions  on  or  in  packages,  (3)  Mead  Johnson 
6c  Company  supply  no  circulars  to  druggists 
to  be  handed  to  patients,  (4)  Mead  Johnson 
6C  Company  do  not  hire  space  in  drug  store 
windows  for  displaying  Mead  Products  to 
the  public,  (5)  Mead  Johnson  8c  Company 
do  not  circularize  new  mothers  via  birth  lists, 
(6)  Mead  Johnson  Company  refer  all  in- 
quiries for  medical  information  from  the 


(2)  Mead  Products  carry  no  dosage  direc-  public  to  the  family  phy^ 

JVhen  more  physicians  specify  MEAD’S, 
more  babies  will  be  fed  by  medical  men. 


OF 


Dextri-Maltose  Nos.  1,  2 and  3;  Dextri-Maltose 
with  Vitamin  B;  Mead’s  Viostcrol  in  Oil 
250  D;  Mead’s  10  D Cod  Liver  Oil;  Mead’s 
Brewers  Yeast  Powder;  Casec;  Recolac;  Sobee; 


Mead’s  Newfoundland  Cod  Liver  Oil^'McatPy*'' 


Cereal;  Mead’s  Powdered  Lactic  ^cid  Milk  \\\^ 
Nos.  1 and  2;  Mead’s  Po'w^i‘edFWh^|J^\_V'A^ 
Milk;  Alacta;  Mead’s  Powdered  Pfr^' 


MEAD  JOHNSON  8i  COMPANY,  Evansville,  Indiana,  U.S.A. 
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FACTS  u£<yut  A B B 0 T T S 
HALIVER  OIL  urvtA  Vioiijeji(r£  2 s o-d 


ABBOTT’S  Haliver  Oil  with  Viosterol  2 50  D 
is  the  natural  oi!  from  halibut  livers  blended 
with  a pure,  wholesome  vegetable  oil  to  insure  a 
uniform  Vitamin  A potency  sixty  timesxhax  of  high 
grade  cod  liver  oil,  containing  500  units  per  gram, 
and  is  supplemented  with  Viosterol  to  make  the 
VitaminDpotency  e^«^?/to  thatofViosterol  2 50D. 
Ten  drops,  or  one  small  capsule,  furnishes  the 
same  amount  of  Vitamin  A as  3 teaspoonfuls  of 
cod  liver  oil  and  the  same  number  of  antirachitic 
units  as  10  drops  of  Viosterol  2 500.  This  small 
dosage  eliminates  the  difficulty  of  administration, 
and  the  frequent  nausea  and  gastric  distress  from 
cod  liver  oil. 

Abbott’s  Haliver  Oil  with  Viosterol  2 50  D is 
available  in  5-cc.  and  50-cc.  containers  equipped 
with  special  droppers;  and  in  bo.xes  of  2 5 and 
100  small,  soft,  elastic  3-min.  capsules. 

Daily  dose  to  infants,  8 to  10  drops;  premature 


and  rapidly-growing  infants,  15  drops;  older 
children,  10  to  20  drops  {ot  1 to  2 capsules^; 
adults,  especially  nursing  and  expectant  mothers, 
20  drops  {oi  2 capsules/  or  more,  as  directed  by 
the  physician. 

Prescription  pharmacies  throughout  the  country 
are  stocked  with  Abbott’s  Haliver  Oil  with  Vios- 
rerol  2 50  D.  You  can  start  prescribing  today 
to  promote  growth  and  improve  nutrition  and 
health;  to  aid  in  the  prevention  and  cure  of  rick- 
ets, and  certain  other  bone  conditions  and  tooth 
disorders;  for  pregnant  and  lactating  mothers; 
and  wherever  cod  liver  oil  or  viosterol  have  been 
used  in  the  past. 

NEW  — HALIVER  OIL  PLAIN 

Natural  oil  from  fresh  halibut  livers,  without  Viosterol.  Each 
3-min.  capsule,  or  ten  drops,  contains  at  least  8500  units 
of  Vitamin  A,  equivalent  to  more  than  4 teaspoonfuls  of 
cod  liver  oil.  Supplied  in  10-cc.  bottles  with  special  drop- 
pers, and  boxes  of  50  soft,  elastic,  3 -min.  capsules. 


ABBOTT  LABORATORIES,  North  Chicago,  Illinois 


MEWr  VOIK,  242  F»«rtb  Aveaat  ST.  LOUIS,  4455  Daaeaa  Aveaat 

CmCAfiO,  700  North  Nfahatb  Aveaat  SEATTLE,  2013  Faarth  Avtaae 

MONTREAL  MEXICO  CITT  BOMBAY 


SAN  FRANCISCO,  612  Howard  Street 
LOS  ANCELES,  420  Sooth  Saa  Fedre  St. 
LONDON 
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“If  one  wishes  to  fortify  cod  liver  oil,  it  is  far  more 
reasonable  and  efficacious  to  increase  its  potency 
by  adding  a small  amount  of  viosterol,  which  is  a 
specific  in  the  prevention  and  cure  of  rickets,  as  it 
brings  about  calcification  not  only  of  the  bone  but 
of  the  proliferating  cartilage  as  well.”  (Hess, 
Alfred  F.,  Am.  J.  Dis.  Child.  41:1081;  May,  1931.) 

is  the  choice  of  many  discriminating  physicians  because  it  represents  the 
long  pioneer  experience  of  Mead  Johnson  & Company  in  the  fields  of 
cod  liver  oil  and  viosterol.  Mead’s  10  D Cod  Liver  Oil  is  the  only  brand 
that  combines  a//  of  the  following  features; 

1.  Council-accepted.  2.  Made  of  Newfoundland  oil  (reported  by  Profs. 
Drummond  and  Hilditch  to  be  higher  in  vitamins  A and  D than  Norwe- 
gian, Scottish  and  Icelandic  oils).  3.  Supplied  in  brown  bottles  and  light- 
proof cartons  (these  authorities  have  also  demonstrated  that  vitamin  A 
deteriorates  rapidly  when  stored  in  white  bottles). 


MEAD’S  10  D 


Coc 

1 Liver  Oil 

witl 

1 Viosterol 

In  addition,  Mead’s  10  D Cod  Liver 
Oil  is  ethically  marketed  without 
public  advertising  or  dosage  direc- 
tions or  clinical  information.  With 
Mead’s  — jou  control  the  case. 


Mead’s  10  D Cod  Liver  Oil  is  therefore  worthy  of  your 
personal  and  unfailing  specification.  This  product  is  sup- 
plied in  3-oz.  and  16- oz.  brown  bottles  and  light-proof  car- 
tons. The  patient  appreciates  the  economy  of  the  large  size. 

MEAD  JOHNSON  & COMPANY 
Evansville,  Ind.,  U.S.A. 

PIONEERS  IN  VITAMIN  RESEARCH 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons. 
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Now  VITAMIN  D Certified  Milk 

from  Carnation  Milk  Farm 

Vitamin  D Milk  produced  by  the  famous  pure-bred  Holstein  cows 
of  the  Carnation  Milk  Farm  is  now  made  available  in  Seattle — the 
only  city  in  the  Pacific  Northwest  where  this  type  of  milk  is  now 
supplied. 

It  is  produced  under  certification  requirements  by  specially  selected 
cows — tuberculin-free  and  abortion-free — fed  on  irradiated  yeast  by 
the  Steenbock  Process,  U.  S.  Patent  No.  1680818,  by  license  from 
Wisconsin  Alumni  Research  Foundation. 

Carnation  Vitamin  D Certified  Milk  contains  12  to  16  times  the 
Vitamin  D jwtency  of  regular  milk  (160  units)  and  will  be  tested 
periodically  to  assure  the  maintenance  of  this  potency.  Physicians 
and  Dentists  can  now  incorporate  V-D  Milk  in  the  diet  and  be  sure 
that  their  patients  automatically  obtain  sufficient  amounts  of 
Vitamin  D. 

In  order  that  this  milk  may  be  within  the 
reach  of  any  family  its  price  has  been 
fixed  at  only  12  cents  per  quart,  delivered 

Carnation  Company 

— 

Fresh  Milk  Division 

GArfield  0434 
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PURITY 

EFFECTIVENESS 

SAFETY 


From  J.  T.  Gwathmey’s  "Anesthesia — Second 
Kevision"  by  permission  of  MacMillan  Co. 


Squibb  ether  has  a record  of  74  ® 

years  of  clinical  experience.  In  millions  of 
cases  it  has  proved  its  dependability  by  ^ 
carrying  patients  safely  through  the  un- 
conscious and  post-operative  periods  with  a mini- 
mum of  danger.  Today,  as  always,  Squibb  Ether 
is  the  standard  anesthetic  ether. 

Squibb  Ether  is  packaged  in  a copper-lined 
container — the  result  of  years  of  research  to  pro- 
tect ether  against  deterioration.  It  is  the  only 
ether  so  packaged  to  prevent  the  formation  of 
oxidation  products.  A special  mechanical  closure 
prevents  contamination  of  the  ether  by  solder 


or  soldering  flux.  The  cap  is  designed  so  that  a 
safety  pin  may  be  inserted  to  provide  a handy 
dropper  for  administration  of  the  ether  by  the 
Open  Drop  Method. 

Squibb  Ether  will  maintain  indefinitely  the 
same  high  degree  of  purity  and  effectiveness 
as  when  it  was  packaged.  It  is  the  safest,  most 
convenient,  and  most  economical  ether  for 
surgical  use. 


For  literature  giving  complete  rules  for  Open 
Ether  Anesthesia,  write  the  Anesthetic  De- 
partment, 745  Fifth  Avenue,  New  York  City 

SQUIBB  ETHER 
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Laurel  Beach  Sanatorium — Seattle 


A private  institution  for  medical  and  surgical  treatment  of  Diseases  of  the  Chest. 
Situated  in  the  southwest  corner  of  the  city  on  the  Salt  Water  Beach. 

DR.  FREDERICK  SLYFIELD  DR.  JOHN  E.  NELSON 

City  Office,  Medical-Dental  Building 


The  Tumor  Institute  of  The  Swedish  Hospital 

1213  MARION  STREET  ELiot  0481  SEATTLE,  WASHINGTON 

An  Institution  Devoted  to  the  Treatment  of  Cancer  and  Allied  Diseases 
A Radium  Emanation  Plant  Is  Installed 

The  building  shown  above  is  under  construction  and  is  designed  to  house  the  new 
X-Ray  apparatus.  Drs.  Ward  and  Betts  are  in  charge. 
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ENRICHED  WITH  MINERAL  AND  VITAMIN  CONTAINING  FOODS 

a preventive  of  dietary  deficiencies 


Mead’s  Cereal  con- 
tains 9 of  the  10 
minerals  and  4 of 
the  6 vitamins  which 
McCollum  declares 
to  be  indispensable 
elements  in  the  diet. 


SO  RICH  is  Mead’s  Cereal  in 
proteetive  food  faetors  that 
when  supplemented  with  an 
antiseorhutic*  and  an  antiriek- 
etief  it  supplies  all  the  vitamins 
and  minerals  needed  hy  the 
hody.  Containing  6 times  as 
mueh  ealcium  as  fluid  milk, 
twice  as  much  phosphorus  as 
rolled  oats  and  having  more  iron 
than  any  other  food,  Mead’s 
Cereal  is  in  addition  high  in 
copper  (essential  to  iron  metah- 


olism) and  in  vitamin  B com- 
plex. Clinical  studies  have  shown 
it  to  he  of  value  in  increasing  the 
weight  of  children  and  raising 
the  hemoglobin.  This  delicious 
food  also  recommends  itself  for 
the  calcium-phosphorus  defi- 
ciencies of  pregnancy,  for  pro- 
phylaxis against  dental  caries, 
for  colitis  and  postoperative  cases 
(it  has  a low  residue),  and  for 
infant  feeding.  Its  tasty  flavor 
appeals  to  all. 


*0ranges.  Tomatoes,  Etc. 

\M.ead's  Viosterol,  Mead’s  Newfoundland  Cod  Liver  Oil,  Mead's  10  D Cod  Liver  Oil 


MEAD  JOHNSON  & COMPANY,  Evansville,  Ind.,  U.S.A., — Pioneers  in  Vitamin  Research 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons 
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Treat  Pneumonia  with 
concentrated  and  standardized 


Pneumococcus  Antibody 
Globulin  Type  1,  Mulford 


XEL  MOCOCCL  S Antibody  Globulin  Type  1, 
Mulford  is  our  new  concentrated  and  stan- 
dardized form  of  pneumococcic  antibodies  prepared 
according  to  tbe  method  of  Felton. 

Its  concentration  has  important  therapeutic  signi- 
ficance. Tests  show  a protective  value  ten  or  more 
times  that  of  the  serum  from  which  it  is 
made. 

Its  standardization  in  terms  of  units 
means  certainty  in  dosage  and  uniformity  of 
therapeutic  expectation  from  different  lots. 


Serum  sickness  is  minimized.  The  refining  proc- 
esses have  removed  most  of  the  serum  proteins,  so 
that  the  allergic  type  of  reaction  is  fortunately  rare. 

Pneumococcus  Antibody  Globulin  Type  1,  Mul- 
ford produces  best  results  when  administered  early 
in  the  disease.  Initial  doses  of  10,000  and  20,000 
units  within  the  first  hour  are  repeated 
at  8-hour  intervals  until  improvement 
appears. 

Supplied  in  syringes  of  10,000  units  and 
20,000  units.  Further  information  on  request. 


MULFORD  BIOLOGICAL  LABORATORIES 


Sharp  & Dohme 

PHILADELPHIA 


BALTIMORE 
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• • • • Greater  Aloe  Catalog  • # • • 

. . . Yours  For  the  Asking! 

LOWEST  PRICES  IN  HISTORY 
ON 

SURGICAL  INSTRUMENTS 
EQUIPMENT  and  SUPPLIES 

Contains  listings  of  your  every  want  at  LOWEST  PRICES 
IN  HISTORY;  Thousands  of  items;  Aseptic  Steel  Fumi- 
ture  in  your  choice  of  colors,  Reception  Room  Furniture, 
Physical  Therapy  Apparatus,  Chrome  Plated  Instruments, 
Diagnostic  Instruments  and  Apparatus,  Laboratory  Ap- 
paratus.  Supplies,  Orthopedic  Supplies,  Etc.  Eveiything 
for  a distinctive  armamentarium.  Just  mail  us  your  name 
and  address.  It's  FREE.  No  obligations. 


A.  $.  ALOE  CO. 

932  South  Hill  Street 
LOS  ANGELES,  CAL. 

At  Your  SorvJroil  NEAL,  4265  Aurora  Avenue,  Seattle,  WashingtonTl  „ ^ ... 

At  Your  Serv,ce|Lp  MOWRY,  610  E.  29th  St.  North,  Pordand,  OregonF'^^’’"*”'""^" 


California  Sanatorium,  inc. 

BELMONT  (San  Mateo  County)  CALIFORNIA 

For  the  Treatment  of  Tuberculosis 
and  Diseases  of  the  Chest 


A first  class  institution  located  26  miles  south  of  San  Francisco  in  the  warm 
belt  of  the  Peninsula. 

Climate  most  equable  in  California  (by  Government  test),  never  extremely 
hot  nor  cold. 

All  Modern  Facilities  Excellent  Cuisine 


Rates  and  Prospectus  on  Request 


Dr.  Max  Rothschild 
Medical  Director 
Address — Belmont,  Calif. 
Phone  Belmont  100 


Dr.  Harry  C.  Warren 
Asst.  Medical  Director  ^ 
San  Francisco  Office,  384  Post  St.  ^ 
Phone — Davenport  4466 
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Laurel  Beach  Sanatorium— Seattle 


A private  institution  for  medical  and  surgical  treatment  of  Diseases  of  the  Chest. 
Situated  in  the  southwest  corner  of  the  city  on  the  Salt  Water  Beach. 

DR.  FREDERICK  SLYFIELD  DR.  JOHN  E.  NELSON 

City  Office,  Medical-Dental  Building 


The  Tumor;;  Institute  of  the  Swedish  Hospital 


THE  RADIUM  EMANATION 
PLANT  shown  in  this  illustration  was 
installed  in  the  Swedish  Hospital  six 
months  ago.  A full  time  phydsist  is 
employed  by  the  hospital  to  operate  the 
plant,  and  make  measurements  of  radi- 
um dosage.  Ample  amounts  of  Radium 
are  available.  Gold  Seeds  can  be  made 
up  in  any  desired  size  or  strength. 


DRS.  WARD  & BETTS 
ELiot  0481 


1213  Marion  Street 
Seattle,  Washington 
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This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice 
will  be  sent.  Requests  for  renewals  must 
be  made  on  or  before  the  date  of  expiration. 
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A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 
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